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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
observation, interview, and record review the facility failed to establish and maintain 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 for 2
(Resident #1 and Resident #2) of 5 residents reviewed for infection control practices.The facility
failed to ensure Resident #1 and Resident #2 on EBP had correct EBP orders.The facility failed to
ensure, during wound care with Resident #2, LVN-A correctly donned PPE (to don PPE means to put
on personal protective equipment) prior to wound care, performed proper hand hygiene during wound
care, correctly cleansed the wound during wound care, and correctly disposed of contaminated trash
and supplies during wound care. These failures and deficient practices could place residents at risk
for the wrong PPE being utilized, cross-contamination, and possible infection.The findings included:1.
Record review of Resident #1's face sheet, dated 03/04/2026, revealed a [AGE] year-old male with
an original admission date of 01/09/2026, a current admission date of 02/12/2026, and a discharge
date of 02/24/2026. Pertinent diagnosis included Disruption of an External Surgical Wound (also
known as wound dehiscence, occurs when a surgical incision reopens).Record review of Resident
#1's physician orders, with a start date of 01/28/2026 and a discontinued date of 02/10/2026,
revealed an order for EBP: Practice EBP as indicated when providing wound care, one time a day for
wound care. There was no general order for EBP, or an order for EBP to be utilized with all high
contact activities. Record review of Resident #1's care plan, initiated 01/09/2026, and revised and
cancelled on 03/03/2026, revealed EBP for midline (intravenous access) to left arm and wound to
right leg. Staff must use gowns and gloves during high-contact resident care activities which could
possibly result in transfer of MDROs to hands and clothing.2. Record review of Resident #2's face
sheet, dated 03/05/2026, revealed a [AGE] year-old female with an original admission date of
07/20/2018, and a current admission date of 10/14/2025. Pertinent diagnosis included non-pressure
chronic ulcer of the back with unspecified severity.Record review of Resident #2's current physician
orders, with a start date of 02/17/2026, revealed an order for EBP, one time a day for wound care.
The physician orders also revealed an order for wound care to sacrum (the area at the bottom of the
spine) surgical wound. Cleanse with Dakins cleanser, dry with gauze, pack with collagen, then, add
calcium alginate, and cover with silicone foam bordered dressing.Record review of Resident #2's
current care plan, initiated 10/01/2025, and revised on 01/27/2026, revealed EBP for colostomy
stoma (a surgically created opening in the abdomen that allows waste to leave the body when the
colon or rectum cannot function normally) and wound to sacrum. Staff must use gowns and gloves
during high-contact resident care activities which could possibly result in the transfer of MDROs to
hands and clothing.In an observation on 03/04/2026 at 11:19 AM, it was observed LVN-A did not don
the appropriate PPE (disposable gown) prior to entering Resident #2's EBP room for wound care.
LVN-A also failed to take in a bag for her trash, and there was no trash bag located in Resident #2's
room at the time of wound care. After performing hand hygiene and donning clean gloves, LVN-A
removed Resident #2's old dressing and placed it on the clean barrier she had prepared for her wound
care supplies. LVN-A also removed dirty gloves and placed them on the clean barrier as well. She
(continued on next page)
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then sanitized her hands, re-gloved and dabbed 2 or 3 times (not cleansed in an effective manner from
cleanest to dirtiest area) on the wound with Dakins (a solution used to rinse and cleanse wounds)
soaked gauze. LVN-A then dabbed 2 times with a single dry gauze. LVN-A then removed dirty gloves,
placed them on her clean barrier, and without sanitizing hands donned clean gloves. After completing
wound care, LVN-A covered the wound with a bordered gauze dressing and performed hand hygiene,
only scrubbing hands with soap for approximately 4-5 seconds. She then disposed of contaminated
trash outside of Resident #2's room. In an interview on 03/04/2026 at 2:05 PM, LVN-A stated she
should have put on appropriate PPE, to include a gown, prior to entering Resident #2's room. She
stated EBP was used to protect the patient, as well as prevent cross-contamination. She also stated
she should have stepped out and grabbed a trash bag from her cart because it was not appropriate to
place dirty gloves and dirty, contaminated, old dressings on her clean barrier with her clean wound
care supplies. LVN-A also stated she should use an alcohol-based hand sanitizer between glove
changes, as well scrub her hands for at least 20 seconds when washing them. She stated she
remembered being taught to cleanse the wound from the inside out, going from the cleanest to dirtiest
area of the wound, not dab at the wound, possibly re-introducing bacteria back into the wound and not
getting it clean. She stated she was in-serviced over hand hygiene and infection control recently but
did not recall exactly when it was.In an interview on 03/04/2026 at 3:18 PM, the DON stated EBP was
utilized for high contact activities such as wound care, dressing, bathing, transferring, and changing
linens. She stated the order for EBP should specify high contact activities and not just wound care.
The DON stated the required PPE to perform wound care for Resident #2 would consist of a gown and
gloves if no splash back was expected. The wax paper was used as the clean barrier for clean wound
care supplies, and anything contaminated or dirty should be placed into the trash bag, or possibly a
red biohazard bag if expected to be saturated with blood or waste. The DON stated nurses should
perform hand hygiene between glove changes, and they should cleanse the wound from inner to outer,
cleaning from cleanest area to dirtiest area. Otherwise, they possibly reintroduce bacteria back into
the clean area. The DON stated she was not aware there needed to be PPE provided outside of each
room of the residents on EBP. After reviewing the orders, the DON stated she saw the EBP orders
were written poorly for Resident #1 and Resident #2 since they only specified EBP to be utilized with
wound care and not all high contact activities. Record review of the facility's Enhanced Barrier
Precautions policy, revised February 2025, revealed Enhanced Barrier Precautions (EBP) refers to an
infection control intervention designed to reduce transmission of multidrug-resistant organisms that
employs targeted gown and glove use during high contact resident care activities. 2. EBPs employ
targeted gown and glove use in addition to standard precautions during high contact resident care
activities when contact precautions do not otherwise apply. 5. EBPs are indicated (when contact
precautions do not otherwise apply) for residents with wounds and/or indwelling medical
devices.Record review of the facility's Hand Hygiene policy, dated 2001, revealed Indications for Hand
Hygiene: a. immediately before touching a resident; b. before performing an aseptic task; c. after
contact with blood, body fluids, or contaminated surfaces; d. after touching a resident; e. after
touching a resident's environment; f before moving to a clean body site on the same resident; g.
immediately after glove removal. Washing Hands: 2. Rub hands together vigorously for at least 20
seconds, covering all surfaces of the hands and fingers.Record review of CDC: Long-Term Care
Facilities: Implementation of Personal Protective Equipment Use in Nursing Homes to Prevent Spread
of Multidrug-Resistant Organisms, dated 04/02/24, revealed the use of gown and gloves for
high-contact resident care activities was 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. Post clear signage on the
door or wall outside of the resident room indicating the type of Precautions and required PPE (e.g.,
gown and gloves); For Enhanced Barrier Precautions, signage should also clearly indicate the
high-contact resident care activities that required the use of gown and gloves; Make PPE, including
(continued on next page)
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gowns and gloves, available immediately outside of the resident room. Website reviewed on 03/13/25
at 10:00 AM:
https://www.cdc.gov/long-term-care-facilities/hcp/prevent-mdro/ppe.html?CDC_AAref_Val=https://www.cdc.gov/hai/containment/PPE-Nursing-Homes.html
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