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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 observations, review of facility documentation, and staff interviews, it was determined that the facility failed

harm or potential for actual | to follow infection control practices for the use of PPE (Personal Protective Equipment) for 5 of 5 floors. The findings

harm include: During the entrance on 7/15/20 at 8:30 AM, Employee (E)1 stated that a surgical or fabric face mask was required

to enter the building. Floors 2 through 5 had aroom near the elevator, designated for donning and doffing. The 1st. floor
Residents Affected - Many | resident areawas separated with plastic and zipper entrance. A separate room was designated for donning and doffing. For

each employee, there was a brown bag with the employee's name, where the N-95 facial mask was stored. If an employee was
unable to wear the N-95 mask, that employee must wear a surgical mask with aface shield at all times while working. Gowns
and N-95 were required on all resident floors. The red zone was located in a hallway on Main 3, and the remainder of the
building was considered yellow. Signage was located at the door for the residents with droplet precautions. When an

employee entered aresident's room with droplet precautions, the employee must wear gown, gloves, mask, and face shield.

The following observations and interviews occurring on 7/15/20 with thiswriter and E1: 10:12 AM, E2 was observed on the

1st. floor without a N-95 face mask in place. She was told by E1 to get and place her N-95 face mask on. 10:34 AM, E3, who
was identified as unable to wear a N-95, was observed in the 5th floor hallway with a surgical mask, holding her face

shield in her left hand. She stated that the glare of the Care Tracker and the face shield makesit hard to read. E1 told

E3 that aslong as she is on the unit, she must wear the mask and face shield. 10:40 AM, E4 was observed on the 5th floor,
wearing an N-95 face mask with the bottom strap hanging down under the front of his chin. E1 told him to secure the bottom
strap for a proper fit. 10:41 AM, E5 was observed on the 5th floor, exiting room [ROOM NUMBER] (adroplet precaution room)
with agown, N-95 and face shield. She sanitized her hands, and continued to walk towards the nurse's station. She was

directed by E1, to come back to the room, remove her face shield and disinfect the face shield. 11:00 AM, E6 was observed

in the 4th floor hallway with only a surgical mask in place. She stated that she went off the unit but did have her N95in

her pocket. 11:10 AM, E7 was observed coming down the 4th. floor hallway between rooms 401-408, trying to apply her gown.
E1 told her to remember to don her gown prior to leaving the designated donning and doffing room. 11:10 AM, E8 was observed
walking down the 4th. floor hallway without a gown on and only a surgical mask. E1 intervened that she was in aresident

area and must wear agown and N-95. 11:20 AM, E9 was observed on the 2nd. floor, exiting room [ROOM NUMBER], removed her
gloves and held them in her left hand. She walked down the hallway towards the Nurse's station, dispose the gloves at the
medication cart, turned around, reentered room [ROOM NUMBER] without washing hands or sanitizing her hands. E1 told E9 that
she needed to sanitize her hands. 11:30 AM, E10 was observed on the 3rd. floor, wearing a gown and a surgical masks. When
asked where was his N-95 face mask, he stated that he did not have one. E1 provided E10 with a N-95 face mask. 11:40 AM,
E11 was observed at the nurse's station on the 3rd. floor wearing agown and surgical mask. When asked where was her N-95
mask, she stated that she just took it off. 11:48 AM, E12 was observed on the 3rd. floor, entering room [ROOM NUMBER], a
room identified as droplet precautions, wearing a gown, N-95 face mask, and face shield, but no gloves. When E12 exited the room,
he was asked what type of PPE he was to wear to enter the room. He correctly identified the PPE and admitted that

he did not wear gloves. 11:50 AM, E13 was observed on the 3rd. floor, exiting room [ROOM NUMBER], aroom identified as
droplet precautions, wearing agown, N-95 face mask and gloves. When this writer asked where her face shield was, she

stated that she did not have one. E1 told her to go to the lobby and get one. Review of the facility's hand washing policy

revised August 2015, reads, Use an alcohol-based hand rub .or aternatively, soap and water for the following situations:

.m. After removing gloves; n. Before and after entering isolation precaution settings . All the above observations were

confirmed and a discussion with the Administrator and E1during a meeting on 7/15/20 at 12:15 PM.
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