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

Level of harm - Minimal Based on observations, interviews, and record review, the facility failed to implement their infection prevention and

harm or potential for actual | control program to mitigate the spread of infection in the laundry room. The facility failed to ensure adherence to their

harm infection control policy as evidenced by failure to ensure linens were handled appropriately, appropriate hand hygiene was
completed after removing the PPE, clean resident care equipment was appropriately covered and stored, and one of two clean

Residents Affected - Few linen carts was stored in the clean area of the laundry room. Findings included: On 6/25/20 at 10:20 am., atour was

conducted in the laundry room with the housekeeping supervisor. There were five blue cartsin the room, two small and three large.
The three large blue carts were lined up against the wall and covered with blankets. Both washing machines were

operating at the time. Both of the small blue carts were empty. One was located in front of a washer, and the other was

lined up with the dirty carts against the wall. The supervisor reported the small carts were for removing clean linens from the
washers. The smaller blue cart near the larger blue carts containing soiled linens was lined up against awall with

them. The supervisor agreed the clean linen cart should not be stored with the dirty linen carts. Photographic evidence was obtained.
At 10:25 am. Staff A, laundry attendant, pushed a large gray linen cart that had just been delivered, to the

back of the dirty wash room. She put on a gown and gloves (she was wearing a mask and glasses), and began sorting the

soiled linens. One of the washers had finished running, so she went over still wearing the gown and gloves, opened the

machine, and removed the clean linens from it. She placed them in the small blue cart that was located in front of it,

still wearing the gloves and gown she had just used for sorting the soiled linens. Next Staff A, laundry attendant took the cart with the
clean linens through a door to the clean side where the dryers were. She opened a dryer and placed the clean

linensin it while still wearing the dirty gloves and gown. She pressed the setting on the dryer and started it. She left

the small blue cart in the clean dryer room. She returned to the dirty wash room and went back to the soiled linens to sort them. At
10:30 am. in an interview with Staff A, laundry attendant, conducted through the housekeeping supervisor who

interpreted, she confirmed she had put on the gown and gloves and sorted soiled laundry. She aso confirmed she had removed clean
laundry from the washer and transported it to the clean dryer room while still wearing the soiled gown and gloves.

The housekeeping supervisor asked her to remove them. She disposed of the gown and glovesin atrash can near the sink.

Then she walked over to where the gowns and gloves were located, removed a clean gown and began opening the packaging. The
housekeeping supervisor confirmed Staff A, laundry attendant, had not performed had hygiene or washed her hands after

removing the contaminated gown and gloves. She instructed her to wash her hands in the sink. During the observation on

6/25/20, alarge metal rack with shelves was noted against the wall opposite the soiled linen carts, near the washer. There was a
basket on the top shelf with clean Hoyer slingsin it. They were not covered. Next to them on the same shelf were

some clean blankets sitting directly on the shelf. They were not covered. There were also two baskets on the second shelf
containing clean mop heads and cleaning cloths. They were also not covered. Photographic evidence was obtained. At 10:35

am. in an interview with the housekeeping supervisor, she agreed the clean items should not be stored on the dirty side of the laundry
room. She also reported that usually the clean carts for transporting clean linens from the washers to the

dryers should be kept in the clean drying room. On 6/25/20 at 1:45 p.m. in an interview with the Infection Preventionist,

she said the laundry attendant should have removed her gown and gloves and performed hand hygiene or washed her hands. The
DON (Director of Nursing) who was also participating in the interview, said the clean laundry cart should be stored in a

clean areain the clean dryer room. The NHA (Nursing Home Administrator) who was also present, said they already removed

the bins with the clean Hoyer slings, mop heads, and cleaning cloths. He said No, that's not where they should be stored.

Review of the policy, Department Guidelines-Laundry-Handling of Linen, dated 2013, reflected the following: Overview The
facility strives to reduce the risk of infection to the resident and employees. Linens will be handled aslittle as

possible and with minimal agitation to prevent gross microbia contamination of the air and person handling the linen. All

soiled linen will be bagged and/or placed in containers at the location where it is used. Linen heavily contaminated with

blood or bodily fluids will be bagged and transported in a manner that will prevent leakage. Sorting of linen is restricted to the
laundry area. Linen will not be sorted or rinsed in the resident room. Standard precautions will be followed when

handling soiled linens. Refer to the Standard Precautions procedures. Personal protective equipment (PPE) will be worn when
handling linen contaminated with blood or other potentially infectious body fluids. Linen may be washed using a detergent

and hot water washing, or utilizing low temperature washing when chemical's used are suitable for low-temperature washing

and at the proper concentration. Procedure 1. Wash hands after handling soiled linen and prior to handling clean linen,

even when gloves are worn. Transportation of Clean Linen 3. Cover stored linen to protect from contamination until the

linen is distributed for resident use.
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