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F 0830 Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Level of harm - Minimal Based on observation, medical record review, facility policy review and staff interview the facility failed to maintain

harm or potential for actual | acceptable infection control practices related to isolation precautions and handwashing for Resident #6 to prevent the

harm spread of infection. This affected one resident (#6) and had the potential to affect five additional residents (#4, #5, #7

and #8) who resided on the same hall. The facility census was 8. Findings include: Record review revealed Resident #6 was
Residents Affected - Some | admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. Review of the the Minimum Data Set (MDS) 3.0 assessment,
dated 03/31/20 revea ed the resident was cognitively intact with a Brief Interview for Mental Status (BIMS) score of 13.

Record review revealed the resident was placed on droplet isolation precautions on 05/26/20 due to being exposed to the
coronavirus while residing in the facility. On 06/02/20 at 7:15 A.M. observation of Resident #6's room revealed there was
personal protective equipment (PPE) placed outside of his room. However, there was no signage on the door or in the area
directing staff or visitors to see the nurse before entering (to note the need for precautions). On 06/02/20 at 8:02 A.M.
Statetested Nursing Assistant (STNA) #101 was observed to remove her gown and gloves into hazardous containers within
Resident #6's room. After doing this, she walked out of Resident #6's room and walked down the hallway. She did not first
wash her hands inside Resident #6's room before leaving. Interview with STNA #101 on 06/02/20 at 8:05 A.M. confirmed she
took her PPE off in the resident's room, but left the room and walked down the hall without first washing her hands before
leaving the resident's room. The STNA also confirmed she did not use hand sanitizer prior to leaving the room. Interview

with Assistant Director of Health Services (ADHS) #102 on 06/02/20 at 7:20 A.M. confirmed there was no sign outside
Resident #6's door to indicate that those who wished to enter the resident's room needed to see the nurse prior to entering for any

necessary safety/infection control purposes. Review of facility Guidelines for Contact Precautions policy, dated

05/22/18 revealed in the procedures for isolation precautions the facility was to post asign at the resident's door to

advise visitors to report to the nurse's station before entering the room. Review of facility Guidelines for Contact

Precautions policy, dated 05/22/18 revealed in the procedures for precautions visitors should be encouraged to wash their
hands upon leaving the residents room to prevent the spread of diseases between the community and the campus. The policy
aso stated to remove gown, if applied, before leaving the resident's room and wash hands immediately with antimicrobial
soap or awaterless sanitizing agent.
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