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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** 42355
or potential for actual harm
Based on observations, interview and documents review the facility failed to ensure enhanced barrier
Residents Affected - Few precautions (EBP-where gown and gloves used for high contact resident care activities) was used for 2 of 2
resident (R3 and R5).

Findings include:

R3's Admission Minimum Data Set (MDS) dated [DATE], identified diagnoses of malignant neoplasm
(cancer) of the brain with intact cognition. R3 had an unstageable area covered with slough and/or eschar
(dead tissue/cells, usually black in color).

During an observation and interview on 3/5/25 at 1:10 p.m., R3 was in bed and nursing assistants (NA)-R
and NA-N were performing peri care for urine incontinence. Neither NA had put on a gown, but did have
gloves on. NA-R and NA-H both assisted R3 by lowering her pants and then unsecured the brief. NA-R
performed peri care and removed soiled brief and placed in trash can and removed her gloves. NA-R did not
perform hand hygiene before putting on clean gloves and placed new brief and applied barrier cream to the
buttocks. NA-R and NA-N repositioned R3 on to her left side. Both NA uniforms touched the bed and R3.
NAs removed their gloves and used hand sanitizer once outside of R3's room. NA-R stated R3 was on EBP's
for her wound on left upper buttock and since there were not doing a dressing change to this area, staff did
not need to wear a gown.

R5's Quarterly MDS dated [DATE], identified diagnoses of diabetes, osteomyelitis (infection and
inflammation of the bone). R5 had a stage 4 pressure ulcer and an unstageable pressure ulcer. R5 had
moderate impaired cognition.

During an observation and interview on 3/6/25 at 9:34 a.m., NA-C entered R5's room without gloves or gown.
At 9:37 a.m., NA-C exited R5's room removing his gloves. NA-C stated when he repositioned R5 he should
have worn a gown.

During an interview on 3/5/24 at 1:55 p.m., director of nursing (DON) stated it was her expectation EBP's
were used when there were areas of high contact with the resident. This would include checking/changing
briefs and repositioning.

The facility policy on enhanced barrier precautions dated 4/1/2024, identified that EBP is required for the
following:
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F 0880 4. High-contact resident care activities include:
Level of Harm - Minimal harm or a. Dressing

potential for actual harm
b. Bathing

Residents Affected - Few
c. Transferring

d. Providing hygiene

e. Changing linens

f. Changing briefs or assisting with toileting

g. Device care or use: central lines, urinary catheters, feeding tubes,

tracheostomy/ventilator tubes.

h. Wound care: any skin opening requiring a dressing.
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