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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** Based on

or potential for actual harm observation, interview and record review it was determined the facility failed to implement appropriate
Enhanced Barrier Precautions (EBP) and Contact Precautions for 2 of 4 (#s 9 and 401) reviewed for infection

Residents Affected - Some control. This placed residents at risk for the spread of infection. Findings include:

The CDC's 4/2/24 Implementation of Personal Protective Equipment (PPE) Use in Nursing Homes to Prevent
Spread of Multidrug-Resistant Organisms (MDROs) included to don gown and gloves when high-contact
activities were performed.

The facility's undated Enhanced Barrier Precautions policy indicated the following:

-Staff must clean hands with sanitizer when entering room and leaving room.

-Staff must don gown and gloves before entering resident rooms during high contact resident care activities,
including transferring (assisting residents to transfer/providing transfer assistance to residents).

1. Resident 401 was admitted to the facility on [DATE] with diagnoses including osteomyelitis (bone
infection).

A review of Resident 401's 6/20/25 Care Plan indicated EBP interventions.
The facility's undated Enhanced Barrier Precautions policy indicated the following:
-Staff must clean hands with sanitizer when entering room and leaving room.

-Staff must donn gown and glove before entering resident rooms during high contact resident care activities,
including transferring (assisting residents to transfer/providing transfer assistance to residents).

On 6/24/25 at 3:24 PM, Staff 5 (CNA) and Staff 6 (CNA) were observed to enter Resident 401's room with
gloves and mask but without gowns. They transferred the resident out of bed to the shower chair.

(continued on next page)
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F 0880 On 6/24/25 from 3:27 PM to 3:35 PM, Staff 5 and Staff 6 stated they did not wear gowns to help Resident
401 transfer out of bed because they did not touch the resident's arm that had a PICC line (form of

Level of Harm - Minimal harm or intravenous access to deliver medications directly into the bloodstream). Staff 5 and Staff 6 stated a staff

potential for actual harm nurse indicated donning gowns was not necessary.

Residents Affected - Some On 6/25/25 at 1:43pm, Staff 7 (CNA) stated she did not wear PPE when residents were assisted to the

bathroom who were on enhanced barrier precautions related to having a PICC line as she was not near the
resident's PICC line.

On 6/27/25 at 9:10 AM, Staff 2 (Director Nursing Services) stated she expected staff to follow the CDC
guidelines on enhanced-barrier and transmission-based precaution signs outside of resident rooms when
high-contact activities were provided that included transferring.

2. Resident 9 was admitted to the facility on [DATE] with diagnoses including MRSA (bacterial infection that
is resistant to several antibiotics).

A review of Resident 9's 4/18/25 Care Plan indicated to implement Contact Precautions.

On 6/24/25 at 8:42 AM, A Contact Precaution sign outside Resident's 9 door indicated residents, visitors,
and staff must perform hand hygiene before entering and when leaving the resident's room.

On 6/24/25 at 10:34 AM and 10:43 AM Resident 9 was observed to leave her/his room and not perform hand
hygiene. Resident 9 stated she/he never used the hand sanitizer outside of her/his room. Resident 9 stated
she/he was not aware about performing hand hygiene prior to leaving her/his room and stated the doctors
thought she/he had MRSA but she/he never believed them.

On 6/25/25 at 8:48 AM, Resident 9 was observed to leave her/his room and not perform hand hygiene.
Resident 9 went to a table near the nurses station to complete her/his meal order. She/he used the staff's
pen and returned it back to them after completing the form. No hand hygiene was completed by staff or the
resident.

On 6/26/25 at 12:46 PM, Staff 8 (Infection Preventionist) stated staff were expected to remind Resident 9 to
perform hand hygiene prior to leaving her/his room. Staff 2 stated staff were expected to follow the Contact
Precaution sign outside of Resident 9's room and to remind the resident to perform hand hygiene.
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