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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, record review, interviews, and facility policy review the facility failed to ensure staff 
donned the proper Personal Protective Equipment (PPE) while providing care to 1 (Resident #7) on Enhance 
Barrier Precautions of 3 sampled residents selected for a complaint against the facility for quality of 
care/treatment.

The findings include:

A review of the quarterly Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of 
01/15/2025, revealed Resident #7 had a Brief Interview of Mental Status (BIMS) score of 00 indication of 
severely impaired cognition. 

A review of the Plan of Care for Resident #7 with a revision date of 10/21/2024, revealed Resident #7 
required enteral tube feeding related to dysphagia and was care planned for enhanced barrier precautions 
(EBP). 

On 02/11/2025 at 2:00 PM, this surveyor observed Licensed Practical Nurse (LPN) #3 stop Resident #7 ' s 
continuous enteral feeding and disconnect the feeding pump from the Percutaneous Endoscopic 
Gastrostomy (PEG) tube without a gown in place.

On 02/11/2025 at 2:07 PM, this surveyor observed Certified Nursing Assistant (CNA) #1 and CNA #2 
transfer Resident #7 from the bed to the Geri-chair without gowns in place.

On 02/11/2025 at 2:20 PM, this surveyor observed LPN #3 reconnect the enteral feeding pump to Resident 
#7's PEG tube while in the common area without a gown in place. 

On 02/11/2025 at 2:30PM, this surveyor observed CNA #1 and CNA #2 transfer Resident #7 back to bed 
without gowns in place. 

On 02/11/2025 at 2:37 PM, this surveyor observed CNA #1 and LPN #3 provide incontinence care to 
Resident #7 without gowns in place. 

On 02/11/2025 at 2:57 PM, during an interview, CNA #1 stated she was not familiar with Enhanced Barrier 
Precautions (EBP) and did not have a gown in place during transfers or while providing care to Resident #7.
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On 02/11/2025 at 2:59 PM, during an interview, LPN #3 stated she did not have a gown in place while 
disconnecting or reconnecting the feeding pump from Resident #7's PEG tube. LPN #3 stated the purpose of 
EBP was for precautionary measure to prevent transferring bacteria. 

On 02/11/2025 at 3:00 PM, during an interview, the Director of Nursing (DON) stated staff should wear gown 
and gloves when providing care to a resident on EBP to protect the resident from microorganisms, germs, or 
anything the resident could be susceptible to.

A policy titled Enhanced Barrier Precautions (copy right date 2024) noted Enhanced Barrier Precaution refer 
to an infection control intervention designed to reduce transmission of multidrug-resistant organisms that 
employs targeted gown, and glove[s] use during high contact resident care activities. High contact resident 
care activities include: dressing, bathing, transferring, providing hygiene, changing linen, changing briefs, 
device care or use: central line, urinary catheter, feeding tubes, tracheostomy/ventilator tubes, wound care: 
any skin opening requiring a dressing.
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