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165300 02/26/2026

Laporte City Specialty Care 1100 Hwy 218 N
LA Porte City, IA 50651

F 0880

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, staff interview, and policy review, the facility failed to implement enhanced barrier
precautions (EBP) while completing wound care for 1 of 1 resident reviewed for EBP (Resident #4).
The facility reported a census of 45 residents. Findings include: The admission Minimum Data Set
(MDS) assessment dated [DATE] revealed Resident #4 required maximal assistance to roll left to
right and was dependent on staff for transfers. The MDS included diagnoses of malnutrition, pressure
ulcer and bacteremia (bacteria in the bloodstream).Review of the Care Plan for Resident #4 initiated
1/20/26 revealed the resident had a pressure related injury to the skin and directed staff to provide
EBP. Review of the Physician Orders for Resident #4 revealed an order initiated 2/21/26 to apply
Mepilex to the wound on the resident's sacrum. Cleanse with soap and water and pat dry with each
change. During an observation 2/25/26 at 2:10 PM observed Staff A, Registered Nurse (RN), complete
wound care to Resident #4's sacrum. Staff A failed to implement EBP prior to and during the
completion of the wound care. The Assistant Director of Nursing (ADON) was present and observing
during the initial stages of the wound treatment. On 2/25/26 at 2:22 PM, the ADON acknowledged
Staff A did not implement EBP as expected during Resident #4's wound treatment. During an
interview 2/26/26 at 8:15 AM, Staff A acknowledged she did not apply (don) a gown as part of EBP as
expected while completing Resident #4's wound care on 2/25/26. Staff A added they had the EBP
supplies readily available in the resident's bathroom. Review of facility policy titled, Enhanced Barrier
Precautions, implemented 3/28/24 revealed EBP will be initiated for residents with chronic wounds
such as pressure ulcers.
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