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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 facility policy review, medical record review, observation, and interview, 2 of 2 staff members (Registered Nurse
 (RN) #1 and Certified Respiratory Therapist (CRT) #1) failed to ensure practices were maintained to prevent cross
 contamination for 2 of 2 sampled residents (Resident #61 and Resident #115) observed during enteral tube feeding tube care
 and [MEDICAL CONDITION] (trach) care. The findings include: Review of the undated facility's policy titled,
 .Handwashing/Hand Hygiene, showed, .The facility considers hand hygiene the primary means to prevent the spread of
 infections.Use an alcohol-based hand rub.or.soap.and water.before and after handling an invasive device.After
 handling.contaminated equipment.contact with objects.After removing gloves. Review of the facility's policy titled,
 [MEDICAL CONDITION] Care, dated 1/29/2020, showed, .suction the resident following the procedure for Suctioning Lower
 Airway.Wash hands thoroughly and apply clean gloves.Remove the soiled [MEDICAL CONDITION] dressing and discard.Wash
and dry hands thoroughly. Put on sterile gloves. 1. Review of the medical record, showed Resident #61 had [DIAGNOSES
REDACTED].
 Review of the physician's orders [REDACTED]. Observation in the resident's room on [DATE]20 at 4:32 PM, showed RN #1
 entered Resident #61's room and donned clean gloves. RN #1 did not perform hand hygiene prior to entering the room. RN #1
 dropped the gauze on the floor, picked the gauze up, threw it away, and removed her gloves. RN #1 went to the treatment
 cart and obtained more gauze and placed it on the resident's table. RN #1 put on clean gloves and performed the enteral
 tube feeding site care and failed to perform hand hygiene. RN #1 flushed the enteral tube with water, removed her gloves,
 and donned new gloves without performing hand hygiene. During an interview on 3/17/2020 at 1:39 PM, the Director of Nursing
(DON) confirmed the nurse should have performed hand hygiene before donning gloves, after picking items up off of the
 floor, and when changing gloves. 2. Review of the medical record, showed Resident #115 had [DIAGNOSES REDACTED]. Review
of
 the physician's orders [REDACTED]. Observation in the resident's room on 3/17/2020 at 10:47 AM, showed CRT #1 donned
 sterile gloves to [MEDICAL CONDITION] for Resident #115. She removed the [MEDICAL CONDITION], cleaned the stoma,
removed
 the inner cannula, cleaned it, and replaced the inner cannula with the soiled gloves. The CRT failed to change the sterile
 gloves after contaminating them with the [MEDICAL CONDITION]. During an interview on 3/17/2020 at 11:12 AM, CRT #1
 confirmed she should have changed the gloves once they were contaminated when the [MEDICAL CONDITION] was removed.
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