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37E024 09/05/2025

Carnegie Nursing Home, Inc. 225 North Broadway
Carnegie, OK 73015

F 0880

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

Provide and implement an infection prevention and control program.

Based on observation, record review, and interview, the facility failed to develop and implement an
infection control plan for enhanced barriers precautions for 2 (#3 and #4) of 2 sampled residents
reviewed for enhanced barrier precautions.The ADON reported two residents on enhanced barrier
precautions. Findings: 1. On 09/04/25 at 10:58 a.m., LPN #1 was observed to perform catheter care
for Resident #3. LPN #1 washed their hands and applied gloves, then started the resident's catheter
care. LPN #1 was not observed to wear a gown during the resident's catheter care. The resident's
room was observed to have no PPE supplies near the room or enhanced barrier precaution signage. On
9/05/25 at 9:16 a.m., LPN #1 was observed to perform wound care for Resident #3. LPN #1 and CNA
#1 performed hand hygiene and applied gloves to perform wound care to the resident's left buttock.
LPN #1 and CNA #1 were not observed to wear a gown while they performed the wound care. On
09/05/25 at 9:29 a.m., CNA #1 was observed to put on gloves and empty Resident #3's catheter bag
into a urinal. CNA #1 emptied the urinal into the resident's toilet, removed their gloves, and performed
hand hygiene. CNA #1 was observed not wearing a gown while they emptied the catheter bag.
Resident #3's care plan was reviewed and showed no interventions of enhanced barrier precautions. A
physician's order for Resident #3, dated 02/10/25, showed wound care to the left buttock and thigh:
cleanse with normal saline solution, pat dry, and apply a Xeroform cover (wound dressing) with a
superabsorbent silicone dressing on Monday, Wednesday, and Friday. A physician's order for Resident
#3, dated 06/13/25, showed catheter care every shift. A quarterly assessment, dated 06/30/25,
showed Resident #3's cognition was severely impaired with a BIMS score of 06. The assessment
showed an indwelling catheter and moisture-associated skin damage. On 09/05/25 at 9:33 a.m., CNA
#1 reported they were not required to wear a gown to empty a catheter bag. CNA #1 reported no
knowledge of enhanced barrier precautions. 2. On 09/04/25 at 9:50 a.m., Resident #4 was observed
sleeping in bed. Their urinary catheter was draining to gravity, and a dignity bag was observed to
cover the catheter bag. The resident's room was observed to have no PPE supplies near the room or
enhanced barrier precaution signage. On 09/05/25 at 10:34 a.m., LPN #1 was observed to perform
hand hygiene, apply gloves, and perform wound care to Resident #4's right buttock. LPN #1 was
observed not to wear a gown during the resident's wound care. A physician's order for Resident #4,
dated 05/23/25, showed to clean the wound to the right upper buttock with normal saline solution, pat
dry, pack with Iodoform (compound to treat wounds), and cover with island dressing Monday,
Wednesday, and Friday. A physician's order for Resident #4, dated 06/13/25, showed catheter care
every shift. An annual assessment, dated 08/29/25, showed Resident #4's cognition was severely
impaired with a BIMS score of 01. The assessment showed an indwelling catheter and
moisture-associated skin damage. A care plan, dated 08/29/25, showed urinary catheter care and
wound care. The care plan showed no interventions for enhanced barrier precautions. On 09/05/25 at
10:37 a.m., LPN #1 reported no knowledge of enhanced barrier precautions. On 09/05/2025 at 11:28
a.m., the ADON reported no policy for enhanced barrier precautions was available. On 09/05/25 at
12:12 p.m., the ADON reported Residents #3 and #4 should be on enhanced barrier precautions. The
ADON reported staff should wear gloves and a gown when performing wound care and catheter care.
The ADON reported the facility had not implemented enhanced barrier precautions.
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