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

Level of harm - Minimal Based on observation, interview, and record review, the facility failed to follow Infection Control policy when staff and

harm or potential for actual | physician provided wound care for seven residents (R1,R2,R3,R4,R5,R6,R7) of seven residents reviewed for infection control

harm inasample list of seven residents without wearing the recommended Personal Protective Equipment (PPE). Findings Include:

The facility's policy COVID-19 Testing Plan and Response Strategy, effective 6/2020, states, Cohorting and managing care
Residents Affected - Some | for new/readmissions with unknown COV1D19 status (transitional/observational ares). This designated areais The Villas. The
required PPE for this areais face shields, masks, gowns, and gloves. On 8/19/20 at 9:45AM, V9, Wound Care Physician, was

observed making rounds at the facility. V9 entered the facility wearing awhite lab coat and an N95 mask covered by a blue

fabric mask. V6, Licensed Practical Nurse (LPN), accompanied V9. V9 and V6 went to the Villa's unit into R1's room. V6

donned a gown and gloves after using acohol based hand sanitizer. V6 was wearing mask and eye protection. V9 wore no gown. V9
performed hand hygiene and donned gloves and eye wear. V9 wore the same masks he entered with. Following wound care for

R1, V6 and V9 exited the room. V6 and V9 removed gloves and completed hand hygiene. V6 removed her soiled gown and disposed
of itin R1'sroom. On 8/19/20 at 10:01AM, V9 and V6 went from the Villas unit to unit D. On Unit D, V6 and V9 went into

R2's room to provide wound care. V6 and V9 followed the same PPE and hand hygiene process as described for the Villas

above. V9 wore the same lab coat (and no protective gown) he had worn for R1's treatment. When V6 and V9 finished R2's

wound treatment, both doffed PPE and performed hand hygiene. On 8/19/20, V6 and V9 went to Unit E. On unit E, V6 and V9

went to the rooms of R3, R4,R5, R6, and R7 in succession. V9 wore the same lab coat without a gown in each of these rooms.

On 8/24/20 at 11:22AM, V3, Licensed Practical Nurse (LPN)/Infection Preventionist, stated (V'9) should have worn a new gown

in every room he did wound evauationsiin. | have talked to him about the CoVid precautions before. On 8/24/20 at 11:32AM,

V6 stated, During wound rounds last week (V9) did not wear a gown or change his lab coat. | wore agown in all roomswe

went into. (V9) should have. (V9) left in the same Iab coat he wore in the facility for the whole visit. On 8/24/20 at

1:56PM, V9 stated, | suppose | should have worn a clean gown in al of the resident rooms | went in. | have a supply from

theclinic and | can wear agown into the rooms. | do wear a clean lab coat every day.
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