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F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41422
or potential for actual harm
Based on observation, interview, and record review, the facility failed to follow orders for enhanced barrier
Residents Affected - Few precautions, (EBP - the use of gown and gloves for residents that have chronic wounds, or indwelling
devices during high-contact procedures to prevent the spread of multi-drug resistant organisms in nursing
homes) for one of three residents (Resident 7), during wound care.

This failure had the potential for the spread of multi-drug resistant organisms.
Findings:

On September 5, 2024, at 10:26 a.m., an unannounced visit to the facility on a complaint investigation was
initiated.

On September 5, 2024, at 2:22 p.m., observed a sign on the outside of Resident 7's room indicating
Enhanced Barrier Precautions. The Treatment Nurse (TN) was observed preparing for Resident 7's dressing
change and wound observation. While the TN donned gloves, she was not observed wearing a gown during
wound care for Resident 7.

On September 5, 2024, at 2:47 p.m., an interview was conducted with the TN. The TN stated that she should
have worn a gown while providing wound care to Resident 7.

A review of Resident 7's medical records indicated he was admitted on [DATE], with diagnoses of
ORTHOSTATIC hypotension, (a sudden drop in blood pressure upon standing from a sitting or lying
position), chronic kidney disease, (the gradual loss of kidney ' s ability to filter wastes and excess fluids from
the blood), Parkinson's disease, (a progressive disease of the nervous system marked by tremor, muscular
rigidity, and slow, imprecise movement), malignant neoplasm of colon, (a cancerous tumor), encounter for
palliative care, (an interdisciplinary medical caregiving approach aimed at optimizing quality of life and
mitigating suffering among people with serious, complex, and terminal illnesses), and type 2 diabetes
mellitus, (a chronic condition that affects the way the body uses sugar. The body either resists the effects of
insulin - a hormone that regulates the movement of sugar into the cells - or doesn't produce enough insulin to
maintain normal sugar levels).

.A review of Resident 7's History and Physical dated March 17, 2024, indicated he was capable of making
decisions.
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F 0880 A review of Resident 7's Order Summary Report dated July 1, 2024, indicated .Enhanced Barrier
Precautions (EBP) - staff to wear gloves and a gown for high-contact resident care activities. Ensure signage

Level of Harm - Minimal harm or at door. every shift .

potential for actual harm
A review of the facility's policy and procedure titled Enhanced Barrier Precautions (EBP) undated indicated .

Residents Affected - Few Specifies that staff need to use gloves and gown with certain residents during high-contact resident care
activities .Applies to residents with open wounds .When .During high-contact resident care activities .wound
care .
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