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CFR(s}: 483.80{a}(1)(2)(4){e)(H)
§483.80 Infection Control

The facility must establish and malntain an infection
prevention and control program designed to provide a
safe, sanitary and comfortable envirgnment and to help
prevent the development and fransmission of
communicable diseases and infections.

§483.80{a) Infection prevention and control program.

Thefacilitymustestablish an infection prevention and
control program (IPCP) that mustinclude, at @ minimum,
the following elements:

§483.80(a)(1) Asystem forpreventing, identifying,
reparting, investigating, and cantrolling infections

and communicable diseases for all residents, staff,
volunteers, visiters, and other individuals providing
services under a contractual arrangement hased upon the
facility assessment conducted according to §483.71 and
fellowing accepted national standards;

§483.80({a){2) Wrilten standards, policies, and
procedures forthe program, which mustingude, but are
nat limited to:

(i) A system of suiveillance designed to identify
passible communicable diseases or
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The following deficiencles resulted from investigation
af compiaint 2706488-C conducted on March 23, 2026 to
March 25, 2026.
v
Sea the CodeofFederal Regulations (42CFR) Part 483, 4/2/2026
Subpart B-C. , . .
FO880 Infection Prevention & Control Nursing
F0880 Infection Prevention & Control Fosso |staff failed to perform hand hygiene between
85=D glove changes.

with resident cares and nursing treatments as
well as between glove changes.

to be affected were identified: Residents who
reside in Centerville Specialty Care.

Resident #3.

provided and audits conducted.

Planned monitoring of corrective actions to
ensure practice is corrected and will not occur:

for 2 weeks.

Plan of correction: Ensure proper hand hygiene

How residents affected & residents with potential

Corrective action taken for residents affected:
Education on the facility’s Infection Prevention
and Control Program, audits on Resident #1 and|

Measures or systemic changes made to ensure
this will not recur and affect others: Education

audits weekly for 3 weeks and 2 audits weekly

3

Any deficiency stalement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correctin g providing itis determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.} Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whetheror nota plan of carrediion is provided. For nursing homes, the abave findings and plans of correction are disclosable 14 days
following the date these documents are mad e availableto the facllity. If deficiencies are cited, an approved plan of correction Is requisite to confinued program

participation,
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the facility;

(i) When and to whom possible incldents of
communicable disease orinfections should be reported;
{Ii} Standard and transmission-based precautionsto be
followed to prevent spread of infections; '
{ivyWhen and howisclation shouldbe used fora
resident; including but not limited to:

{A) The type and duration of theisolation, depsnding
upon the infectious agent or organism involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident underthe
clrocumstances.

(v) The circumstances under which the facilily must
prohibit employeeswith a communicable diseass or
infected skin lesions from direct contact with
residents or their food, if direcst conact will
transmit the disease; and

{viyThe hand hygiene procedures to be followed by staiff
involved in directresident contact.

§483.80(a)(4) A system for recording incldents
identified under the facllity's IPCF and the corrective
actions takan by the faclility.

§483.80(e) Linens.

Personne! musthandle, store, pracess, and transpaort
linans so as to prevent the spread of infection.

§483.80(F) Annual review.

The facility will conduct an annual reviewof its IPCP
and update their program, as necessary.

This REQUIREMENT Is NOT MET as evidsnced by:

Based on observatians, clinicalrecord review, review
aof facility policy, and staff interviaws, the facility
failed to ensure nursing staff performed hand hygiene
between glove ¢changes, and changed gloves between
wounds to prevent cross contarmination of wounds for 2
of 2 residents observed for wound care freatment
(Resident#1 and #3). The facilityreported a census of
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FO880 Continued from page 2 FO880

88 =D 41 resldents.

Findings include:

1.Review of the Minimum Data Set (MDS) assessment for
Reslident #1, dated 2/12/26, revealed a Briof Interview
for Mental Status (BIMS) score of 14 out of 15 (intact
cognition). The MDS documented the resident dependent
on staff for Activities of Daily Living (ADLs,

toileting, hygiene, bed mobilily, transfers, dressing)

with the exception of saling. The MDS included
diagnoses congestive heart failure, diabetes,
peripheralvascular disease and had 6 venous or
arterial ulcers present.

Review of wound assessments, titled Skinand Wound,
dated 3/19/26, revealed Resident#1 had open venous
ulcer wounds to the right and left lateral {outar)

calf.

Review of Clinical Physician Orders revealed the
following crders:

An order, dated 23726, LT (left) heel pain painf with
Batadine (type of topical wound care solution).

An order, dated 3/3/26, to “cleanse ulcers to BLE
(bilateral lower extremities) with Vashe Wound
Cleanser. Apply Triad (type of fopical wound paste) to
Peri-Wound for MASD (moisture associated skin damage).
Place Gelling Fiber with ATB (antibiotic) Silver
Dressing to Wound Bed. Apply Supar Absorbent Dregsing
Over, and wrap with Kerlix (type of roll gauze). May
use Gelling Fiber Dressing without ATB Silver If ATB
Silver not Avallable. (apply) every other day.”

An arder, dated 3/13/28, to apply Triad creamto ST
(skin tear)anleftshin dallywith dressing change.

On 324126 at 8:04 AM, Staff C, Registered Nurse (RN),
enfered the resident’s room with her treatment cart.
Staff G, Licensed Practical Nurse (LPN), entered in
shortly after to assist Staff C with wound care on the
resident’s left and right calf venous ulgers. Staff G
and Staff G, washed theirhands, gowned and gloved.
Staff G setup a clean fisld forwoundcare supplles on
top ofthe treatment car. Staff C removed the wound
dressings, including the roll gauze dressing,
superabsotb padsand Silver, from the right Jag and
then the leftlag withaut changing gloves batween legs.
Thedressing from the right leg wound had a large
amount ofbloody drainage, and both legs had open
wounds. After removing the dressing from both legs,
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F0880 Continued from page 3

88 =D -Staff C, RN, changed hergloves without performing any
type of hand hygiene (eitherhand washing or use ofan
alcohol-based hand rub). Staff G, LPN, removed her
gloves, washed her hands, and donned anotherpair of
gloves, Staff C then poured the Vashe Wound Cleanser
directly over the wounds on the right leg, and used a
gauze pad to wipe overthe wounds after the cleanser.
Staff G cleaned the leftleg. The disposable pad under
the resident’s right leg was noied to have a large
amountofbloodydrainage. Staff G, RN, removed her
gloves, got Triad paste out of the treatmentcart and put
some In a medication cup. Staff C gloved without
performing hand hygiene and applied Triad paste to the
right lower extremity with the gloved fingers of her
left hand. Staff C, RN, and Staff G, LPN, removed their
gloves, washed theirhands, and domed ancther pair of
gloves, Staff C applied the Silver dressing,
superabsorb dressing and then rollgauze to theright
lower leg. Staff G, RN, then picked up the medicatlon
cup with Trlad paste and droppad lton the floor. Staff

G picked upthe medication cup offthe floor with her
lefthand, removed the glove from her left hand, got
outmore Trlad paste from the cart,putanew glove on
her lefthand without performing hand hygiene, and
applied Triad paste to the left lower leg with the
fingers from her [eft hand. Staff C then applied
Betadine to the |eft heel. Staff C removed her gloves
and donred anctherpairof gloves without performing
hand hygiene. Staff C applied the Silver dressing,
superabsorb dressing and roll gauze to left lawer leg.

2. Review of the Minimum Data Set (MDS)
assessmentfor Resident #3, dated 2/18/26, reveated

a Brief Interview

far Mental Status (BIMS) score of 15 out of 15 (intact
cognition). The MDS docutnantad the resident dependent
on staff for Activities of Daily Living (ADLs,

toileting, hygiene, bed mobility, transfers, dressing)

with the exception of eafing. The MDS included
diagnoses ofdiabetes and morbid obesity, had moisture
associated skin damage (MASD) and received topical
medicated treatmentand nonsurgicalwound dressings.
Review of awaund assessment, titled Skin and Wound,
dated 3/19/26, revealed an open MASD woundte the right
lllac crest (right front pelvic area located under the
rasident’s abdominal fold) that measured 0.25
centimeters (cm)in length, 2.09 cminwidth and 0.1 cm
in depth.

Review of Clinical Physician Orders, dated 3/12/26,
revealed an arder for Triad Hydraphilic Wound Dress
External Paste (wound dressings), apply to right ABD
(abdominal)fold topically every day and evening shift

FO880Q
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85=D for wound; and, revealed an order, dated 3/19/26, for
interdry (a fabric-like dressing used to
molsiure-related wounds) to abdominalfolds, change on
showerdaysand PRN {as needed}if soiled or missing.
On 3/24/28 at 2:.00 PM, during an observation, Staff C,
Registered Nurse (RN}, put some Triad pasie inio a
med |cation cup and took the cup to Resident#3's room,
Staff D, CNA, entered into the room to assist Staff C,
RN. Staff C placed the medication cup on the resident's
nightstand. Staff C washed her hands and gloved, Staff
C then pulled down the resident's incontinent brief and
pulled up the resident’s stomach. The resident had two
open areas, one wound an the right side ofthe
ahdominalfold and ane ontheleft side. Both wounds
had ared wound bed, and the right wound was larger
than the wound on the left. Staff C got a wet wash
cloth with a small amount of hand soap, wiped the
waunds on the right and left side two imes with the
wash cloth, and then patied the area dry with a hand
towsl. Staff C removed her gloves and donned another
patr of gloves without performing hand hygienebetween
glove changes. Staff C applied Triad cream to both open
wounds withthe samefingers of her left hand. Staff C
then removed her gloves and washed her hands.

On 3/24/26 at 2:12 PM, during an interview, Staff C,
RN, reported forwound care staff needed to wash their
hands, don gloves and work from *dirty” (sailed) to
clean. Staff C reported if she changed gloves during
wound care, she should perform hand hygiene between
glove changes., Staff C explained thatif herhands were
visibly solled, then she needed to wash her hands;
otherwise, she could either washherhands or use an
algohol-based hand sanitizer, Staff C reported that if
shewas providing wound care fo two different wounds,
she didn't want te cross contaminate between the

wo unds, so she would change her gloves between wounds.
Staff C explainedthat she should change her gloves and
perform handhygiene when going from dirty (removing
soiled dressing)} to clean (cleaning a wound and
applying medication/dressing).

On 3/24/26 at 3:39 PM, during an interview, Staff E,
RN, reported when she performed wound care on a
resldent with mare than ane wound, such as Resident #1,
shea did wound care to one leg at a time to prevent
crass contaminatlon between wounds, Staff E reported
she changed her gloves after removing the wound
dressing and after cleaning the wound. She performed
hand hygiene belween glove changes.

On 3/25/26 at 10:51 AM, during an interview, Staff G,
LPN, reported when she performed wound care on Resident]
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“whataver the policy Is”. Staff G explained she changed
her gloves after removing the soiled dressings and
performed hand hyglenewith each glove change. Staff G
raported she cleaned the wounds on cne leg, changed
glaves, applied the freaiment on that same leg, and
then changed gloves before cleaning and treating the
other leg.

On 3/25/26 at 2:46 PM, during an interview, the
Infection Proventionist {IP) reported staff should wash
their hands and don gloves pricr to removing soiled
wound dressings, then wash thelr hands and don gloves
priorto cleaning waounds. After cleaning wounds, staff
should wash theirhands and don gloves before applying
treatrment, The 1P reported that she would do wound
treatment on one leg at a time in relation to wound
care for Rasident#1, and then change gloves with hand
hygiene prior to moving onto the ather leg.

On 3/25/26 at 3:.02 PM, during an interview, the
Directorof Nursing (DON), reported if a nurse was
changing a soiled dressing on a resident with two
wounds, the nurse should getnewgloves hafore changing
the soiled dressing on the second wound. Nursing staff
should performhand hygiene between glove changes.

Revliew ofthe facllity policy, titled Handwashing/Hand
Hygiene, dated August 2019, revealed, in part, staff
should perform hand hygiene hefore handlihgclean or
soiled dressings, after contact with blood or bodily
fluids, after handling used dressings and after
romoving gloves,
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