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

Level of Harm - Minimal harm Based on observation, interview, and record review, the facility failed to practice appropriate infection

or potential for actual harm prevention and control measures (evidence-based practices designed to prevent the spread of
infections) for 1 of 3 sampled residents (Resident 1), when Certified Nursing Assistant (CNA) 2 did

Residents Affected - Few not properly wear the required personal protective equipment (PPE, equipment such as protective

clothing, gloves, masks or other garments used to prevent or minimize exposure to hazards) while
providing high-contact care to Resident 1 who was on Enhanced Barrier Precautions (EBP, infection
control steps used in a healthcare setting to prevent the transmission of multidrug-resistant
organisms (MDRO, are bacteria often called superbugs, that are resistant to germs that are difficult to
treat and spread rapidly in healthcare settings) that are passed by direct contact with a patient or

their environment). This failure had the potential to increase the risk of cross-contamination and
spread infection to staff and other residents in the facility.Findings:Review of Resident 1's admission
RECORD, indicated Resident 1 was admitted to the facility with diagnoses including gastrostomy
status (the presence of a surgically created opening in the stomach wall, used for a feeding tube to
deliver nutrition, hydration, or medication directly to the stomach. The status implies that the patient
requires ongoing care to manage the tube, prevent infection, and ensure proper nutritional
intake).Review of the facility provided undated care plan for Resident 1, in the section titled, Focus,
indicated, . [Resident 1] is at risk for MDRO colonization/infection due to: presence of g-tube. In the
section titled, Interventions, indicated, . required personal protective equipment (PPE), and the
high-contact resident care activities that require the use of gown and gloves. Enhanced Barrier
Precautions: Use gown and gloves when performing high-contact activities: dressing. changing
linens.During an interview on 4/7/26, at 11:43 AM, CNA 1 stated an EBP sign was posted on
residents' doorways as a guide to alert staff to wear appropriate PPE when providing direct care. CNA
1 further stated the purpose of the sign was to reduce the risk of infection transmission to other
residents within the facility.During an interview on 4/7/26, at 12:58 PM, Licensed Nurse (LN) 1 stated
that purpose of EBP signs was to provide directions to staff to ensure the use of appropriate PPE
when delivering high-contact care to residents on EBP. LN 1 added the EBP signs outlined proper PPE
use, and staff were expected to follow those instructions to reduce the risk of introducing infections

to themselves, other staff, and residents. LN 1 further stated that failure to use appropriate PPE
increased the risk of infection transmission throughout the facility.During a concurrent observation

and interview on 4/7/26, at 2:12 PM in Resident 1's room, an EBP sign was observed posted on the
wall at the doorway. CNA 2 was observed inside the room changing Resident 1's bed linens while
Resident 1 was in bed. CNA 2 was not wearing a gown, as required by the EBP sign posted outside of
Resident 1's room. Upon exiting the room, CNA 2 confirmed she had not worn the appropriate PPE and
acknowledged that she should have worn a gown prior to entering the room to change Resident 1's
bed linens, as the resident was on EBP. CNA 2 further stated that failure to wear the required PPE
while providing direct care placed her at risk of acquiring infection and contributing to the

transmission of infection to other residents within the facility. During an interview on 4/7/26, at 2:43
PM, the Director of Staff Development (DSD) stated that when staff were providing direct care to
residents under EBP, they were expected to wear appropriate PPE prior to entering the resident's
(continued on next page)
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room. The DSD explained that an EBP sign posted near the doorway served as a guide to inform staff
of the required PPE. The DSD further stated that during the provision of direct care, staff should
ensure they were wearing the proper PPE to prevent the transmission of infection, thereby protecting
other residents from potential cross-contamination.During an interview on 4/7/26, at 3:02 PM, the
Infection Preventionist (IP) stated Resident 1 was placed on EBP due to having a surgically inserted
feeding tube, which increased the risk for MDRO colonization. The IP stated that high-contact care
activities, including changing Resident 1's bed linens, required the use of PPE. The IP further stated
staff were expected to wear a gown and gloves while changing Resident 1's bed linens to prevent the
possibility of the spread of infection within the facility.During a concurrent interview, and record
review, on 4/7/26, at 4:23 PM, with the Assistant Director of Nursing (ADON), the facility Policy and
Procedure (P&P) titled, Enhanced Standard/Barrier Precautions, revised on 2/21/25, was reviewed.
The review indicated, . It is the policy of this facility to implement enhanced barrier precautions for
the prevention of transmission of multidrug-resistant organisms. Definitions Enhanced barrier
precautions (EBP) refer to an infection control intervention designed to reduce transmission of
multidrug-resistant organisms that employs targeted gown and gloves use during high contact
resident care activities. 4. High-contact resident care activities include. e. Changing linens. 8.
Enhanced barrier precautions should be used for the duration of the affected resident's stay in the
facility or until. discontinuation of the indwelling medical device that placed them at higher risk. The
ADON stated staff were expected to wear appropriate PPE when providing direct and high-contact
care, including changing bed linens for Resident 1 while on EBP. The ADON stated Resident 1's
condition increased the risk of infection transmission to other residents and staff when proper PPE
was not utilized. The ADON further stated failure to wear appropriate PPE could result in the spread
of infection throughout the facility and lead to noncompliance with infection prevention requirements.
The ADON acknowledged that the facility P&P was not followed, and also confirmed that nursing staff
did not meet the expected infection prevention requirements.
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