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

Level of harm - Minimal Based on observation, staff interview, and facility document review, the facility staff failed to ensure proper PPE

harm or potential for actual | (persona protective equipment) was worn while cleaning aresident room. Housekeeping staff were observed without agownin a

harm resident room identifed as being on contact/droplet isolation. Findings include: On 8/11/20 at approximately 10:55 am.

during an observation tour of the facility, OS (other staff) # 1 was observed entering a resident room with a contact
Residents Affected - Few precautions sign, and began mopping the floor. OS # 1 was wearing gloves and a mask. OS # 1 came out of the toom and into
the hallway to her cart. OS# 1 was interviewed about the use of PPE when cleaning rooms. OS # 1 stated | wear amask and

gloves; if the sign on the door says | should wear agown, | do .| go by the sign on the door. It was also observed that

not al signsincluded instruction other than see nurse and several signs had handwritten verbage added to the original

sign. On 8/11/20 at 11:00 am. the DON (director of nursing) was advised of the above observation. The DON was made aware
of the inconsistancy of the signs aswell. The DON stated There doesn't need to be asign; staff are to wear gloves, gown,

mask, and face shield in all resident rooms. The DON stated she could get the housekeeping supervisor for further

clarification of education provided to staff regarding PPE. A few minutes later, the supervisor, identified as OS # 2, came to the
DON's office. She was also advised of the above observation. OS # 2 stated OS # 1 was new to the unit, and was given PPE with
instructions to wear a gown, mask, gloves and face sheild. The DON stated | have seen (name of OS # 1) wear a gown before; not sure
what happened today. | will go and speak with her immediately. The DON further stated As of right now |

will go and make sure al the signs say the same thing. The facility policy Infection Prevention and Control Program for
Skilled Communities under V1. A. Contact Precautions included PPE- use gloves and gowns when in contact with the resident
or the resident's environment . The administrator and DON were made aware of the above findings during a meeting with
facility staff 8/11/20 at 11:30 am. No further information was provided prior to the exit conference.
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