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F 0830 Provide and implement an infection prevention and control program.

Level of harm - Minimal NAC Licensure Reference Number 175 NAC 12-006.17A and 12-006.17B Based on observation, and interview; the facility failed
harm or potential for actual | to prevent potential for cross contamination of COVID-19 related to storage of surgical facemasks for usein an isolation

harm room for 1 resident (resident 1) of 3 sampled residents. The facility had atotal census of 39 residents. The findings are: A. An
observation on 6/29/20 at 10:15 am of resident 1's room revealed several paper bags hanging on abulletin board on

Residents Affected - Few outside door labeled with a Gray zone (residents transferred from hospital to facility are kept in this zone for 14 days)

label. B. An observation on 6/29/20 at 1:08 pm revealed Nursing Assistant A performed hand hygiene, applied standard

isolation gown, performed hand hygiene, took brown paper bag with nursing assistant A name on it, took out surgical mask,

put surgical mask on paper towel, tacked brown paper bag back on bulletin board, performed hand hygiene with ABHR (alcohol
based hand rub), applied face mask and face shield, completed hand hygiene with ABHR, applied gloves and entered resident
1'sroom to empty Foley catheter (aflexible tube that a clinician passes through the urethra (the duct by which urineis

carried out of the body from the bladder) and into the bladder to drain urine). Nursing Assistant A removed gown, and

gloves, performed hand hygiene with soap and water for 25 seconds. Walked out of resident 1's room, applied ABHR for 20
seconds, removed face shield, placed face shield on paper towel on plastic cube. Completed hand hygiene with ABHR, removed
brown paper bag off bulletin board with nursing assistant A name on it. Placed dirty surgical mask in brown paper bag, and
tacked back up on bulletin board with rest of brown paper bags. Nursing Assistant A performed hand hygiene with ABHR. C. An
interview on 6/29/20 at 1:20pm with staff member Nursing Assistant A revealed, that staff have their names on the brown

paper bags hanging outside of the Gray zone door with 2 surgical masksin each brown paper bag. D. An interview on 6/29/20

at 1:25pm with the DON (Director of Nursing) confirmed a potential for cross contamination due to putting a dirty mask with a clean
mask in the same brown paper bag. DON confirmed the brown paper bags were not dated. DON reported that the facility started
putting 2 masks in the brown paper bags on June 24, 2020. DON reported we were told we could put the 2 different

face masksin the paper bags. DON confirmed no policy for reuse of surgical masksin same brown paper bag.
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