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F 0830 Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on observation, record review, and interview, the facility failed to establish and maintain an infection prevention
harm or potential for actual | and control program designed to provide a safe, sanitary and comfortable environment and to help prevent the development
harm and transmission of communicable diseases and infections for 3 of 3 sampled (Residents#1, #2, and #3) in accordance with

the Centers for Disease Control and Prevention and CM S recommendations. The facility reported a census of 52. Findings: 1.
Residents Affected - Some | During an observation on 6/16/20 at 1:40 p.m., Staff A (Nurse Aide) and Staff B (Nurse Aide) assisted Resident #1 with

perineal cares and changed the resident's incontinent brief. Staff A and Staff B had surgical masks in place but no goggles or aface
shield. The lowa Department of Public Health Personal Protective Equipment Guidance dated 4/1/20 recommended

healthcare workers that provide patient care in long term care facilities should use a minimum level of personal protective equipment
for all patient care activities. There healthcare workers should use a face mask and eye protection for all

patient encounters. 2. During an observation on 6/16/20 at 1:55 p.m., Staff A and Staff B assisted Resident #2 with

perineal cares, placed a clean brief on Resident #2. Staff A and Staff B transferred Resident #2 from the wheelchair to the bed with a
sit to stand lift. Staff A and Staff B had surgical masks but no goggles or aface shield. Staff B removed the

sit to stand lift from Resident #2's room and placed it in the hall. Staff B failed to disinfect the lift as directed per

the CDC COVID-19, Preparedness Checklist for Nursing Homes and other Long Term Care Settings, dated 3/26/20, to complete
frequent cleaning of high-touch surfaces and shared resident care equipment 3. During an observation on 6/16/20 at 3:00

p.m., Staff C assisted Resident #3 (who resided on the designated quarantine area) with incontinence cares and emptied

Resident #3 catheter drainage bag into a graduate. After emptying the catheter, Staff C replaced the end of the tubing into the catheter
bag and stated she would normally cleanse the end of the tubing with an alcohol wipe but the facility was

short on wipes. While assisting the resident, Staff C had a surgical mask. Staff C failed to utilize aface shield,

goggles, or gown as directed by CMS QSO-20-29-NH Memorandum Summary. The Summary directed staff to wear gloves, gown,
eye

protection and an N95 or higher-level respirator if able for residents with known or suspected COVID-19. During the cares,
Staff C told the surveyor she did not know what PPE she was supposed to wear in the designated quarantine area. She stated
she thought the residents in this wing should be treated as if they were positive for COVID-19. An undated, untitled

facility list, provided to the survey team on 6/16/20, listed 7 residents on the designated quarantine area. The list

stated Resident #3 had a hospital stay. The facility Resident Matrix documented Resident #3 admitted to the facility on
[DATE]. During an interview on 6/16/20 at 3:30 p.m., the Director of Nursing (DON) provided the surveyor with a policy
entitled Novel Coronavirus COVID-19, dated 3/5/20. She pointed to the first portion of the policy entitled Procedure
followed by the numeral 1. She stated this portion of the procedure was what the facility was using as a guideline for new
admissions and readmissions. The policy directed staff to screen residents on each shift and assess for symptoms. This
portion of the procedure did not direct staff to wear agown or eye protection. The procedure did not specifically contain
guidelines for taking care of residents admitted or readmitted ~ within the last 14 days. The DON stated dl of the
residents in the quarantine wing had tested negative for COVID-19 so staff were not wearing gowns. During an interview on 6/16/20
at 5:32 p.m., the DON stated no one had directed staff to wear shields or goggles along with amask. She stated

staff would only be required to clean mechanical lifts between residents if the resident touched the lift. She stated the
facility did not have a shortage of alcohol swabs and staff should cleanse catheter tubing before replacing it. She stated

she did not have a policy for catheter emptying or disinfection of mechanical lifts. She stated the facility did not

utilize designated staff on the quarantine wing and stated staff who take care of residents on that wing also work

throughout the facility.
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