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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** License

or potential for actual harm Reference Number 175 NAC 12.006.09(H)(iii)(2)Based on observation, interview and record review, the
facility failed to ensure staff members performed hand hygiene when providing wound care to 2

Residents Affected - Few residents (Residents 2 and 3) of 3 residents surveyed. The facility had a census of 46.A record review

of the facilities Infection Prevention and Control Program, reviewed on 1/1/2025 revealed the
following:Policy:This facility has established and maintains an infection prevention and control
program designed to provide a safe, sanitary, and comfortable environment and to help prevent the
development and transmission of communicable diseases and infections as per accepted national
standards and guidelines.Policy Explanation and Compliance Guidelines:All staff are responsible for
following all policies and procedures related to the Program.Standard Precautions:All staff shall
assume that all residents are potentially infected or colonized with an organism that could be
transmitted during the course of providing resident care services.A record review of the facilities
Hand Hygiene policy reviewed 11/2/2025 revealed the following:Policy: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.Policy Explanation and Compliance
Guidelines:Staff will perform hand hygiene when indicated, using proper technique consistent with
accepted standards of practice.Hand hygiene is indicated and will be performed under the conditions
listed in, but not limited to, the attached hand hygiene table.This includes: After handling
contaminated objects,Before applying and after removing personal protective equipment (PPE),
including gloves.Before and after handling clean or soiled dressings, linens, etc.After handling items
potentially contaminated with blood, body fluids, secretions, or excretions.When, during resident care,
moving from a contaminated body site to a clean body site.Additional Considerations: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.A. A record review of Resident 2's Clinical
Resident profile sheet revealed Resident 2 was admitted to the facility on [DATE] with the following
diagnoses: surgical aftercare for surgery on the genitourinary system, Acute kidney failure (a sudden,
often reversible loss of kidney function occurring within hours or days), sepsis (a life-threatening
reaction to an infection that causes the immune system to harm healthy tissues and organs) due to
enterococcus (bacteria normally found in the human gut which can cause infection, and severe
protein-calorie malnutrition (undernutrition cause by inadequate intake of protein and calories).A
record review of Residents 2's Minimum Data Set (MDS - a federally mandated standardized tool used
in nursing homes to evaluate resident health status and care needs) dated 1/17/2026, revealed
Resident 2 had a Brief Interview for Mental Status (BIMS - a standardized screening tool use in
long-term care settings to assess cognitive function) of 11, indicating Resident 2 is moderately
cognitively intact.(experiences noticeable memory or thinking problems greater than normal ageing
but still maintains independence in daily functioning).A record review of Resident 2's progress note
dated 4/5/2026 revealed Resident 2 was sent to the Emergency department on 4/5/2026 via 911 for
a decrease in level of consciousness.A record review of Resident 2's progress note dated 4/9/2026
revealed Resident 2 returned from the hospital with an admitting diagnosis of Sepsis with Acute
(continued on next page)
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Organ dysfunction (the sudden, rapid decline of one or more vital organs) without Septic Shock (a
life-threatening medical emergency where severe infection causes dangerous drops in blood pressure
and cellular abnormalities, causing organ failure). A record review of a clinical note from Tissue
Analytics (wound care service) dated 1/16/2026, by Advanced Practice Nurse Practitioner, revealed
the following: Recently admitted to facility, wound present on admission. Pressure Ulcer Stage 3,
Measurements are Length 4.58cm, width 3.14cm, depth 0.20cm.A record review of a clinical note from
Tissue Analytics dated 4/3/2026, by APRN revealed the following: Pressure Ulcer Stage 4. Continue
current treatment. Wash wound with wound cleanser, pat dry. Apply facility brand skin barrier (an
ointment that provides a protective seal on the skin) (Prevent Essentials ointment type) 2cm around
the wound opening. Apply Adaptic (a non-adhering wound dressing) into the wound first, then the
wound vac (a medical device used to speed healing of chronic, large, or infected wounds) dressing.
Apply wound vac at previous settings (-125mmHg - a unit of measurement) Using white foam on the
wound base. Change Monday, Wednesday, Friday and as needed. Remove old foam gently, moisten
with gauze if necessary.A record review of a clinical note from Tissue Analytics dated 4/10/2026, by
APRN, revealed the following: Pressure Ulcer Stage 4, measurements are length 2.30cm, width 2.24cm
and depth 2.00cm. A new wound order reads as follows: DC (discontinue) wound orders. Wash wound
area, pat dry. Paint the peri wound (area around the wound) with skin prep (a protective wipe that
forms a barrier on intact skin to improve dressing adhesion and reduce friction) and let dry. Fill wound
with rolled gauze, slightly moistened with Vashe (a safe non-toxic wound cleaner). Make sure to
squeeze out the excess. Cover with dry gauze bed, then cover with ABD's (large absorbent dressing)
or Mepilex (a soft, absorbent, silicone dressing) (generic equivalent) Change daily and as needed for
soiling, saturation, or accidental removal. An observation on 4/14/2026 at 10:10 AM of wound care
provided to the resident by Licensed Practical Nurse (LPN) A and assisted by Nurse Assistant (NA) B
revealed the following: LPN A and NA B entered Resident 2's room after knocking and announced
themselves. LPN A placed the wound supplies on a towel over a table. The supplies consisted of
scissors, sharpie pen, skin prep wipes, wound cleanser, gauze 4 x 4s, Vashe, a roll of kerlix (a highly
absorbent, 100% cotton, crinkle-weave gauze dressing) a bordered dressing and gloves. Both LPN A
and NA B washed their hands and donned gowns and gloves. LPN A and NA B assisted Resident 2 to
roll onto their left side exposing the wound area. NA B stabilized Resident 1 on their side by holding
them on their right hip and right shoulder. LPN A removed the dressing from the wound and discarded
it in the trash along with their gloves. LPN A donned clean gloves without using hand sanitizer and
sprayed wound cleanser on 4 x 4 gauze pads. LPN A used a gauze pad to remove a thin layer of
ointment at the edges of the wound. LPN A discarded the gauze pad and donned clean gloves without
using hand sanitizer and wiped the peri wound area with a dampened gauze pad, in a circular motion
around the open wound. LPN A then used the same gauze pad to clean the open wound bed. LPN A
discarded the pad, changed gloves without using hand sanitizer and repeated the process, pulling a
damp gauze pad from the outer edge of the wound to the center of the wound bed. LPN A discarded
the gauze pads and changed gloves without performing hand hygiene. LPN A opened a packet of skin
prep, wiped the enclosed pad around the wound and allowed it to dry. LPN A changed gloves without
performing hand hygiene and cut a piece of kerlix from the kerlix roll and rolled it up. LPN A soaked
the kerlix in the Vashe and squeezed out the excess. LPN A inserted the rolled up kerlix into the
wound and used their gloved fingers to push the gauze into place. LPN A changed gloves without
performing hand hygiene and placed a layer of dry 4 x 4 gauze pieces over the wet kerlix to form a
pad. NA B removed their gloved left hand from Resident 2's right hip and held the gauze pieces in
place while LPN A opened the bordered dressing, dated it with a sharpie pen and placed it over the
gauze pieces to secure them in place. LPN A assisted NA A to reposition Resident 2 and discarded
the remaining dressing supplies in the trash. LPN A and NA A both removed their gowns and gloves,
washed their hands, and exited the room. An interview on 4/14/2026 at 10:50 AM with LPN A
confirmed they had not used hand hygiene in between glove changes and should have done so. LPN A
(continued on next page)
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recognized this was an opportunity for cross contamination. LPN A confirmed they had cleaned the
wound from the outside edge of the wound to the wound center, and this was an opportunity for cross
contamination. LPN A confirmed NA B should not have touched the gauze pad to stabilize it. NA B's
gloved hand had been touching Resident 2 and had moved from a dirty area to directly touch the
wound dressing, providing a path for cross contamination.An interview on 4/14/2026 at 11:00AM with
NA B confirmed they had touched Resident 2's wound dressing with a gloved hand that had been on
the residents skin. NA B confirmed they was not aware that they should not have stabilized the gauze
pad and did not know it was an opportunity for cross contamination of the wound. B. A record review
of Resident 3's Clinical Resident Profile sheet revealed Resident 3 was admitted to the facility on
[DATE] with the following diagnoses: Type 2 diabetes mellitus with diabetic nephropathy (chronic

high blood sugar damages the kidneys filtering system leading to decreased kidney function),
Idiopathic Gout (inflammatory arthritis caused by the build up of uric acid crystals in joints), PTSD (a
mental health condition triggered by witnessing or experiencing life-threatening, terrifying events),
major depressive disorder (severe mental health condition characterized by at least 2 weeks of
pervasive low mood, loss of interest and low energy), anxiety disorder (persistent, excessive fear or
worry that interferes with daily life) schizophrenia (a chronic severe mental health disorder,
characterized by hallucinations, delusions, and disorganized thinking), chronic pain (pain that lasts for
more than 3 months), cognitive communication deficit (a communication impairment resulting from
underlying cognitive issues - such as memory, attention, executive function, and information
processing) erythema interigo (an inflammatory rash occurring in skin folds), chronic pain, localized
edema (swelling) Heart disease, Myocardial infarction (heart attack), Neuralgia (burning nerve pain)
and Neuritis (inflammation of one or more nerves) 9)A record review of Resident 3's Annual MDS,
dated [DATE], revealed Resident 3 had a BIMS of 15 indicating they were cognitively intact. A record
review of Resident 3's Tissue Analytics wound note, dated 4/10/2026, by APRN B, revealed the
following wound description. Left Great Toe. Length 0.84cm, Width 1.08cm, depth 0.10cm. Wound note
revealed this area is macerated. Will change treatment to Medi honey (medical grade, sterilized wound
dressing) and alginate (a highly absorbent, natural fiber dressing derived from seaweed).A record
review of Resident 3's progress notes revealed the following wound care order, dated 4/11/26, by
APRN B. Discontinue previous order to left great toe and start: Wash with facility cleanser, pat dry.
Apply skin prep to the peri wound and allow it to dry. Apply a small amount of Medi honey to the
wound bed. Apply a small amount of alginate AG to the wound bed, cut to fit size/shape. Avoid placing
over healthy tissue as it can cause maceration. Cover with Mepilex (generic) Change EOD and PRN for
soiling, saturation, or accidental removal as needed. An observation of wound care on 4/14/2026 at
10:35 AM to Resident 3 by LPN A revealed LPN A gathered the wound supplies which consisted of
Medi honey paste, skin prep, wound wash, gauze pads, a dated, bordered dressing, gloves and placed
them on a clean table covered by a towel. LPN A washed their hands and donned gloves and a gown.
Resident 3 was able to assist by lifting their left leg and suspending their foot over the side of the

bed. LPN A removed residents sock and the old dressing. LPN A changed gloves without hand
hygiene, sprayed wound wash onto a gauze pad and cleaned the wound. LPN A moved from the edges
of the wound to the center and back again, wet more gauze without changing gloves or performing
hand hygiene and repeated the cleaning action of moving from the intact skin to the wound bed and
back to the intact skin. LPN A changed gloves without hand hygiene and wiped the peri wound area
with skin prep. LPN A changed gloves without performing hand hygiene and applied a thin layer of
Medi honey to the wound bed with their gloved hand. LPN A changed gloves without hand hygiene and
cut a piece of silver alginate to fit the wound bed, placed it over the Medi honey, and covered it with
the dated, bordered dressing. LPN A replaced Resident 3's sock and discarded the trash. LPN A then
washed their hands and exited the room. An interview on 4/14/2026 at 10:50 AM with LPN A
confirmed they had not used hand hygiene in between glove changes and should have done so. LPN A
recognized this was an opportunity for cross contamination. LPN A confirmed they had cleaned the
(continued on next page)
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F 0880 wound back and forth from the outside edge of the wound to the wound center, and this was an
opportunity for cross contamination.
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