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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 The facility reported a census of 36 residents. The sample included 4 residents reviewed for infection control practices.

harm or potential for actual | Based on observation, interview, and record review, the facility failed to follow the Center for Medicare and Medicaid

harm Services (CMS) and Centers for Disease Control and Prevention (CDC) recommended practices to prevent transmission of
COVID-19 during cares for one of four sampled residents (R) 4. The facility failed to ensure appropriate use of personal

Residents Affected - Many | protective equipment (PPE) and hand hygiene, to prevent cross-contamination during donning and doffing of PPE after usein
R4's room, who was a re-admission into the facility and in quarantine. This deficient practice created the potential for

the spread of the Covid-19 virusto all the residents of the facility. Findings included: - On 07/06/2020 at 02:24 PM,

observation revealed Certified Medication Aide (CMA) R, donning a clean face mask after doffing a soiled one and leaving it on the

top of the PPE cart outside of R4's quarantine room. CMA R did not perform hand hygiene between face mask changes.

CMA R continued to don agown, aface shield from adrawer in the PPE cart, and gloves. She collected a biohazard bag from

the PPE cart and went into the resident's room. At 02:44 PM, CMA R left R4's room after doffing her gown and gloves. She

removed the soiled face shield and face mask, failed to perform hand hygiene, and donned gloves. She cleaned the face

shield with a disinfectant wipe and returned it to the drawer in the PPE cart. She did not don another face mask until

questioned. She donned a new face mask and went into the utility room to wash her hands. On 07/06/2020 at 02:50 PM,

Certified Medication Aide (CMA) R reported that she should have thrown away the soiled face mask, performed hand hygiene

between mask and glove changes, and put on a clean face mask after doffing a soiled one. On 07/07/2020 at 11:44 AM,

Administrative Nurse D reported that it would be her expectation that the staff perform hand hygiene between mask and glove

changes and soiled masks should be immediately discarded and not |eft on the PPE cart. Staff should be putting on new masks after

doffing soiled ones. The facility policy (Facility Name) Policy and Procedure [MEDICAL CONDITION], revised

06/17/2020, directed the staff that infection control procedures including administrative rules and engineering controls,

environmental hygiene, correct work practices, and appropriate use of persona protective equipment (PPE) are all necessary to

prevent infections from spreading during healthcare delivery. The staff will adhere to all Standard, Contact, Airborne,

and Droplet Precautions, including the use of Eye Protection. Standard precautions assume that every person is potentially

infected or colonized with a pathogen that could be transmitted in the healthcare setting. Healthcare personnel must

practice the appropriate use of PPE prior to caring for the patient. The facility failed to ensure appropriate use of

personal protective equipment (PPE) and hand hygiene, during donning and doffing of PPE after resident care in R4's

quarantine room, to prevent cross-contamination and the possible tranmission of the COVID-19 virus to the residents of the

facility.
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