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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

37232

Based on observation, interview, and record review the facility failed to ensure staff wore the required 
personal protective equipment (PPE) when entering residents' rooms that were on isolation for influenza. 
This applies to 3 of 3 residents (R1, R2, and R3) reviewed for infection control in the sample of 3.

The findings include:

1. R1's Face Sheet printed on 2/11/25 showed R1 was diagnosed with influenza on 2/3/25. 

R1's Order Summary Report printed on 2/11/25 showed an order for R1 to be on droplet isolation for 
influenza dated 2/5/25 with no end date. A second order for droplet isolation with a start date of 2/11/25. 

On 2/11/25 at 8:31 AM, on R1's door was a sign indicating R1 was on enhanced barrier precautions. There 
was no sign up indicating R1 was on droplet/contact isolation. V9 (Activity Aide) was in R1's room. V9 had on 
a surgical mask and no other PPE. V9 was within 6 feet of R1. 

On 2/11/25 at 8:50 AM, V3 (Certified Nursing Assistant - CNA) was outside of R1's room placing a 
droplet/contact isolation sign on R1's door. 

On 2/11/25 at 9:15 AM, V3 said there was some confusion if R1 was still on droplet/contact isolation. V3 said 
R1 was to be on droplet/contact isolation for influenza.

R1's progress note entered by V10 (Infection Control Nurse) dated 2/11/24 at 2:23 AM, showed R1 had a 
recent fever with worsening symptoms and was to remain on isolation. 

On 2/11/25 at 11:35 AM, V2 (Director of Nursing) said R1 was to be on droplet/contact isolation for influenza 
as they wait for clarification if he can come off isolation. 

2. R2's Face Sheet printed on 2/11/25 showed R2 was diagnosed with influenza on 2/8/25. 

R2's Order Summary Report printed on 2/11/25 showed R2 was on droplet isolation because of influenza the 
order had a start date of 2/8/25 and a stop date of 2/16/25. 

(continued on next page)
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On 2/11/25 at 9:32 AM, on the door of R2's room was a droplet/contact isolation sign. V4 (CNA) was in R2's 
room. V4 had on a surgical mask and no other PPE. V4 was within 6 feet of R2. 

On 2/11/25 at 9:36 AM, V4 said the isolation signs on the resident's door indicate what PPE staff should 
wear when entering the resident's room. 

3. R3's Face Sheet printed on 2/11/25 showed R3 was diagnosed with influenza on 2/8/25.

R3's Order Summary Report printed on 2/11/25 showed R3 was on droplet isolation for influenza. 

On 2/11/25 at 11:18 AM, there was a droplet/contact isolation sign on R3's door. V4 entered R3's room with 
gloves, gown, and a mask on. V4 did not have eye protection on. V4 assisted R3 to the bathroom. 

On 2/11/25 at 11:35 AM, V2 said R1, R2, and R3 were on droplet/contact isolation for influenza. V2 added 
that the droplet/contact isolation sign should be on the door of R1, R2, and R3's rooms. V2 said the required 
PPE staff were to put on before entering R1, R2, and R3's rooms were gloves, gown, mask, and eye 
protection.

The droplet/contact isolation sign indicated the following PPE was to be put on prior to entering the room: 
gown, mask, eye protection, and gloves. 
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