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Tulsa Nursing Center 10912 East 14th Street
Tulsa, OK 74128

F 0880

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

Based on observation, record review, and interview, the facility failed to ensure EBP were in place
during catheter care for 1 (#7) of 3 sampled residents reviewed for infection control.The DON stated
25 residents in the facility were on EBP.Findings:On 04/29/26 at 11:03 a.m., CNA #1 and CNA #2 were
observed providing catheter care to Res #7. CNA #1 and CNA #2 were not observed to wear gowns
while providing direct patient care.An Infection Control policy, dated 04/01/24, read in part, Enhanced
Barrier Precautions: an infection control intervention designed to reduce transmission of
multidrug-resistant organisms that employ targeted gown and glove use during high contact resident
care activities.A physician's order, dated 01/07/26, showed Res #7 had a catheter and was to receive
catheter care on every shift.A physician's order, dated 01/16/26, showed Res #7 was placed on
EBP.A quarterly assessment, dated 03/27/26, showed Res #7 had a Brief Interview for Mental Status
(a test for cognition) score of 15, which indicated intact cognition. The assessment showed Res #7
had an indwelling catheter.On 04/29/26 at 11:10 a.m., CNA #1 stated the facility used EBP and they
should have worn a gown while providing catheter care to Res #7.On 04/29/26 at 11:12 a.m., CNA #2
stated they had forgotten to put on a gown before providing catheter care to Res #7.On 04/29/26 at
12:05 p.m., Res #7 stated staff members usually did not wear gowns while providing catheter care.On
04/30/26 at 11:55 a.m., the DON stated gowns should be worn when providing catheter care to
residents on EBP.
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