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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** 35770
or potential for actual harm
Based on record review, observation, staff interview, review of online resources from the Centers for Disease
Residents Affected - Few Control (CDC), and policy review, the facility failed to ensure staff utilized proper handwashing technique
while completing wound care. This affected one (#15) of the three Residents (#13, #14, and #15) reviewed
for wound care. The facility census was 65.

Findings include:

Review of the medical record for Resident #15 revealed the resident was admitted on [DATE]. Diagnoses
included, but not limited to, Stage IV (full thickness tissue loss with exposed bone, tendon or muscle. Slough
or eschar may be present on some parts of the wound bed) sacral decubitus ulcer, depression, pulmonary
embolism, and osteomyelitis.

Review of the Minimum Data Set (MDS) assessment dated [DATE], revealed Resident #15 had mild
cognitive deficits and required extensive assistance with activities of daily living (ADLSs).

Review of the care plan dated 04/23/24, revealed Resident #15 had skin breakdown/open area to bilateral
gluteal folds and the left fifth toe that was present upon admission.

Review of physician orders dated 06/20/24 for Resident #15 revealed resident was ordered to have left
buttock cleaned with normal saline or wound cleanser then pat dry. Apply moistened gauze with Dakin's one
quarter strength every shift.

Observation of wound care /dressing change on 06/30/24 from 10:00 A.M. to 10:19 A.M. for Resident #15
and being completed by Registered Nurse (RN) #31 and Licensed Practical Nurse (LPN) #30, revealed RN
#31 removed the resident's incontinence brief and soiled dressings. RN #31 removed her soiled gloves and
put on new gloves without sanitizing or washing her hands. RN #31 then cleansed the left buttock area with
normal saline, applied Dakin's moistened gauze and covered it with a protective dressing. RN #31 then
cleansed the right gluteal fold skin area with normal saline and applied a protective dressing. RN #31 did not
wash or sanitize her hands when going from a work area of a soiled body part to a clean body site.

Interview on 06/30/24 at 10:31 A.M. with LPN #55 verified that RN #31 did not wash or sanitize her hands
when going from a soiled work area to a clean body site.

(continued on next page)
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F 0880 Review of the undated New Hire Orientation on Handwashing guidelines revealed staff were to change

gloves between tasks and procedures on the same resident.
Level of Harm - Minimal harm or

potential for actual harm Review of online resources from CDC (https://www.cdc.gov/handhygiene/providers/guideline.html) dated
01/30/20, revealed healthcare personnel should complete hand hygiene before moving from a work area of a
Residents Affected - Few soiled body part to a clean body site on the same patient and healthcare personnel were to perform hand

hygiene in accordance with the CDC recommendations.
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