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

Level of harm - Minimal Based on observations, review of facility documentation and staff interview, the facility failed to ensure the necessary

harm or potential for actual | infection control measures were performed to prevent the transmission of infection during laundry services. The findings

harm include: 1. Observations with Registered Nurse #1 on 5/26/20 at 9:30 AM identified Laundry Staff Person #1 wearing personal

protective equipment (PPE) that included a gown and gloves while transporting a receptacle of soiled linen from alocation

Residents Affected - Few outside the facility to an outside service door. Laundry Staff #1 reached under the protective gown to retrieve keys from a uniform
pocket to unlock the service door and returned the keys to the pocket of the uniform without the benefit of

removing the soiled gloves or sanitizing the hands at any time. After the soiled linen was subsequently removed for

processing, Laundry Staff Person #1 further failed to remove personal protective equipment or perform hand hygiene before

sanitizing the receptacle. 2. Observation on 5/26/20 at 9:50 AM identified Laundry Staff #2 placing soiled laundry in a

washing machine while wearing persona protective equipment that included a gown and gloves. After the washing machine was

started, Laundry Staff #2 removed the soiled gloves without the benefit of performing hand hygiene afterward. The staff

person subsequently touched the neckline of the gown to untie the straps. When doffing the gown, Laundry Staff #2 was

observed touching the outside surfaces of the gown near the cuff of the sleeve with abare hand. Interview and review of

facility documentation with Registered Nurse #1 on 5/26/20 at 9:55 AM identified the facility had established protocols

regarding the infection prevention measures that were to be implemented to prevent the transmission of COVID-19 and had

provided frequent staff in-servicing on hand hygiene as well as procedures for donning/ doffing personal protective

equipment. The facility's documentation identified that all facility staff from all departments had participated in the

in-service training. Prior to the conclusion of the COV1D-19 Focused Infection Control Survey on 5/26/20, the facility

provided documentation that an immediate corrective action plan had been implemented following the surveyor's observations. The

facility immediately provided re-education to laundry staff regarding the necessary infection control measures that

were to be consistently implemented regarding the donning and doffing of personal protective equipment and sanitizing the

hands to decrease the potential for the transmission of infection.
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