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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

Based on observation, interview, record review, and facility policy review, it was determined that the facility 
did not ensure Enhanced Barrier Precautions (EBP) were implemented and that staff wore proper personal 
protective equipment (PPE) when care was provided for 1 (Resident #61) of 3 residents reviewed for wound 
care. 

The findings include: 

1. A review of the quarterly Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of 
05/11/2025, revealed Resident #61 had a Brief Interview for Mental Status (BIMS) score of 15, which 
indicated the resident was cognitively intact. Resident #61 had diagnoses which included diabetes mellitus 
and dementia. 

a. A review of Resident #61 ' s Care Plan report, revised 05/13/2025, indicated the resident had a diabetic 
ulcer to the bottom of the right foot. The care plan did not address the need to implement EBP while 
performing wound care to the resident ' s foot. 

b. A review of Resident #61 ' s Treatment Administration Record (TAR) indicated wound care orders for the 
resident's right foot.

c. A review of a Physician ' s Order dated 05/29/2025, on 05/30/2025 at 10:36 AM, indicated Resident #61 
received wound care, every day, to a diabetic ulcer on the right foot.

d. During an observation on 05/30/2025 at 11:42 AM, Licensed Practical Nurse (LPN) #1 performed wound 
care to the diabetic ulcer on the bottom of Resident 61's right foot. LPN #1 entered the room, with gloves on 
and wound care supplies in hand, no gown was worn. LPN #1 ' s body brushed against the resident's table, 
while performing wound care. 

e. During an interview on 05/30/2025 at 11:55 AM, LPN #1 stated she was not aware of any EBP to be 
observed during wound care or any PPE to be worn during wound care. 

f. During an interview on 05/30/2025 12:00 PM, the Director of Nursing (DON) stated gloves were only to be 
worn for wound care. The DON was not aware of the need for gowns being worn during wound care. 

g. During an interview on 05/30/2025 at 1:15 PM, the Infection Preventionist (IP) nurse stated gloves were 
only to be worn for wound care. The IP nurse stated EBP, including wearing gowns, were for indwelling 
devices only. 
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h. A facility training titled Enhanced Barrier Precautions dated 02/26/2025 indicated that EBP should be used 
when performing high contact activities including wound care. 

i. The facility training titled Enhanced Barrier Precautions dated 02/26/2025 indicated the DON and IP were 
the instructors and contained LPN #1's signature, as having received the training.
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