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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, record review, and interview the facility failed to ensure signage was posted on 2 (Resident #1 and
harm or potential for actual | #2) of 2 case mix residents’ doors who required droplet precautions; the facility failed ensure face masks were worn
harm properly and dirty linen was handled in such away as to prevent the possible spread of COVID-19. These failed practices

had the potential to affect all 22 residents as documented on alist provided by the Administrator on 6/17/2020 at 8:52

Residents Affected - Many | am. The findings are: 1. On 6/17/2020 at 9:30 am., Housekeeping Staff #1 was wearing a facial covering. The facial

covering was not covering Housekeeping Staff #1's nose. The Housekeeping staff then pushed a housekeeping cart down the

hall past clients with her nose exposed. 2. On 6/17/2020 at 9:37 am., Housekeeping Staff #1 was sweeping in aresident's

room. Housekeeping Staff #1's facial covering did not cover the staff member's nose. Resident #3 and Resident #4 were

sitting in the room at thistime. 3. On 6/17/2020 at 9:45 am., Housekeeping Staff #1 was asked if she had been trained on

how to wear facial coverings. Housekeeping Staff #1 stated, Yes. | know thisoneisloose, and it does fall. It is supposed to be over
the nose, but it falls. | have awhole bag full of them. 4. On 6/17/2020 at 11:14 am., Assistant Director of

Nursing (ADON), the facility's infection preventionist, was asked if afacial covering should cover a staff member's nose.

The Assistant Director of Nursing stated, Yes.

5. Resident #1 was admitted on [DATE] and had [DIAGNOSES REDACTED)]. a A physician's orders [REDACTED]. b. On
6/17/2020 at

9:15 am., the resident was laying on her bed in her room. There were two red biohazard containers in the room and a there

was athree-drawer plastic chest outside of her door. There was no sign on the resident's door to indicate what type of

infection control precautions the resident was on. At 10:00 am., adroplet precautions sign was on the door. Licensed

Practical Nurse (LPN) #1 was asked, Was that sign on the door earlier? She stated, No. She wasin aroom at the end of the

hall and we moved her up here last night. We didn't move the sign with her. It should have been moved with her last night

when she changed rooms. 6. Resident #2 was admitted on [DATE] and had [DIAGNOSES REDACTED]. a A physician's orders

[REDACTED]. b. On 6/17/2020 at 9:02 am., the resident was in her room. There were two red biohazard bins in the room.

There was no sign on the resident's door to indicate what type of infection control precautions the resident was on. At

9:29 am., LPN #1 stated, She just came here yesterday. She came from the Assisted Living Side after being in the hospital. The LPN
was asked, |s she on isolation? She stated, Y es. They automatically go on for fourteen days. The LPN was asked,

What type is she on? She stated, Contact Isolation. The LPN was asked, |s there a sign on the door to indicate what type of isolation /
precautions sheis on? She stated, No. The LPN was asked, Should there be a sign on this door? She stated, Yes. Absolutely. 7. On
6/17/2020 at 9:03 am., Restorative Aide #1 was walking down the hall carrying un-bagged linen. She was

carrying the un-bagged linen in her right ungloved hand, to the soiled linen room. At 1:14 p.m., the ADON was asked, Should she
have been transporting un-bagged dirty linen down the hall? She stated, No. They should have been bagged.
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