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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, staff interview, and record review, the facility did not maintain an infection prevention

and control program designed to prevent the development and transmission of communicable disease
Residents Affected - Few and infection for 1 resident (R) (R1) of 4 sampled residents. R1 was on enhanced barrier precautions

(EBP) due to a suprapubic catheter. On 4/1/26, staff did not wear gowns while providing personal
care for R1. Findings include: The facility's Enhanced Barrier Precautions policy, dated 3/2024,
indicates: It is the policy of this facility that EBP, in addition to standard and contact precautions, will
be implemented during high-contact resident care activities when caring for residents who have an
increased risk for acquiring a multidrug-resistant organism (MDRO) such as residents with chronic
wounds requiring a dressing, indwelling medical devices .High-contact resident care activities include:
Dressing, bathing/showering . On 4/1/26, Surveyor reviewed R1's medical record. R1 was admitted to
the facility on [DATE] and had diagnoses including history of urinary tract infection (UTI), suprapubic
catheter, and pressure injury. R1's Minimum Data Set (MDS) assessment, dated 1/21/26, had a Brief
Interview for Mental Status (BIMS) score of 11 out of 15 which indicated R1 had moderate cognitive
impairment. R1 was responsible for R1's healthcare decisions. R1's medical record indicated R1 was
hospitalized from [DATE] to 3/28/26 for a UTI, nose bleed, and suprapubic catheter dysfunction. R1
had a history of UTIs which resulted in the placement of a suprapubic catheter in November 2025. R1
had a diagnosis of paraplegia with lumbar and sacral spina bifida which placed R1 at high risk for
pressure injuries. R1 was being treated for moisture-associated skin damage in the sacral/peri-area.
R1 was on EBP related to the suprapubic catheter. On 4/1/26 at 10:00 AM, Surveyor observed
Certified Nursing Assistant (CNA)-C and CNA-D bath and dress R1 without wearing gowns. On 4/1/26
at 10:20 AM, Surveyor interviewed CNA-C who indicated personal protective equipment (PPE) for EBP
should be worn during high-contact resident cares. CNA-C verified CNA-C did not wear a gown while
bathing and dressing R1. On 4/1/26 at 1:05 PM, Surveyor interviewed CNA-D who verified CNA-D did
not wear a gown while bathing and dressing R1. On 4/1/26 at 12:26 PM, Surveyor interviewed
Assistant Director of Nursing (ADON)-E who indicated staff should wear a gown and gloves while
bathing and grooming residents on EBP. On 4/1/26 at 1:09 PM, Surveyor interviewed Director of
Nursing (DON)-B who verified staff should wear a gown and gloves while bathing and dressing
residents on EBP.
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