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Provide appropriate pressure ulcer careand prevent new ulcersfrom developing.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interviews, and review of Resident Identifier (RI) #3's medical record, the facility failed to ensure Employee
Identifier (El) #5, the Licensed Practical Nurse (LPN) Treatment Nurse did not place wound supplies on the

resident's mattress without a barrier; did not wipe drainage from below the wound bed back into the wound bed; and change
gloves after cleaning RI #3's wound before applying a clean dressing. These deficient practices affected RI #3, one of one

resident observed for wound care. Findings include: Rl #3 was admitted to the facility on [DATE]. RI #3's physician order
[REDACTED]. During wound care observation on 9/16/2020 at 10:19 AM, EI #5, the LPN Treatment Nurse placed 4x4s and a
bordered dressing on RI #3's mattress without a barrier. El #5 was observed to wipe bloody drainage from below Rl #3's

wound bed with a moistened 4x4 back into the wound bed. While still wearing the same gloves worn to clean RI #3's wound, EI #5
placed the aquacle and bordered dressing on RI #3's wound, without changing her gloves. In an interview on 9/16/2020 at

10:43 AM, EI #5, the LPN Treatment Nurse was asked when she should wash or sanitize her hands during wound care. El #5
replied, when she removed the dirty dressing, she should remove her gloves wash her hands and put new gloves on. When asked how
the resident's wound should be cleaned, El #5 stated counter clock wise one time. When asked should she clean drainage

from below the wound bed upward into the wound bed, EI #5 said no. When asked why not, El #5 replied, because it would
contaminate the wound and cause infection. El #5 was asked did she clean bloody drainage from the below RI #3's wound into

the wound bed. El #5 answered yes. El #5 was asked should she place wound supplies on the resident's mattress and she said

no. When asked if she placed RI #3's wound supplies on the resident's mattress, El #5 said yes. During an interview on

9/17/2020 at 8:45 PM, El #3, the Infection Control Preventionist was asked when should a nurse change gloves and wash her
hands during wound care. El #3 replied, anytime going from adirty to a clean area or getting anything else like supplies.

When asked should a nurse wipe drainage from below the wound bed back into the wound bed when cleaning the wound, EI #3
answered no. El #3 was asked should a nurse change gloves after cleaning awound before applying a clean dressing. El #3

replied, yes. When asked should a nurse place supplies for wound care on a mattress without a barrier, El #3 answered no.

When asked what the concern was with these things, El #3 replied infection in the wound that could cause the wound to

worsen.

Provide and implement an infection prevention and control program.

Based on observation, interviews, and review of FUNDAMENTALS OF NURSING NINTH EDITION, the facility failed to ensure
Employee Identifier (El) #4, a Registered Nurse (RN): 1) did not pick up a pill with her bare hands and administer to

Resident Identifier (RI) #2; 2) washed or sanitized her hands before she put gloves on to place atopical medication on RI

#2's bilateral knees; 3) removed her gloves and sanitized her hands before she picked up RI #2's throw (blanket) and placed on the
resident's knees; and 4) sanitized (cleaned) the pulse oximeter before and after use. These deficient practices

affected Rl #2, one of one resident observed for medication administration. Findings include: Page 445 of Chapter 29 titled Infection
Prevention and Control of FUNDAMENTALS OF NURSING NINTH EDITION documented . Modes of Transmission . The major
route of transmission of pathogens identified in the health care setting is the unwashed hands of the health care worker.

Equipment used within the environment often becomes a source for the transmission of pathogens . Page 458 of Unit V

Foundations for Nursing Practice of FUNDAMENTALS OF NURSING NINTH EDITION documented . Hand Hygiene. The most
effective

basic technique in preventing and controlling the transmission of infection is hand hygiene . The use of a cohol-based hand hygiene
practices, protect health care workers hands, and reduce the transmission of pathogens to patients and personnel in health care settings
. During medication pass observation on 9/16/2020 at 9:41 AM, EI #4, a RN opened and poured RI #2's by mouth medicationsinto a
cup. One of the pills dropped onto the medication cart and El #4 picked up the pill with her bare

hands and placed it back into the medication cup and administered it to RI #2. After El #4 administered RI #2'sinhaler and by mouth
medications, El #4 put gloves on, without washing or sanitizing her hands, and placed topical gel on RI #2's

bilateral knees. While wearing the same gloves that had residue from the topical gel, El #4 picked up RI #2's throw

(blanket) and placed it over the resident's knees. Also noted, El #4 removed from the medication cart to pul se oximeter to

check RI #2's oxygen saturation. El #4 did not clean the pulse oximeter before use. After Rl #2's oxygen saturation was

checked, El #4 placed the pulse oximeter back into the medication cart without cleaning it. In an interview on 9/16/2020 at 3:11 PM,
El #4, aRN acknowledged she should wash or sanitize her hands when she removes gloves, before she put another

pair of gloves on and in between residents. When asked what the concern was with handling PO (by mouth) medications with

bare hands, El #4 said contamination. El #4 was asked if she picked up a pill from the top of medication cart and placed it in Rl #2's
cup of medications with her hands for administration. El #4 replied, she did. When asked should she have, El #4

said no. When asked why not, El #4 replied obviously it's a contamination issue. El #4 was asked what she should do with

her gloves after administration of topical medications. El #4 answered, remove the gloves and wash my hands. When asked if

she removed her gloves and washed her hands after she applied topical gel on RI #2's bilateral knees before she picked up a throw
and placed on the resident's knees, El #4 replied, she did not. El #4 was asked what the concern was with placing a

resident's throw on their legs while wearing gloves used to administer topical medication. El #4 stated, there might be

some residue on the glove and it would get on the throw and the resident may put it somewhere it doesn't need to be and
it'sunsanitary. El #4 acknowledged the pulse oximeter should be sanitized (cleaned) before and after use. When asked if

she sanitized the pulse oximeter before and after use when she assessed RI #2's oxygen saturation, El #4 said she did not.

On 9/17/2020 at 8:45 PM, an interview was conducted with El #3, the Infection Control Preventionist. El #3 was asked should a
nurse pick up apill from the top of the medication cart with her hand hands and administer the pill to the resident. El

#3 said, absolutely not. When asked should a nurse wear gloves used for administration of topical gel to pick up a

resident's throw and place it on their knees, El #3 replied, no. El #3 acknowledged the pulse oximeter should be cleaned

before and after use.
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