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Based on observation, interview, and policy review, the provider failed to ensure staff members followed 
infection prevention practices for:*Personal protective equipment (PPE) use by one of one observed certified 
nursing assistant (CNA) D when providing care for five of five sampled residents (1, 2, 3, 4, and 5) on 
enhanced barrier precautions (use of gown and gloves while providing contact care)(EBP).*Cleaning 
shared-use equipment, specifically lift devices, after each resident's use by one of one CNA D.*Maintaining a 
clean environment in one of one sampled resident (6) room who reported spilled urine that remained on the 
floor for about two hours. Findings include: 1. Observation on 11/13/25 at 7:08 a.m. of certified nursing 
assistant (CNA) D revealed she brought a resident lift (a mechanical device used to transfer residents) out of 
resident 7's room, did not clean the lift, and placed it in the hallway after use. 2. Observation on 11/23/25 at 
7:42 a.m. of CNA D revealed:*She entered resident 1's room with the same lift and transferred the resident 
from his bed to his wheelchair without wearing a gown.*A sign was on the outside of his door that indicated 
the resident was on enhanced barrier precautions (glove and gown use when providing contact care)(EBP).
-The sign indicated that staff should wear a gown and gloves when providing high contact resident care.*A 
supply of PPE was hanging on the outside of the door and available for use.*When she brought the lift out of 
resident 1's room, she did not clean.Interview on 11/13/25 at 3:18 p.m. with CNA D regarding resident 1 and 
infection control processes revealed:*She would usually put on a gown and gloves when providing care for a 
resident on EBP, but she thought that EBP had been discontinued for resident 1.*She acknowledged that the 
EBP sign was on resident 1's door and PPE was available for use.-She stated she did not wear a gown 
when she provided care for resident 1, but should have.*She stated that lifts should be cleaned after each 
resident use and acknowledged that she did not clean the lift after she used it while providing care for 
resident 1. 3. Interview on 11/13/25 at 7:45 a.m. with licensed practical nurse (LPN) E revealed that resident 
lifts should be cleaned after each resident use. 4. Interview on 11/13/25 at 7:48 a.m. with CNA F 
revealed:*Resident lifts should be cleaned after each resident use.*Staff should wear gown and gloves when 
providing direct care to residents on EBP.*He explained that he did not wear a gown when transferring 
resident 1 because he was controlling the lift and not touching the resident. 5. Interview on 11/13/25 at 7:50 
a.m. with resident 1 in his room revealed:*He required staff assistance to transfer him from his bed to his 
wheelchair. 6. A review of 1's medical record revealed:*His most recent brief interview for mental status 
(BIMS) score was 15, which indicated he had no cognitive deficits.*He reported that staff did not wear gowns 
when assisting him to transfer, but they did wear gloves. 7. A review of resident 2's medical record 
revealed:*His latest BIMS assessment score was 15.*He was on EBP due to a multi-drug resistant organism 
(MDRO) [an antibiotic resistant bacteria] in his urine. 8. Observation and Interview on 11/13/25 at 10:00 a.m. 
with resident 2 in his room revealed:*There was a sign on the outside of his door that indicated he was on 
EBP.*He required staff assistance to transfer him from his bed to his wheelchair.*He reported that staff had 
tried to give him a urinal (a hand-held container that holds urine) without a lid on it.-He was concerned that 
he would spill his urine if he used it.-His current urinal had a lid attached to it. 9. Review of resident 3's 
medical record revealed:*Her latest BIMS assessment score was 15.*She was on EBP because she had a 
feeding tube [a medical device inserted into the stomach to provide nutrition]. 10. Observation and interview 
on 11/13/25 at 1:10 p.m. with resident 3 in her room revealed:*There was a sign on the outside of her door 
that indicated she was on EBP.*A supply of PPE was hanging on the outside of her door and available for 
use.*She received tube feedings due to weight loss.*She reported that staff did not wear a gown when 
providing care for her, only gloves.*She was not sure why the EBP sign was on her door. 11. Review of 
resident 4's medical record revealed:*He was on EBP because he had wounds on his heels.*His BIMS 
assessment score was 13, which indicated he was cognition was intact. 12. Observation and interview on 
11/13/25 at 2:05 p.m. with resident 4 in his room revealed:*There was a sign on the outside of his door that 
indicated he was on EBP.*There was PPE available hanging on the outside of the door.*Regarding the EBP 
sign on his door, he stated That sign means nothing. They only use gloves. The one [staff member] came in 
this morning with a gown on, but that's the only one. 13. Review of resident 5's medical record revealed:*His 
latest BIMS assessment score was 14, which indicated his cognition was intact.*He was on EBP due to 
wounds on his buttocks. 14. Observation and interview on 11/13/25 at 2:45 p.m. with resident 5 in his room 
revealed:*Four urinals were hanging from his trash bin.*He reported that staff did not regularly wear a gown 
when providing his cares or when transferring him, and stated They have worn gowns in the past, but don't 
usually [wear gowns]. 15. Observation and interview on 11/14/25 at 9:30 a.m. with resident 6 in his room 
revealed:*From the hallway, resident 6 was heard verbalizing a complaint to a staff member.*He was upset 
because his roommate's urinal had spilled on the floor and had leaked into his side of the room about two 
hours ago and it was not cleaned up yet.*He was sitting in his recliner with his feet up. He reported that the 
urine was under his feet.-Resident 6's roommate's urinal was sitting on the bedside table without a lid on it. 
16. Interview on 11/14/25 at 9:35 a.m. with LPN G revealed:*She was not aware there was urine on the floor 
in resident 6's room.*She then notified housekeeping by radio that the floor needed to be cleaned. 17. 
Observation on 11/14/25 at 10:05 a.m. of resident 6's room revealed there was urine on the floor. 18. 
Interview on 11/14/25 at 10:15 a.m. with infection preventionist (IP)/LPN C and director of nursing (DON) B 
revealed:*IP/LPN C expected lifts to be cleaned after each resident use.*She expected staff to wear 
appropriate PPE when providing direct care to residents on EBP. *Areas of the lift that should have been 
cleaned included Any touchable surface. This included where the resident's feet contacted the lift.*IP/LPN C 
reported that residents' urinals should be replaced weekly and should have lids on them unless it was in the 
resident's care plan to have the lid removed. 19. Review of the provider's February 28, 2025 infection 
prevention program policy revealed:*Goals A. Decrease the risk of infection to residents and personnel. B. 
Prevent, to the extent possible, the onset and spread of infection.*Prevention of spread of infections is 
accomplished by use of hand hygiene, standard and transmission based precautions, enhanced barrier 
precautions and through the use of barriers/Personal Protective Equipment (PPE), appropriate treatment and 
follow-up, and employee health. Review of the provider's May 15, 2025 enhanced barrier precautions policy 
revealed:* Enhanced Barrier Precautions (EBP): refer to an infection control intervention designed to reduce 
transmission of multidrug-resistant organisms that employs targeted gown and glove use during high contact 
resident care activities.* Multi Drug Resistant Organism (MDRO) are defined as microorganisms, 
predominantly bacteria, that are resistant to one or more classes of antimicrobial agents. Although the 
names of certain MDROs describe resistance to only one agent (e.g., MRSA [Methicillin Resistant 
Staphylococcus Aureus], VRE [Vancomycin Resistant Enterococcus]), these pathogens are frequently 
resistant to most available antimicrobial agents.* Enhanced Barrier Precautions (EBP) should be used for all 
residents with wounds or indwelling devices, and/or for residents with a novel or targeted MDRO when they 
are infected or colonized with one of these organisms, and Contact Precautions do not apply.*Gowns and 
gloves should be used during high contact resident care activities that provide opportunities for transfer of 
MDROs to staff hands and clothing: Dressing, Bathing/showering, Transferring, Providing hygiene, Changing 
Linen, Changing briefs or assisting with toileting, Device care or use of a device, as listed above, Wound 
care.
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