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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** Licensure

or potential for actual harm Reference Number 175 NAC 12-006.18Based on observation, interview, and record review; the facility
failed to ensure infection control measures including the use of Enhanced Barrier Precautions

Residents Affected - Some (EBP-targeted use of Personal Protective Equipment (PPE-use of protective wear such as gown,

gloves, and eye shields) during the provision of care to prevent potential transmission of Multi-Drug
Resistant Organisms (MDRO's- germ/pathogen that has developed resistance to multiple classes of
antimicrobials [antibiotics or antifungals]) was implemented for Resident's 2, and 3, and infection
control measures to prevent potential infections during wound care were followed for Residents 2 and
4. The sample size was 4 and the facility census was 63.Findings are: A. Review of the facility policy
Standard and Transmission Based Precautions with a revision date of 4/2025 revealed the facility
implemented infection control measures to prevent the spread of communicable diseases and
conditions. Standard Precautions (applied to the care of all residents) were implemented regardless of
suspected or confirmed infection or colonization (infection absent of iliness). Enhance Barrier
Precautions were used in conjunction with Standard Precautions and expanded the use of Personal
Protective Equipment (PPE) through the use of gown and gloves during high-contact resident care
activities which provided opportunities for indirect transfer of MDRO's to staff hands and clothing and
the indirect transfer to residents. Residents with wounds and/or indwelling medical devices were at
especially high risk of both acquisition and/or colonization with MDRO's. The use of gown and gloves
was indicated for wound care, for residents with known or colonized MDRO's, and for resident's with
indwelling medical device during the provision of high-contact care activities including wound care,
dressing, bathing, transferring, hygiene provision, changing of linens, toileting assistance, changing of
incontinence products, and device care (such as urinary catheters, dialysis catheter, feeding tubes,
and ventilators). Review of the facility policy Hand Hygiene with a revision date of 4/2025 revealed
the facility provided the necessary supplies, education, and oversight to ensure healthcare workers
performed hand hygiene, which was the most effective measure to prevent the spread of infection,
based on accepted standards. Hand hygiene was a general term that applied to hand washing,
antiseptic hand wash, and alcohol-based hand rub. Hand Hygiene was indicated on multiple occasions
including but not limited to when hands were visibly soiled, before and after reporting to duty, before
and after direct contact with residents, before and after putting on gloves, and whenever moving from
a contaminated body site to a clean body site, any contact with bodily fluids, after handling
contaminated dressings or equipment and after removal of PPE. Review of the facility policy Skin and
Wound Monitoring and Management with a revision date of 12/2023 revealed the facility provided the
necessary treatment of wounds to promote healing and prevent infection. B. Review of Resident 2's
Minimum Data Set (MDS-federally mandated comprehensive assessment used in the development of
resident care plans) dated 4/28/26 revealed the resident was dependent on staff for Activities of
(continued on next page)
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F 0880

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

Daily Living (ADL's) including all hygiene, dressing, transfers, and bed mobility. The resident was
involuntary of bowel and incontinent of bladder. Diagnoses included brain dysfunction, dementia and
arthritis. The resident was at risk for a had a pressure ulcer (skin and tissue damaged caused by
prolonged pressure, friction, or moisture). Review of Resident 2's Care Plan with a revision date of
6/25/26 revealed the resident had impaired skin integrity related to fragile skin, had impaired
cognition, and required staff assistance with ADL's. In addition, staff were to implement EBP during
care. During an observation of the provision of care for Resident 2 on 7/13/26 at 11:05 AM Nurse
Aides (NA's) H and | entered the resident's room, completed hand hygiene and donned (put on) gloves,
and the transferred the resident from bed to a wheelchair using a mechanical stand-up lift and
transferred the resident from the wheelchair to the toilet. The resident used the toilet and staff
performed toileting care however, staff did not wear gowns which was required for Resident 2 due to
chronic pressure sore/wound and the need for EBP. During an observation of the provision of wound
care for Resident 2 on 7/14/26 at 7:15 AM Registered Nurse (RN)-K obtained supplies to complete
wound care, entered the residents' room and placed the wound care supplies directly on the bedside
stand, completed hand hygiene and then without wearing gloves, removed a positioning bolster from
behind the resident, positioned the resident on the left side, then donned gloves but no gown. The RN
then cleaned the wound on the resident's buttock/removed gloves and completed hand hygiene. Next
RN-K donned clean gloves and applied a clean dressing to the wound. After that RN-K removed the
gloves, and assisted the resident to reposition, reapplied the positioning bolsters, covered the
resident and completed hand hygiene. The RN then gathered the unused wound care supplies that
were placed directly on the resident's bedside stand and returned an opened container of gauze
sponges to the treatment cart (used for treatments for other residents of the facility). During an
interview on 7/14/26 at 11:55 AM the Assistant Director of Nursing (ADON) revealed Resident 2 was
on EBP's due to the presence of a chronic wound and required the use of gown and gloves during the
provision of high contact care provision including transfers, toileting, and wound care. In addition, the
ADON confirmed that care including transfers, toileting, on 7/13/26 by NA's H and |, and wound care
by RN-K had all been completed while not wearing the required gowns to prevent transmission of
potential pathogens to staff's hands or clothing and then potentially to other residents. The ADON
also confirmed that wound care supplies brought into a resident's room should be placed on a clean
surface and/or not come in contact with surfaces that were potentially unclean and those items not
used should be discarded and not returned to the treatment cart for use. C. Review of Resident 3's
MDS dated [DATE] revealed the resident had cognitive impairment and received assistance with
hygiene, dressing, transfers, and bed mobility. The resident was involuntary of bowel and had a
urinary bladder catheter. In addition, the resident had diagnoses including multiple trauma including
fractures, Obstructive Uropathy (obstruction of the urinary system),and heart disease. The resident
was at risk for and had pressure sores. Review of Resident 3's Care Plan with a revision date of
5/5/26 revealed the resident had impaired cognition, self-care deficits, a gluteal (buttock) pressure
ulcer, an indwelling urinary catheter due to obstruction or urinary flow, and staff were to use EBP
during care provision as indicated. During an observation of the provision of care on 7/13/26 at 11:20
AM Resident 3 was transported using a wheelchair to the bathing room to bathe. NA-O donned gloves
and assisted the resident to stand and transfer into bathing chair using a walker and gait belt to
support the resident. The resident required substantial physical assistance and verbal directions. The
resident's urinary catheter drainage bag was secured by NA-O to the walker for the transfer and then
to bathing chair post transfer. NA-O then assisted the resident to remove clothing with substantial
assist. NA-O was wearing gloves but no gown despite the presence of the indwelling urinary catheter
(continued on next page)
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F 0880 and pressure sore on the resident's buttocks. During an interview with NA-O on 7/13/26 at 11:30 AM
the NA confirmed having no awareness of any additional measures including EBP needed during the

Level of Harm - Minimal harm transfers, dressing/undressing, bathing, and or care of the resident's urinary catheter.During an

or potential for actual harm interview on 7/14/26 at 11:50 AM the Director of Nursing (DON) confirmed Resident 3 was to have
EBP implemented for high contact care provision such as transferring, undressing, catheter care and

Residents Affected - Some bathing. D. Review of Resident 4's MDS dated [DATE] revealed the resident had kidney disease, and

Peripheral Vascular Disease (PVD - condition affecting circulation and blood flow to the extremities
which can result in skin breakdown including skin ulcers). The resident also received Hospice
services. Review of Resident 4's Care Plan with a revision date of 6/12/25 revealed the resident had
end stage disease secondary to kidney failure and was receiving Hospice services. The resident had
the potential for developing skin integrity issues due to picking at skin, chronic kidney failure and
multiple health problems. In addition, the resident had open areas on the left inner ankle and left lower
leg. Staff were to implement EBP as indicated during care. During an observation of wound care For
Resident 4 on 7/14/26 at 7:50 AM Licensed Practical Nurse (LPN)-M entered the resident room
completed hand hygiene and donned (put on) a gown and gloves. LPN-M placed supplies for treating a
wound on a clean disposable surface and moistened a gauze pad with wound cleanser and cleaned all
4 wound sites with the same gauze and gloves. After changing gloves and completing hand hygiene
LPN-M then redressed the wounds and disposed of the soiled dressing and remaining dressing
supplies. It was noted LPN-M did not use clean gauze pads for each area for cleaning and did not
change gloves between sites to ensure any potential infection was not spread between the sites.
During an interview on 7/14/26 at 8:50 AM LPN-M confirmed being unaware that each treated area for
Resident 4 should have been treated individually to prevent cross contamination. Further interview
confirmed that each area was cleaned with the same gauze and all areas were redressed wearing the
same pair of gloves. During an interview on 7/14/26 at 11:50 AM the ADON confirmed that wound care
for Resident 4 required treating each wound individually and cleaning all wounds with the same gauze
had the potential to introduce infection from one wound to another. In addition, glove changes should
have occurred between each site and when going from a dirty site to a clean site. Further interview
confirmed LPN -M did not treat each wound site individually or change gloves between wound sites.
This had the potential to spread infection from one site to another.
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