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Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and record review, the facility failed to implement its infection prevention and
control measures for one of four sampled residents (Resident 1) by failing to change gloves (type of
personal protective equipment [PPE] that is worn or used to provide protection against hazardous
substances and/or environments) and perform hand hygiene (washing hands or using an
alcohol-based hand sanitizer) before administering a wound treatment to Resident 1.This failure had
the potential to increase the risk of infection, spread germs and bacteria and impede the healing
process for Resident 1. Based on observation, interview and record review, the facility failed to
implement its infection prevention and control measures for one of four sampled residents (Resident
1) by failing to change gloves (type of personal protective equipment [PPE] that is worn or used to
provide protection against hazardous substances and/or environments) and perform hand hygiene
(washing hands or using an alcohol-based hand sanitizer) before administering a wound treatment to
Resident 1. This failure had the potential to increase the risk of infection, spread germs and bacteria
and impede the healing process for Resident 1.Findings:During a review of Resident 1's admission
Record, the admission Record indicated Resident 1 was originally admitted to the facility on [DATE]
and re-admitted on [DATE]. The admission Record indicated Resident 1's diagnoses included acute
respiratory failure with hypoxia (the inability of the respiratory system to maintain an adequate blood
oxygen level to preserve normal organ function), acute pulmonary edema (a condition caused by too
much fluid in the lungs) and pressure ulcer of sacral region, stage 4 (Full-thickness skin and tissue
loss with exposed muscle, tendon, ligament, cartilage, or bone).During a review of Resident 1's
Minimum Data Set (MDS-a resident assessment tool) dated 08/26/2025, the MDS indicated Resident
1 had clear speech, difficulty communicating some words or finishing thoughts but was able if
prompted or given time and usually understood others. The MDS indicated Resident 1 was dependent
(helper does all the effort) on staff for oral hygiene, toileting hygiene and showering/bathing
self.During a review of Resident 1's Physician's Order dated 10/1/2025, the Order indicated to
administer Ultramist Therapy (treatment using low-frequency ultrasound to deliver saline mist,
debride dead tissue, reduce bacteria and control inflammation to promote healing of wounds) every
day shift every Monday, Wednesday, Friday for management of stage 4 pressure injury. During a
concurrent observation and interview on 12/01/2025 at 11:45 a.m. with the Occupational Therapist
(OT) at Resident 1's bedside, the OT was observed wearing gloves, pulled the privacy curtain and
proceeded to administer Ultramist wound treatment for Resident 1 without changing gloves and
performing hand hygiene. The OT stated failure to change gloves and wash hands before
administering the wound treatment could spread germs and increase the risk of infection for the
resident. During a review of the OT Encounter Treatment Note dated 12/1/2025, the Note indicated
the OT permed Mist Therapy treatment to Resident 1's Sacro coccyx pressure ulcer. During a review
of the facility's policy and procedure (P/P) titled Hand Hygiene), revision dated 04/2025, indicated it
is the policy of this facility to provide the necessary supplies, education, and oversight to ensure
healthcare workers perform hand hygiene, which is one of the most effective measures to prevent the
spread of infection, based on accepted standards. The P/P indicated to use an alcohol-based hand
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rub containing at least 62% alcohol; or, alternatively, soap and water before performing any
non-surgical invasive procedures, before and after handling an invasive device, after contact with
objects (e.g., medical equipment) in the immediate vicinity of the residents, after removing and
disposing of PPE.

22056267

07/18/2026




