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Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview, and record review, the facility failed to maintain an infection control prevention and

control program, including hand hygiene, designed to provide a safe, sanitary and comfortable environment and to help

prevent the development and transmission of communicable disease and infection, for four Residents (R#2, R#3, R#4, and R#5) of
four residents observed for infection control practice, in that: 1) CNA A took the same box of gloves from resident room to resident
room. 2) CNA B and LVN C did not don gloves when using Micro Kill Bleach wipes. 3) CNA B did not change gloves

or perform hand hygiene when providing incontinent care to R#2. 4) LVN C did not perform hand hygiene between glove change
when providing wound care to R#3 5) R#4 and R#5 had oxygen tubing on the floor. The findings were: 1) Observation on
08/04/20 at 11:35 am., revealed a box of size medium glovesinside a plastic bag on a chair next to R#1's bed. In an

interview, at the time of the observation, CNA A said she took the same box of glovesinto each resident's room, putting

the box of glovesinto aclean bag each time. In an interview on 08/04/20 at 12:05 p.m., the DON said the staff were

alowed to take the box of glovesinside a clean bag into the residents’ rooms. The DON said there was a possible cross
contamination when doing that and staff should leave the box of gloves inside the room. 2) Observation on 08/04/20 at 1:30

p.m., of the COVID positive hallway, revealed CNA B grabbed a Micro Kill bleach wipe and wiped down the hallway phone, with no
gloves. In an interview on 08/04/20 at 2:23 p.m., CNA B said she did not wear gloves when using the Micro Kill bleach

wipes, unless what she was cleaning was visibly soiled. Observation on 08/04/20 at 1:35 p.m., revealed LVN C grabbed Micro

Kill bleach wipes and wiped down the blood pressure cuff, with no gloves. 3) Observation on 08/04/20 at 1:45 p.m. revealed

CNA B provided incontinent care to R#2. CNA B cleaned R#2's pubic area, using gloved hands. CNA B then cleaned R#2's
buttocks, and removed R#2's soiled brief. Without performing hand hygiene or changing gloves, CNA B proceeded to grab a

clean brief and secure it on R#2, using the same soiled gloves she had cleaned R#2 with. In an interview on 08/04/20 at

2:23 p.m., CNA B said she did not change gloves when providing incontinent care. CNA B said she sometimes double gloved, so if
thefirst pair gets soiled, CNA B removed the first pair, and still had the other pair on. Record review of R#2's

Admission Record, dated 08/06/20, revealed R#2 was a[AGE] year-old male who was admitted to the facility on [DATE]. R#2's
[DIAGNOSES REDACTED)]. Record review of R#2's Quarterly MDS assessment, dated 07/11/20, revealed R#2: -had clear speech,
-was usually able to make himself understood, -was usually able to understand others, and -required extensive assistance by one staff
for bed mobility, transfers, dressing, toilet use, and personal hygiene. 4) Observation on 08/04/20 at 1:56 p.m.

revealed LVN C provided wound care to R#3. LVN C opened the skin prep with gloved hands and cleaned R#3's | eft great toe,
then removed gloves. Without washing or sanitizing hands, LVN C donned clean gloves, cleaned R#3's |eft 2nd toe and removed
gloves. Without washing or sanitizing hands, LVN C donned clean gloves, cleaned R#3's | eft 4th toe, and removed gloves.

Without washing or sanitizing hands, LVN C donned clean gloves, cleaned R#3's right great toe. LVN C cleaned the tray with
Micro Kill Bleach wipes with no gloves. In an interview, on 08/04/20 at 2:00 p.m., LVN C said she was not sure if she had

to change out her gloves or not. LVN C said she should have used hand sanitizer or washed hands between glove changes. LVN

C said she did not wear gloves when using the Micro Kill Bleach wipes because gloves were not allowed to be worn in the
hallway. Record review of R#3's Admission Record, dated 08/06/20, revealed R#3 was an [AGE] year- old male who was admitted to
the facility on [DATE]. R#3's[DIAGNOSES REDACTED]. Record review of R#3's Quarterly MDS assessment, dated 07/16/20,
revealed R#3: -had unclear speech, -was rarely/never able to make himself understood, -was rarely/never able to understand

others, and -had severely impaired vision. 5) Observation on 08/04/20, at 2:50 p.m., accompanied by ADON/RN D, revealed R#4
was in bed, with anasal cannula on and connected to the oxygen concentrator. The tubing to the nasal cannula was touching

the floor. Record review of R#4's Admission Record, dated 08/06/20, revealed R#4 was a [AGE] year-old female, with an
admission date of [DATE] and are-admitted on 06/06/20. R#4's [DIAGNOSES REDACTED)]. Record review of R#4's Quarterly
MDS

assessment, dated 06/10/20, revealed R#4: -had difficulty hearing (minimal), -had unclear speech, -was sometimes able to

make herself understood, and -was sometimes able to understand others. 6) Observation on 08/04/20, at 2:52 p.m. revealed

R#5 sitting up in her wheelchair, with anasal cannula on, connected to the oxygen concentrator. The tubing to the nasal
cannulawas noted to be touching the floor. In an interview, at the time of the observation, the ADON/RN said the tubing

should not be touching the floor. In an interview, on 08/05/20 at 9:50 am., the DON said staff should be wearing gloves

when using the Micro Kill Bleach wipes. The DON said staff should use hand sanitizer between glove changes and the oxygen
tubing should not be touching the floor. Record review of R#5's Admission Record, dated 08/06/20, revealed R#5 was a [AGE]
year-old female, with an admission date of [DATE]. R#5's [DIAGNOSES REDACTED]. Record review of R#5's Admission MDS
assessment, dated 07/29/20, revealed R#5: -had adequate hearing, -had clear speech, -was able to make herself understood,

and -was able to understand others. Record review of facility policy Handwashing - Hand Hygiene revised January 2018

revealed: Use an alcohol-based hand rub containing at least 62% alcohol; or alternatively, soap and water for the following situations:
.m. after removing gloves . 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 health-care associated infections.
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