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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
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 diseases and infection for one of two units reviewed. Specifically, the facility failed
to:-Ensure staff wore the appropriate personal protective equipment (PPE) for Resident #11, who was
on enhanced barrier precautions (EBP);-Ensure proper infection control practices were followed
during wound care;-Ensure hand hygiene was appropriately performed during wound care; and,-Ensure
hand hygiene was appropriately performed during medication administration. Findings include:I. EBP
failuresA. Professional referenceAccording to the Centers for Disease Control and Prevention (CDC)
Implementation of Personal Protective Equipment (PPE) Use in Nursing Home to Prevent Spread of
Multidrug-resistant Organisms (MDROs), updated 4/2/24, retrieved on 2/23/26 from
https://www.cdc.gov/long-term-care-facilities/hcp/prevent-mdro/ppe.html: Enhanced Barrier
Precautions (EBP) are an infection control intervention designed to reduce transmission of resistant
organisms that employ targeted gown and glove use during high contact resident care activities.
Expand the use of PPE and refer to the use of gown and gloves during high-contact resident care
activities that provide opportunities for transfer of MDROs to staff hands and clothing. MDROs may be
indirectly transferred from resident-to-resident during these high-contact care activities. Nursing
home residents with wounds and indwelling medical devices are at especially high risk of both
acquisition of and colonization with MDROs. The use of gown and gloves for high-contact resident
care activities is indicated, when Contact Precautions do not otherwise apply, for nursing home
residents with wounds and/or indwelling medical devices regardless of MDRO colonization as well as
for residents with MDRO infection or colonization. Examples of high-contact resident care activities
requiring gown and glove use for Enhanced Barrier Precautions include: dressing, bathing/showering,
transferring, providing hygiene, changing linens, changing briefs or assisting with toileting, device
care or use (ex. central line, urinary catheter, feeding tube, tracheostomy/ventilator), or wound care
(any skin opening requiring a dressing). In general, gown and gloves would not be required for resident
care activities other than those listed above, unless otherwise necessary for adherence to standard
precautions. Residents are not restricted to their rooms or limited from participation in group
activities. Because enhanced barrier precautions do not impose the same activity and room placement
restrictions as contact precautions, they are intended to be in place for the duration of a resident's
stay in the facility or until resolution of the wound or discontinuation of the indwelling medical device
that placed them at higher risk.B. ObservationsOn 2/17/26 at 11:16 a.m., a sign on the back of
Resident #11's room door indicated the resident was on EBP. The sign indicated a gown and gloves
must be worn for high-contact resident care activities, including: dressing, bathing/showering,
transferring, changing linens, changing briefs or assisting with toileting, and device care or use, such
as central lines, urinary catheters, feeding tubes, tracheostomies, and wound care. Resident #11 had
open wounds to his left buttocks and left heel.On 2/18/26 at 3:07 p.m., registered nurse (RN) #3 was
observed performing wound care on Resident #11. The following observations were made:At
approximately 3:10 p.m. RN #3 entered Resident #11's room. Upon entering the room, RN #3 donned
(continued on next page)
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(put on) on a pair of gloves, and began performing wound care on Resident #11's left buttocks wound.
-RN #3 failed to don a gown after entering Resident #11's room and before beginning the resident's
wound care. II. Wound care failuresA. Professional referenceAccording to the Centers for Disease
Control and Prevention (CDC) Hand Hygiene for Healthcare Workers, updated 2/27/24, retrieved on
2/23/26 from https://www.cdc.gov/clean-hands/hcp/clinical-safety/index.html: Know when to
clean your hands: immediately before touching a patient, before performing an aseptic task such as
placing an indwelling device or handling invasive medical devices, before moving from work on a
soiled body site to a clean body site on the same patient, after touching a patient or patient's
surroundings, after contact with blood, body fluids, or contaminated surfaces and immediately after
glove removal.Gloves are not a substitute for hand hygiene. If your task requires gloves, perform hand
hygiene before donning gloves and touching the patient or the patient's surroundings, always clean
your hands after removing gloves, remember to remove gloves carefully to prevent hand
contamination as dirty gloves can soil your hands.B. Facility policy and procedureThe Clean Dressing
change policy and procedure, revised April 2025, was provided by the nursing home administrator
(NHA) on 2/19/26 at 10:00 a.m. It read in pertinent part, Policy: It is the policy of this facility to
provide wound care in a manner to decrease potential for infection and/or cross-contamination.
Physician's orders will specify type of dressing and frequency of changes. Compliance Guidelines: Set
up clean field on the overbed table with needed supplies for wound cleansing and dressing
application:-If the table is soiled, wipe clean.-Place a disposable cloth or linen saver on the overbed
table.-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).-If performing photo documentation, label measuring guide with patient
identifier and date.-Use no-touch techniques to remove ointments and creams from their containers
(use tongue blade or applicator). Liquid solutions should be poured directly onto gauze sponges.
Establish area for soiled products to be placed (Chux or plastic bag). Wash hands and put on clean
gloves. Place a barrier cloth or pad next to the resident, under the wound to protect the bed linen and
other body sites. Loosen the tape and remove the existing dressing. If needed to minimize skin
stripping or pain, moisten with prescribed cleansing solution or use adhesive remover to remove tape.
Remove gloves, pulling inside out over the dressing. Discard into appropriate receptacle. Wash hands
and put on clean gloves. 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). Pat dry with
gauze. Measure wound using disposable measuring guide. This is done weekly with wound rounds.
Wash hands and put on clean gloves. Apply topical ointments or creams and dress the wound as
ordered. Protect surrounding skin as indicated with skin protectant. Secure dressing. [NAME] with
initials and date. (Add time if dressing is more than once daily.) Discard disposable items and gloves
into appropriate trash receptacle and wash hands.B. ObservationsOn 2/18/26 at 3:07 p.m. RN #3 was
performing wound care on Resident #11?s left buttocks wound. The following observations were
made:RN #3 walked to the wound cart, and retrieved one normal saline bullet (single-use vials used in
wound care), one calcium alginate dressing, and one bordered gauze dressing. RN #3 placed supplies
on top of the wound cart. RN #3 said she needed to verify Resident #11's wound care orders. RN #3
picked up the supplies and placed them on top of her medication car. After verifying Resident #11's
wound care orders, RN #3 went into the medication storage room, grabbed two packages of two inch
by two inch gauze, exited the storage room, picked up Resident #11's wound supplies on top of her
medication cart, and walked to Resident #11's room.RN #3 entered Resident #11's room, performed
hand hygiene upon entering the room, and grabbed a pair of gloves. Resident #11 was sitting in his
wheelchair with his back to RN #3. RN #3 placed wound care supplies on the edge of Resident #11's
dresser then donned her gloves. Resident #11 stood up and pulled down his shorts and underwear to
expose a previous dressing.-RN #3 failed to establish a clean wound care field for wound supplies on
top of Resident #11's dresser. RN #3 removed the dressing from Resident #11's left buttocks wound,
(continued on next page)
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walked into the resident's bathroom, and discarded the dressing. RN #3 opened both two by two
gauze packages and the normal saline bullet, and squirted the normal saline onto the gauze. RN #3
wiped the surface and perimeter of the wound approximately 11 times, using the same side of the
gauze each time. RN #3 walked to Resident #11's bathroom and discarded the gauze and her gloves in
the trash can. -RN #3 failed to discard and replace her gloves, or perform hand hygiene, after removing
Resident #11's old dressing and before cleansing the resident's left buttocks wound. RN #3 retrieved
and donned a new pair of gloves, reached into her left scrub pants pocket with her left hand, and
removed a Sharpie from her pocket. RN #3 opened the bordered gauze dressing and dated and initialed
it with the Sharpie. RN #3 opened the calcium alginate dressing. Using her left hand, RN #3 placed the
calcium alginate dressing on top of Resident #11's wound and held it in place. Using her right hand, RN
#3 placed the bordered gauze over the calcium alginate dressing and adhered it to Resident #11. RN
#3 gathered the wound care supply trash and discarded it into Resident #11's bathroom trash can. RN
#3 removed the trash bag and placed a new bag in Resident #11's trash can. RN #3 removed the glove
from her right hand, discarded it into the trash bag, and tied the bag closed. RN #3 exited Resident
#11's room carrying the trash bag with gloved left hand, and disposed of the bag in the dirty utility
room. -RN #3 failed to perform hand hygiene before donning a new pair of gloves and continuing
Resident #11's wound care. RN #3 failed to maintain a clean field by reaching into her scrub pants
pocket and retrieving a marker to sign and date Resident #11's bordered gauze dressing. RN #3 failed
to discard her gloves, perform hand hygiene, and don a new pair after dating the dressing and before
continuing wound care on Resident #11. II. Medication administration failuresA. Facility policy and
procedureThe Medication Administration policy and procedure, dated May 2016, was provided by the
NHA on 2/19/26 at 10:00 a.m. It read in pertinent part, Medications are administered as prescribed in
accordance with manufacturers' specifications, good nursing principles and practices and only by
persons legally authorized to do so. Personnel authorized to administer medications do so only after
they have familiarized themselves with the medication.The Hand Hygiene policy and procedure,
revised April 2025, was provided by the NHA on 2/19/26 at 10:00 a.m. It read in pertinent part, 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. Residents, family, and visitors will be encouraged to practice
hand hygiene. Use an alcohol-based hand rub containing at least 62% alcohol; or, alternatively, soap
(antimicrobial or non-antimicrobial) and water for the following situations:-Before and after coming on
duty;-Before and after direct contact with residents; -Before preparing or handling
medications;-Before performing any non-surgical invasive procedures;-Before and after handling an
invasive device (e.g., urinary catheters, IV access sites);-Before donning sterile gloves;-Before
handling clean or soiled dressings, gauze pads, etc.;-Before moving from a contaminated body site to
a clean body site during resident care;-After contact with a resident's intact skin;-After contact with
blood or bodily fluids;-After handling used dressings, contaminated equipment, etc.;-After contact with
objects (e.g., medical equipment) in the immediate vicinity of the resident;-After removing
gloves;-Before and after entering isolation precaution settings;-Before and after eating or handling
food;-Before and after assisting a resident with meals; and-After personal use of the toilet or
conducting your personal hygiene.-After removing and disposing of personal protective equipment.B.
ObservationsDuring a continuous observation, on 2/19/26, from 7:22 a.m. to 7:57 a.m., licensed
practical nurse (LPN) #1 was observed administering medications to residents on the south hallway.
The following observations were made: At 7:22 a.m. LPN #1 was at Resident #7's bedside
administering her oral medications. Resident #7's tube feeding was running, via pump, per order and
connected to her PEG tube. LPN #1 said it was time to disconnect Resident #7's tube feeding. LPN #1
donned a pair of gloves and raised Resident #7's shirt, exposing the PEG tube connection site. LPN #1
disconnected the tube feeding from Resident #7's PEG tube, secured the PEG tube cap in place,
lowered Resident #7's shirt, and hung the tube feeding cord on the medication pole in the resident's
(continued on next page)
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room. -LPN #1 failed to perform hand hygiene after administering Resident #7's medications and
before donning gloves. LPN #1 lowered Resident #7's shirt a second time, repositioned the resident's
bedside table closer to her, grabbed the plastic box of glucometer supplies, exited Resident #7's room,
unlocked and stored the plastic box in the bottom drawer of the medication cart, discarded his gloves,
then walked into room [ROOM NUMBER].-LPN #1 failed to perform hand hygiene after exiting
Resident #7's room, storing her glucometer and supplies, and before entering room [ROOM NUMBER].
At 7:27 a.m. LPN #1 exited room [ROOM NUMBER], returned to his medication cart, and began
preparing medications for Resident #18. LPN #1 donned a pair of gloves, retrieved a medication cup
from the medication cart, and dispensed medications from blister pill packets into the cup. LPN #1
removed a plastic box from the bottom of the medication cart, individualized with the resident's name
and room number, and placed it on top of the medication cart. LPN #1 opened the box, grabbed the
glucometer, opened an alcohol pad, and wiped all sides of the glucometer with the alcohol pad. LPN
#1 poured a cup of water, picked up the plastic box and medication cup, and walked into Resident
#18's room. -LPN #1 failed to perform hand hygiene after exiting room [ROOM NUMBER] and before
donning gloves and preparing Resident #18's medications.At 7:33 a.m. LPN #1 entered Resident #18's
room, wearing the same gloves he donned before preparing her medications. LPN #1 repositioned
Resident #18's bedside table so he was able to stand right next to the resident's bed. LPN #1 checked
Resident #18's glucose using a disposable lancet. LPN #1 obtained an alcohol pad, wiped all surfaces
of the glucometer, and placed it in the plastic box. LPN #1 removed gloves and handed Resident #18
her oral medications. After verifying Resident #18 took her medications, LPN #1 repositioned Resident
#18's bedside table closer to her and exited the resident's room. LPN #1 performed hand hygiene upon
return to his medication cart.-LPN #1 failed to change gloves and perform hand hygiene before
checking Resident #18's blood sugar and administering the resident her medications.At 7:40 a.m. LPN
#1 opened a cart drawer, retrieved a plastic box labeled with Resident #32's name and room number,
and placed it on top of the cart. LPN #1 donned a pair of gloves, opened the box, opened an alcohol
pad, and wiped all sides of the glucometer. LPN #1 retrieved a bottle of liquid protein from a drawer in
the cart and poured Resident #32's prescribed amount into a separate medication cup. LPN #1 placed
the liquid protein back in the cart drawer, poured a cup of water, picked up the two medication cups,
the water, and the glucometer kit, and entered Resident #32's room. At 7:44 a.m. LPN #1 entered
Resident #32's room wearing the same gloves he used to prepare the resident's medications. LPN #1
placed the water, medications, and glucometer on Resident #32's bedside table. After obtaining and
wiping one of Resident #32's fingers with an alcohol pad, LPN #1 used a disposable lancet to check
Resident #32's blood glucose level. LPN #1 obtained an alcohol pad and wiped all sides of the
glucometer before placing it back in the resident's glucometer box. LPN #1 removed and discarded his
gloves, and handed Resident #32 her oral medications. After verifying Resident #32 took her
medication, LPN #1 picked up the resident's glucometer, exited Resident #32's room, returned to the
medication cart, and placed the glucometer back inside. -LPN #1 failed to change his gloves and
perform hand hygiene after preparing Resident #32's medications, after he entered the resident's
room, and before he checked Resident #32's blood sugar. Additionally, LPN #1 failed to perform hand
hygiene upon returning to the medication cart after exiting Resident #32's room. At 7:48 a.m. LPN #1
began preparing medications for Resident #11. LPN #1 retrieved a medication cup from the cart and
retrieved and dispensed 11 medications into the medication cup, opening and closing multiple drawers
in the cart to obtain the medications. Resident #11 self-propelled himself to the side of the medication
cart while LPN #1 prepared his medications. LPN #1 poured a cup of water and placed it on top of the
medication cart. LPN #1 opened a cart drawer, opened and measured out the prescribed amount of a
dissolvable medication, and poured the medication into the cup of water. LPN #1 obtained a plastic
spoon from the medication cart and mixed the dissolvable medication into the cup of water, then
discarded the spoon. LPN #1 handed the medication cup and the cup of water to Resident #11, and
verified Resident #11 took his medications. LPN #1 asked to check a patch, located on Resident #11's
(continued on next page)
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right chest, and pulled Resident #11's shirt to the side to visualize the patch after approval was given.
LPN #1 turned back to the medication cart and began documenting medication administration. -LPN #1
failed to perform hand hygiene before he began preparing Resident #11's medications, before he gave
the resident his medications, and after completing medication administration. III. Staff interviewsRN
#3 was interviewed on 2/18/26 at 3:15 p.m. RN #3 confirmed Resident #11's left buttock wound was
open. RN #3 said EBP should be worn when treating open wounds. RN #3 said there was a recent
facility in-service,, which discussed when EBP should be used. RN #3 said she did not think to wear a
gown while performing Resident #11's wound care due to the small size of the wound. RN #3 said
wearing EBP during resident care was important to help prevent cross-contamination and potential
splashback of bodily fluids. RN #3 said hand hygiene should be performed when entering or exiting a
resident's room, or when hands were visibly soiled. RN #3 said she should have performed hand
hygiene when discarding her old gloves and before applying new ones. RN #3 said appropriate hand
hygiene was important to help decrease the spread of infection. LPN #1 was interviewed on 2/19/26
at 7:57 a.m. LPN #1 said hand hygiene should be performed before and after every medication
administration. LPN #1 said proper hand hygiene was important to help protect residents from
exposure to pathogens. LPN #1 was interviewed a second time on 2/19/26 at 10:40 a.m. LPN #1 said
EBP should be utilized during resident care and medication administration. LPN #1 said using
appropriate PPE was important to help prevent introducing pathogens to residents. LPN #1 was
unable to state why he failed to perform proper hand hygiene during medication administration. The
assistant director of nursing (ADON) and director of nursing (DON) were interviewed together on
2/19/26 at 11:05 a.m. The ADON said hand hygiene should be performed before/after administering
medications, before/during/after resident treatments, and upon exiting a resident's room. The ADON
said it was important for infection control and preventing the spread of organisms. The ADON said
EBP signs were placed on the back of resident doors throughout the facility due to facility residents
requesting discretion. The DON said facility staff were given routine training on EBP use and
appropriate hand hygiene during annual skills fairs and monthly staff meetings. The ADON said facility
staff should wear a gown when performing wound care on any sized wounds that were open and
producing discharge. The ADON said staff should change gloves and perform hand hygiene after
removing the old dressing, before completing the remainder of wound care, and after wound care was
completed.The ADON said facility staff should establish a clean wound care field by placing a Chux
pad on top of a surface before wound care supplies. The DON said if a Chux pad was not used, she
expected facility staff to cleanse the surface using an antimicrobial wipe to establish a clean field.
The DON said performing appropriate hand hygiene, glove changes, and establishing a clean field were
important to decrease potential infection risk and the transmission of germs to residents.
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