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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 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 1 of 1 resident (Residents #1) observed for infection control
 practices, in that: LVN A did not change her non-sterile gloves while providing wound care on Resident #1 This deficient
 practices could place residents at risk for infections and cross contamination. The findings were: Record review of
 Resident #1's face sheet, dated 6/18/20, revealed an admission date of [DATE] with [DIAGNOSES REDACTED]. Record review of
 Resident #1's Physician order [REDACTED].#1's Significant Change MDS, dated [DATE], revealed a BIMS score of 9 which
 indicated that the resident had moderately impaired cognition for daily decision-making skills, required 2-person physical
 assist with bed mobility and transfers, required use of an indwelling urinary catheter and was frequently incontinent of
 bowel. Observation on 6/18/20 at 8:55 a.m. revealed LVN A, while providing wound care to Resident #1, washed her hands,
 donned gloves, opened 2 [MEDICATION NAME] of saline, moved to Resident #1's bedside, pulled back the bed sheets, adjusted
 the bed with the remote and pulled back Resident #1's incontinence brief. LVN A did not change her gloves or washed her
 hands after touching contaminated personal items then proceeded provide wound care on Resident #1 with soiled gloves.
 During an interview on 6/18/20 at 9:00 a.m., LVN A said she ordinarily used a tongue depressor to apply the Triad treatment cream
on Resident #1's wound on the sacrum and confirmed using her gloved finger would have caused cross contamination.
 During an interview on 6/18/20 at 9:27 a.m., the DON confirmed LVN A should have changed her gloves when touching Resident
 #1's personal items before proceeding with wound care. Review of the facility Handwashing Skills Check List, dated 2/14/11,
revealed in part .Wash hands and apply fresh gloves .Discard dressing and gloves in red (biohazard) .wash hands and apply
 new gloves . Review of the CDC guideline Hand Hygiene in Healthcare Settings, dated 1/30/20, revealed in part .Change
 gloves and perform hand hygiene during patient care, if .gloves become visibly soiled with blood or body fluids following a task
.moving from work on a soiled body site to a clean body site on the same patient .
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