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Residents Affected - Few

Provide and implement an infection prevention and control program.

 Based on observation, interview, and record review, the facility failed to complete handwashing between glove changes for
 one of three residents (R2) observed for personal care in the sample of 7 residents. Findings include: The facility policy
 for Hand Hygiene documents, This facility considers hand hygiene the primary means to prevent the spread of infections. Use an
alcohol-based hand rub containing at least 60% alcohol; or, alternatively, soap (antimicrobial or non-antimicrobial) and water for the
following situations: before and after direct contact with residents, before handling clean or soiled
 dressings, gauze pads, etc., before moving from a contaminated body site to a clean body site during resident care, after
 contact with a resident's intact skin, after handling used dressings, contaminated equipment, etc., after removing gloves,
 after personal use of the toilet or conducting your personal hygiene. The use of gloves does not replace hand washing/hand
 hygiene. Integration of glove use along with routine hand hygiene is recognized as the best practice for preventing
 healthcare-associated infections. On 8/13/2020 at 10:20 a.m. V6 License Practical Nurse (LPN) entered the room and applied
 gloves without washing her hands. V6 assisted R2 to roll over in bed onto her right side in preparation for wound care. V6
 then removed R2's clothing to include an adult incontinent brief and pants. R2 had a small amount of stool present at her
 rectum (just below the wound). V6 removed her gloves and donned new gloves without washing her hands. V6 took the washcloth
soaked with cleansing solution and wiped away the stool from R2's rectum. V6 removed her gloves and donned new gloves
 without washing her hands. V6 reached into her pocket for a pen, wrote the date on the wound dressing and placed the
 dressing over R2's wound. V6 removed her gloves and washed her hands before leaving R2's room. On 8/13/2020 at 10:25 a.m.
 V6 stated, I did not wash my hands after my glove changes.
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