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

Level of Harm - Minimal harm Based on observation, clinical record review, facility policy review, resident and staff interviews, the

or potential for actual harm facility failed to ensure Enhanced Barrier Precautions (EBP) used during wound care and urinary
catheter care as a measure to reduce the transition of multidrug resistant organisms for 1 of 1

Residents Affected - Few residents (Resident #5) reviewed for infection control. The facility reported a census of 29.Findings

included:Review of the Minimum Data Set (MDS) assessment for Resident #5, dated 4/19/26,
revealed a Brief Interview for Mental Status (BIMS) score of 13 out of 15, which indicated a mild
cognitive impairment. The assessment list of diagnoses included diabetes, arthritis and cancer. The
MDS indicated Resident #5 used a urinary catheter and had a stage 3 pressure ulcer (full-thickness of
skin loss exposing subcutaneous fat). The resident identified as dependent on staff for toileting,

lower body dressing and transfers. Review of Clinical Physician Orders for Resident #5 revealed the
following:a. Clean wound, apply skin prep to surrounding skin, cover with border gauze, change twice
weekly and PRN (as needed) until healed; one time a day every Tue (Tuesday), Fri (Friday) for ulcer
on coccyx and as needed if soiled. Start Date: 4/24/26.b. 16 Fr (French, indicates size of catheter)
10mL (milliliter, amount of sterile water to put in the catheter balloon to secure the device) indwelling
foley catheter. c. Resident #5 did not have an order to use Enhanced Barrier Precautions during wound
care or catheter care. During an observation on 5/4/26 at 9:50 AM, Resident #5 door/room noted to
not have a sign to indicate the need to use EBP. Resident #5 in the room, sitting in his wheelchair
with a urinary catheter attached to the chair. During an interview, Resident #5 reported staff wore
gloves to empty his catheter. Resident #5 also stated he had a sore on his bottom, and the staff were
putting an ointment and patch on the area. During an observation on 5/5/26 at 9:51 AM, Resident #5
laid supine (face up) in his bed. Staff A, Licensed Practical Nurse (LPN) and Staff B, Registered
Nurse (RN) in the room to complete wound care. Without completing hand hygiene, donning (putting
on) a gown or gloves, Staff B, RN leaned over Resident #5 to help reposition him. Staff B, then
washed her hands and donned gloves. Staff A, Licensed Practical Nurse (LPN), completed hand
hygiene with an alcohol-based rub, gloved and without donning a gown, and obtained a red plastic bag
for soiled items. Without donning a gown, Staff B, RN, pulled down Resident #5's pants, unfasted the
tabs on the incontinence brief, and assisted the resident to roll onto his right side. Staff B, RN, used a
disposable measuring tape to measure an open wound located on upper middle coccyx area. Staff B,
RN cleaned the wound with wound cleanser and 4 x 4 gauze, removed her gloves, washed her hands,
gloved, applied Skin Prep around the wound edges and covered the wound with the foam dressing.
Staff A, LPN helped to hold the resident's left hip in place while Staff B measured, cleaned and
treated the wound. Staff B helped to reposition the resident, secure the incontinent brief and pull the
resident's pants back into place. During an observation on 5/5/26 at 12:58 PM, during an observation,
Staff C, Certified Nurse's Assistant (CNA) and Staff E, CNA, entered Resident #5's room. Resident #5
positioned in his wheelchair with a mechanical lift vest underneath him. Without donning gloves or a
gown, Staff C and Staff E connected the resident's lift vest to the mechanical lift and transferred him
from the wheelchair to his bed. Staff C moved the resident's catheter bag from the wheelchair frame
to the bed frame. While Staff C and Staff E leaned over the resident to disconnect the lift vest from
the lift their uniforms touched the resident. Staff E left the room with the mechanical lift. Staff C
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F 0880 rolled the resident side to side while removing the mechanical lift vest. During this repositioning, Staff
C's uniform rubbed up against Resident #5's arms and clothing. Staff C removed the resident's shoes

Level of Harm - Minimal harm and gave the resident his call light. Staff C then washed her hands, gloved, obtained a plastic bag,

or potential for actual harm paper towel, graduated cylinder and alcohol swab. Without donning a gown, Staff C, CNA placed the
paper towel on floor inside the plastic bag, and the graduated cylinder on the paper towel. Staff C

Residents Affected - Few emptied urine from the resident's catheter bag into the cylinder, cleaned the port of the catheter bag

and emptied the graduated cylinder into the toilet. During an interview on 5/5/26 at 1:11 PM, Staff C,
CNA, stated nursing staff placed resident's on EBP when residents had a wound or were sick. She
reported doing monthly education related to infection control and had practiced donning and doffing
gowns. Staff C reported when a resident was on EBP, there was a sign on the door along with
personal protective equipment (PPE) supplies including gowns, gloves and masks. Staff C explained
the PPE was on the outside of the resident room doors, because staff gowned up before they entered
the room. During an interview on 5/5/26 at 1:12 PM, Staff A, LPN, reported the facility placed
resident's on EBP along with extra precautions depending on what the resident had if they had
anything infectious including MRSA (Methicillin Resistant Staphylococcus Aureus), Covid or C-Diff
(Clostridioides difficile, a type of bacteria). Staff A thought staff should wear a gown and gloves when
providing personal or catheter cares if the resident had a urinary catheter. During an interview on
5/5/26 at 4:03 PM, Staff B, RN, stated resident are placed on EBP when they had a catheter or
wound. Staff B explained staff needed to wear gloves if they were only doing wound or catheter care.
During an interview on 5/5/26 at 4:05 PM, the Director of Nursing (DON) reported it was an oversight
that they missed placing Resident #5 on EBP, and staff should be wearing a gown when doing cares
with the resident. Review of the facility policy, titled Enhanced Barrier Precautions, dated 9/21/25,
revealed, in part, .signs will be posted on the doorway of any resident under Enhanced Barrier
Precautions .All employees entering the room for the purpose of hands on resident care activities
must perform the following .put on appropriately fitting gloves; don an isolation gown .additionally, if
the care to be provided involves anticipated contact with bodily fluids (such as urine or blood), or is a
procedure that is likely to result in contact with bodily fluid (such as tracheostomy or catheter cares),
the following additional PPE must be worn: surgical face mask (or N95 as appropriate), face shield or
appropriate eye protection, nitrile gloves should be considered due to elevated risk of breakage with
vinyl gloves.Review of the facility policy, titled Implementation of Personal Protective Equipment in
Nursing Homes to Prevent MDROs (multiple drug-resistant organisms), dated 7/26/2019, revealed, in
part, residents with any of the following: wounds and/or indwelling medical devices (e.g. central line,
urinary catheter, tracheostomy/ventilator) regardless of MRDO colonization status. PPE used for
these situations: during high contact care activities .transferring .device care or use (urinary catheter)
.wound care: any skin opening requiring a dressing.
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