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

Level of Harm - Minimal harm Based on observation, record review, and interview, the facility failed to ensure proper PPE (personal

or potential for actual harm protective equipment) was used for 1 (#3) of 2 sampled residents reviewed for enhanced barrier precautions.
The director of nursing reported that 19 residents required enhanced barrier precautions. Findings: On

Residents Affected - Few 07/14/25 at 1:20 p.m., Res #3 was observed in bed with CNA #1 and CNA #2 present at the bedside

providing care to the resident and changing the resident's linens. The two CNAs were observed wearing
gloves but no gown. PPE supplies for enhanced barrier precautions were observed hanging on the resident's
door. On 07/14/25 at 1:25 p.m., LPN #1 was observed to enter Res #3's room to perform feeding tube site
care. The LPN performed hand hygiene and applied gloves. The LPN was observed to clean the feeding
tube site and apply a clean gauze pad to the site. The LPN was observed not wearing a gown for enhanced
barrier precautions. A policy titled Enhanced Barrier Precautions, revised date 05/01/25, showed enhanced
barrier precautions refer to the use of a gown and gloves for use during high-contact resident care activities
for residents known to be colonized or infected with an MDRO, as well as those at increased risk of MDRO
acquisition (residents with wounds or indwelling medical devices. The policy showed high-contact resident
care activities include dressing, bathing, transferring, providing hygiene, changing linens, changing briefs,
device care or use (urinary catheters, feeding tube, etc), and wound care (any skin opening requiring a
dressing). A quarterly assessment, dated 06/30/25, showed severely impaired cognition with no BIMS score
obtained. The assessment showed a feeding tube for nutrition. A physician's order, dated 03/18/25, showed
clean feeding tube site twice daily with soap and water, pat dry, and cover with split gauze dressing. A
physician's order, dated 04/07/25, showed enhanced barrier precautions for wound, colostomy, and
indwelling catheter care. On 07/15/25 at 12:28 p.m., LPN #1 reported Res #3 is on enhanced barrier
precautions. The LPN reported that only gloves are worn for enhanced barrier precautions when feeding
tube care is performed. The LPN reported that a gown and gloves should be worn by CNAs when providing
incontinent care and emptying catheter bags. The LPN reported training for enhanced barrier precautions
had been received. On 07/15/25 at 12:30 p.m., the IP nurse reported that a gown and gloves should be worn
by staff when performing incontinent care, performing wound care, changing linens, and when performing
feeding tube site care.
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