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F 0830 Provide and implement an infection prevention and control program.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on interview, document review and observation, the facility failed to follow infection control procedures to contain
harm or potential for actual | the COVID-19 infection. 1) a Rehabilitation Staff did not wear a gown or eye protection while providing treatment to a
harm quarantined resident (Resident #1) in their bedroom; 2) an Activity Aide did not wear eye protection while interacting with Resident

#2 and Resident #3, both of whom had a COVID-19 negative status and 3) Certified Nurse Aide (CNA) #1 failed to
Residents Affected - Some | wash or sanitize her hands after touching a bathroom door or before donning gloves and then touched a coffee carafe and
cups, creating arisk for possible spread of infections. Findings included: Infection Prevention and Control
Recommendations for Healthcare Personnel During the Coronavirus Disease 2019 (COV1D-19) Pandemic, published by the Centers
for Disease Control, dated 7/15/20, indicated: 1) when caring for aresident with suspected or confirmed [DIAGNOSES
REDACTED]-CoV-2 infection personnel should keep the bedroom door closed, and health care personnel (HCP) entering the
bedroom should use a facemask, gown, gloves and eye protection; 2) HCP working in areas with minimal to no community
transmission should continue to adhere to Standard and Transmission-Based Precautions, including use of eye protection
and/or an N95 or equivalent or higher-level respirator based on anticipated exposures and suspected or confirmed diagnoses. If
[DIAGNOSES REDACTED]-CoV-2 infection Is not suspected in a patient presenting for care (based on symptom and exposure
history), HCP should wear eye protection in addition to their facemask to ensure the eyes, nose, and mouth are all
protected from exposure to respiratory secretions during patient care encounters; 3) HCP should perform hand hygiene before and
after all patient contact, contact with potentially infectious material, and before putting on and after removing PPE
(personal protective equipment), including gloves. 1) The Facility's COVID-19 listing, dated 10/20/20, indicated Resident
#1 had not tested positiveto [MEDICAL CONDITION]. During observations on 10/20/20 at 10:30 A.M. and a 10:50 A.M., a
Rehab Staff Member provided treatment to Resident #1 in his/her bedroom. During both observations Resident #1's bedroom
door was fully open and the Rehab Staff Member sat in a chair approximately three feet from Resident #1. The Rehab Staff
Member wore amask, but did not wear eye protection or gown. Resident #1's bedroom door had a sign affixed indicating full
personal protective equipment was required on entry. During an interview with the Administrator on 10/20/20 at 11:30 A.M.,
she said that Resident #1 was in quarantine at this time because he/she recently transferred from the hospital. 2) The
Facility's COVID-19 listing, dated 10/20/20, indicated Resident #2 and Resident #3 had not tested positive for [MEDICAL
CONDITION]. During observations on 10/20/20 at 10:25 A.M. and 10:39 A.M., the Activity Aide sat with Resident #2 and
Resident #3 in their bedroom, approximately three feet apart from each other. The Activity Aide wore amask but did not
wear eye protection. The Activity Aide wore prescription eye glasses. During an interview with the Activity Aide on
10/20/20 at 10:40 A.M., she said she was not wearing eye protection, but that she could obtain gogglesif needed. 3) The
Facility's COVID-19 listing, dated 10/20/20, indicated Resident #3 and Resident #4 had not tested positive for [MEDICAL
CONDITION]. During an observation on 10/20/20 at 10:30 A.M., CNA #1 entered Resident #3's and Resident #4's bedroom, which
was occupied by both residents. CNA #1 carried a pair of glovesin ahand, but did not don these. CNA #1 did not wash or
disinfect her hands before entering the bedroom, or after leaving the bedroom. CNA #1 did not appear to touch any surfaces
or either of these residents with her bare hands. A filled alcohol-based hand sanitizer dispenser was located in the
hallway outside Resident #3's and Resident #4's bedroom. CNA #1 then knocked on a hallway bathroom door with her bare
hands, contaminating her hands. CNA #1 then walked over to a cart which held a coffee carafe and disposable cups. CNA #1
then donned gloves but did not wash her hands before donning the gloves, and in doing so contaminated the gloves. CNA #1
then picked up the carafe and a sleeve of wrapped disposable cups with her dirty gloves, and contaminated these items.
During an interview with CNA #1 on 10/20/20 at 10:34 A.M., she said that she had not washed or disinfected her hands before
donning gloves.
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