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F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

or potential for actual harm observations and interviews, the facility failed to maintain an infection control program designed to provide
a safe, sanitary and comfortable environment to help prevent the development and transmission of

Residents Affected - Some diseases and infections. Specifically, the facility failed to: -Ensure proper infection control practices were

followed for wound care;-Ensure housekeepers cleaned and disinfected the residents' rooms in a hygienic
manner; -Ensure housekeepers performed hand hygiene while cleaning resident rooms; and, -Ensure
catheters were not stored on the floor.

Findings include:
I. Wound care
A. Facility policy and procedure

The Clean Dressing Change policy, dated 6/1/25 was received from the nursing home administrator (NHA)
on 1/16/26 at 12:12 p.m. It read in pertinent part, The facility is to provide wound care in a manner to
decrease potential for infection and/or cross-contamination.

Set up a clean field on the overbed table with needed supplies for wound cleansing and dressing
application: a. If the table is soiled, wipe clean. b. Place a disposable cloth or linen saver on the overbed
table. c. Place only the supplies to be used per wound on the clean field at one time (include wound
cleanser, gauze for cleansing, disposable measuring guide and pen/pencil, skin protectant products as
indicated, dressings, tape).

Place a barrier cloth or pad next to the resident, under the wound to protect the bed linen and other body
sites.

Cleanse the wound as ordered, taking care to not contaminate other skin surfaces or other surfaces of the
wound (clean outward from the center of the wound).

B. Observations

On 1/13/26 at 9:35 a.m. licensed practical nurse (LPN) #1 was providing wound care to Resident #3. LPN
#1 collected supplies from the treatment cart outside Resident #3's room. LPN #1 applied personal
protective equipment (PPE) consisting of a gown and gloves. LPN #1 said the wound care was a clean
procedure and not a sterile procedure to complete. LPN #1 entered the resident's room with all of the
supplies tucked into her arms and against her scrub top. LPN #1 moved Resident #3's personal items off
the bedside table. The bed side table was visibly soiled with a white residue. LPN #1 went to
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F 0880 the sink, wet a paper towel with water and pumped hand soap out of the soap dispenser one time. She then
wiped the table down. LPN #1 placed the wound care supplies directly onto the bedside table. The bedside
Level of Harm - Minimal harm table still had white residue on it even after she wiped it down.

or potential for actual harm

-LPN #1 failed to properly disinfect the bedside table and place a barrier between the table and the wound
Residents Affected - Some care supplies.

LPN #1 needed assistance from another staff member to assist with turning Resident #3. LPN #1 stepped
out of the resident's room and walked down the hall past the next room to get a certified nurse aide (CNA)
to assist.

-LPN #1 wore personal protective equipment (PPE) in the hallway. LPN #1 used the same PPE while
completing the dressing change only changing her gloves when needed.

LPN #1 and the CNA #6 turned resident on to his right side. CNA #6 said the resident was wet and would
need a brief change.

LPN #1 removed the old dressing which had a moderate amount of serosanguinous (clear and bloody)
drainage, performed hand hygiene with alcohol based hand rub (ABHR) and applied clean gloves. LPN #1
then sprayed the wound directly with a wound cleanser. LPN #1 placed the gauze that was sitting directly
on the soiled bedside table below the wound to help catch any fluids from the wound. LPN #1 then cleaned
the wound with the same piece of gauze ten times.

-LPN #1 failed to place a barrier pad under the resident prior to starting a wound dressing change. LPN #1
failed to have a mask on while spraying the resident wound. LPN #1 failed to wipe the wound in a hygienic
manner.

LPN #1 then completed applying the new dressing according to physician's orders.
C. Staff interviews

LPN #1 was interviewed on 1/13/26 at 10:00 a.m. She said she had recently become the wound nurse for
the facility. LPN #1 said the wound care was a clean procedure and not a sterile one so she was not
required to drape the area around the wound. LPN #1 said she cleaned the table with soap and water she
applied to a paper towel. LPN #1 said the soap was an antibacterial and was enough to disinfect the table.
LPN #1 said she did not know she should not clean the wound with the same piece of gauze. LPN #1 said
she did not know she needed to place a clean working area on the table, under the resident or wear a mask
during wound care due to possible splashback.

The director of nursing (DON) and the infection preventionist (IP) were interviewed on 1/15/26 at 12:09 p.m.
They said during wound care the bedside table was to be cleaned with bleach wipes and follow the
recommended dwell time (amount of time the surface must remain wet in order to properly disinfect), then
apply a barrier pad to place the supplies on.

The DON said the nurse should also place a pad under the resident to have a barrier for drainage not to get
on the resident's bed.

The IP said the wound should be cleaned from the middle out or one piece of gauze to wipe then a new
piece can be used each time it was cleaned to prevent infections.
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F 0880

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

The DON said the nurse should wear a mask in case splashing occurred.
Il. Housekeeping
A. Facility policy and procedure

The Routine Cleaning and Disinfection policy, dated 6/1/25, was received from the NHA on 1/16/26 at 12:13
p.m. It read in pertinent part, It is the policy of this facility to ensure the provision of routine cleaning and
disinfection in order to provide a safe, sanitary environment and to prevent the development and
transmission of infections to the extent possible.

Routine cleaning and disinfection of frequently touched or visibly soiled surfaces will be performed in
common areas, resident rooms, and at the time of discharge.

Clean from areas that were visibly clean and least likely to be contaminated to areas usually visibly dirty.
Clean from top to bottom (bring dirt from high levels down to floor levels).

Routine surface cleaning and disinfection will be conducted with a detailed focus on visibly soiled surfaces
and high touch areas to include, but not limited to: a. Toilet flush handles b. Bed rails c. Tray tables d. Call
buttons e. television remote f. Telephones g. Toilet seats h. Monitor control panels, touch screens and cables
i. Resident chairs j. IV poles k. Blood pressure cuffs 1. Sinks and faucets m. Light switches n. Door knobs
and levers.

Disinfectant solutions will be prepared fresh daily and changed frequently in order to ensure effectiveness.
a. Follow manufacturer recommendations for dilution and frequency of changing of disinfectant solution. b.
Follow manufacturer recommendations regarding appropriate contact time to ensure adequate disinfection.
The Hand Hygiene policy, dated 6/1/25, was received from the NHA on 1/16/26 at 12:13 p.m. It read in
pertinent part. All staff will perform proper hand hygiene procedures to prevent the spread of infection to
other personnel, residents, and visitors. This applies to all staff working in all locations within the facility.

Staff will perform hand hygiene when indicated, using proper technique consistent with accepted standards
of practice.

The use of gloves does not replace hand hygiene. If your task requires gloves, perform hand hygiene prior
to donning gloves, and immediately after removing gloves.

B. Observations

On 1/14/26 at 1:33 pm Housekeeper (HK) #1 was cleaning room [ROOM NUMBER]. He donned (put on)
gloves. HK #1 entered the room and emptied the trash under the sink and next to the residence beds and
replaced the liners. HK#1 then placed the trash bags onto the housekeeping cart. He removed his gloves
and donned clean ones.

-HK #1 failed to perform hand hygiene between glove changes.

HK #1 removed the spray bottle with pink fluid that was labeled Airlift Fresh and a green rag. HK
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F 0880 #1 removed items from bed A's bedside table and sprayed the pink spray and wiped it clean. He did the
same with the top and front of her dresser. HK #1 used the same pink spray to spray the countertop and
Level of Harm - Minimal harm wipe it clean. The same rag was used to wipe the soap dispenser, towel dispenser and door knobs. HK #1
or potential for actual harm placed the soiled green rag onto the cart and removed a yellow rag. HK #1 used the pink spray to spray the
wheelchair and then wiped the wheelchair wheels with the yellow rag. HK#1 returned the pink spray bottle
Residents Affected - Some and the yellow rag to the housekeeping cart.

-HK #1 failed to use a disinfectant to clean the room and wheelchairs.

HK#1 removed the acid bathroom cleaner which was a purple spray and a red rag. HK#1 flushed the toilet
three times and sprayed the toilet riser and set it to the side. HK #1 sprayed the toilet with the acid
bathroom cleaner and used the red rag to wipe the rim of the toilet, under the seat, the top of the seat and
the tank. The inside of the toilet with the toilet brush. He flushed the toilet and returned the acid bathroom
spray and the red rag to the cart.

HK #1 removed a clean red rag from the housekeeping cart and wiped the toilet seat riser, the seat first and
then the sides and the arms and placed the riser back over the toilet. He returned to the housekeeping cart
and put the red rag into the trash bag. He removed his gloves and donned clean ones.

-HK #1 failed to clean the bathroom from clean to dirty. HK #1 failed to perform hand hygiene during glove
changes.

HK #1 said bed B did not like her things touched and did not clean her side of the room. He removed the
broom from the cart and swept the room starting from the B side to the A side. He swept the debris to the
entrance of the door and picked it up with a dustpan.

HK #1 removed a mop handle from the cart and place it in the room. He returned to the cart and removed a
mop rag from the mop water and dropped it on the floor. He mopped the room starting at bed B to bed A
towards the door. Then he mopped the bathroom last. HK#1 removed his gloves.

HK #1 failed to use a clean mop pad for the bathroom and failed to disinfect high touch surfaces.

HK #1 was then went to room [ROOM NUMBER] at 2:03 p.m. HK #1 applied gloves, knocked and entered
the room. He collected the trash, replaced liners and then changed gloves.

-HK #1 failed to perform hand hygiene between room and glove changes.

HK #1 collected spray bottle with pink solution labeled Airlift Fresh and one rag. HK #1 started to spray the
sink, wiped the handle, sink rim, sink bowl and then the vanity counter. A resident was present in the room
and was using her bedside table. HK #1 said he could not clean the table as it was in use.

-HK #1 failed to clean areas from clean to dirtiest.

HK #1 continued cleaning the room with the same rag he cleaned the sink he wiped down the air
conditioner and the oxygen concentrator. He returned to his cart, collected a new rag, went back to bed B
side spraying the blinds with the Airlift Fresh spray and immediately wiped the blinds after spraying. The
room had a strong fragrant smell.
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F 0880 HK #1 collected a new rag from the cart and sprayed and wiped down bed B wheelchair then bed A
wheelchair with the same rag. HK #1 wiped down the bed and the oxygen concentrator with the same rag
Level of Harm - Minimal harm used for the wheelchairs.

or potential for actual harm
-HK #1 failed to clean bed A and bed B sides with different rags and failed to use a disinfectant.
Residents Affected - Some
HK #1 collected a new rag and a spray bottle with purple solution (acid bathroom cleaner). He entered the
bathroom and moved the toilet riser off the toilet. HK #1 sprayed the toilet then riser. He wiped the hand
rails with the dry cloth then wiped the toilet riser seat then handles then wiped toilet handles flushed the
toilet, HK #1 then sprayed the toilet seat hinges then moved the riser back over the toilet. HK #1 flushed the
toilet again, collected the toilet bowl brush, put it into the bowl and scrubbed the bowl no cleaner in the
bowl. HK #1 then smacked the toilet bowl brush three times on the inner portion of the toilet riser. Water
splashed onto the toilet riser and the wall. HK #1 flushed the toilet a third time.

HK #1 returned to the cart, changed his gloves and collected the broom.

-HK #1 failed to clean the bathroom in a hygienic manner going from cleanest to dirtiest, failed to use a
disinfectant on high touch areas, failed to not splash water on already clean surfaces and failed to perform
hand hygiene between glove changes.

HK #1 swept the bathroom then bed B side of room and last bed A side sweeping all debris to the entrance
of the room. HK #1 collected debris with a dust pan, immediately collected a mop stick and reached into the
mop bucket rung out one mop pad. HK #1 mopped the bathroom floor, returned to the cart and removed
the soiled mop pad with gloves. HK #1 then reached into the mop bucket with soiled gloves rung out a
second mop pad, he mopped bed B then bed A side of the room to the door. HK #1 removed his gloves and
performed hand hygiene with alcohol based hand rub.

-HK #1 failed to not contaminate the mop bucket water with soiled gloves.

On 1/14/26 at 2:33 p.m. HK #1 went to the housekeeping closet. The automated dispenser was observed in
the closet to have only the Airlift Fresh and the acid bathroom cleaner.

C. Staff interviews

HK #1 was interviewed on 1/14/26 at 2:29 p.m. He said he had been working in the facility for four or five

months and had not been given proper training. HK #1 said he was told to use the pink solution on certain
areas and the purple solution was for the bathroom. HK #1 said he did not know what the dwell time was.
HK #1 said he did not know what cleaner was in the mop solution.

HK#1 said he only needed to complete hand hygiene when moving from one room to another. He said he
did not know how many rags needed to be used from a double occupancy room. He said he knew he only
had to use different rags when cleaning the bathroom.

The housekeeping supervisor (HKS) was interviewed on 1/15/26 at 9:32 a.m. He said he had only been
working at the facility for three weeks. The HKS said they staffed housekeepers seven days a week. The
HKS said the pink solution was air freshener, the clear solution was the disinfectant with a three minute
dwell time and the acid bathroom cleaner had no kill time. HKS said he did not know why HK#1 did not
have the disinfectant solution on his cart or why it was not found in the housekeeping
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F 0880

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

closet.

The HKS said HK#1 should be using the disinfectant. The HKS said hand hygiene should be completed
when the housekeepers changed their gloves and they entered another room. The HKS said the mop pad
should be changed after mopping the bedroom and before mopping the bathroom. The HKS said HK #1
should clean top to bottom. The HKS said HK #1 should use three rags: red, blue, and beige. The HKs said
the red rags were for the bathroom, blue for the mirrors and beige were all purpose use. The HKS said high
touch areas were: door handles, light switch, call button, overbed table, bed rails, television remote and bed
remote. The HKS said the toilets should be cleaned from top to bottom and should be cleaned daily
because of the germs on them.

Ill. Catheter failures

A. Professional reference

According to the Centers for Disease Control and Prevention's (CDC) Guideline for Prevention of Catheter
Associated Urinary Tract Infections (UTIs), retrieved on 1/20/26 from
https://www.cdc.gov/infection-control/hcp/cauti/summary-of-recommendations.html#:~:text=Recommendations
facilities may prevent UTIs by performing the following:

Keep the collection bag below the level of the bladder at all times. Do not rest the bag on the floor.

B. Facility policy and procedure

The Catheter Care policy, dated 6/1/25, was provided by the NHA on 1/16/26 at 12:12 p.m. It read in
pertinent part,

It is the policy of this facility to ensure that residents with indwelling catheters receive appropriate catheter
care and maintain their dignity and privacy when indwelling catheters are in use.

-The catheter care policy did not specify catheters should not be touching the ground.
C. Observations

On 1/12/26 at approximately 2:50 p.m. Resident #16 was in her wheelchair. Her catheter tubing was lying
on the floor.

On 1/14/26 at 8:19 a.m. Resident #16 was in her bed. The catheter tubing was lying on the floor.
D. Staff interviews and observations

CNA #3 was interviewed on 1/13/26 at 10:32 a.m. CNA #3 said Resident #16 had a catheter and the CNAs
emptied the catheter every shift.

LPN #2 was interviewed on 1/14/26 at 8:30 a.m. LPN #2 confirmed Resident #16's catheter was on the
floor. LPN #2 repositioned the catheter on the bed so the tubing was no longer touching the floor. LPN #2
said the catheter should not have been on the floor because the floor was dirty. LPN #2 said
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catheter tubing on the floor increased the risk for the resident to get an infection.

The infection preventionist (IP) was interviewed on 1/14/26 at approximately 3:00 p.m. The IP said catheters
should be kept off the ground. The IP said there should be a barrier between the catheter and the floor in

order to prevent urinary tract infections (UTIs).
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