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

Level of harm - Minimal Based on review of facility policy, observations and staff interviews it was determined that the facility failed to ensure
harm or potential for actual | implementation of an effective infection control program for 4 out of 7 residents on droplet precautions in the 800 and 600 hallways
harm (Resident 1, 2, 3, and 6). Findings include: Review of facility policy titled PPE Requirements based Upon Clinical Situation, dated
May 21, 2020 revealed COVID19 positive patient = N-95 mask, universal eye protection, gowns, and gloves.
Residents Affected - Some | Observation on July 14, 2020, at approximately 11:39AM outside of Resident 6's room reveaed an isolation bin; Nursing
Assistant 2 (NA2) entered Resident 6's room to deliver ameal tray without wearing agown. NA2 exited the room, utilized

hand sanitizer, then retrieved another tray from the food truck. At approximately 11:40AM Nursing Assistant 1 (NA1) entered
Resident 1's room to deliver ameal tray without wearing a gown, and an isolation bin was observed outside of Resident 1's

room. Resident 1 was in awheelchair between the bed and the window facing the head of the bed. NA1 walked between Resident 1
and the window, was in close proximity to Resident 1, to place the meal tray on the over the bed table in front of

Resident 1. At approximately 11:41AM, Nursing Assistant 2 (NA2) retrieved atray from the food truck and entered Resident

1's room without wearing agown. NA 2 revealed to NA 1 that the incorrect meal tray was delivered to Resident 1. NA2 walked
between Resident 1 and the window, was in close proximity to Resident 1, to replace the meal tray on the over the bed

table. The medl tray retrieved from Resident 1's over the bed table was then placed on the over the bed table for A bed in

the same room. Both NA1 and NA2 exited the room and utilized hand sanitizer. During an interview with NA2 on July 14, 2020, at
approximately 11:43 AM, it was revealed that all of the isolation bins outside of rooms on the 800 hall were for

residents who were confirmed positive for COVID19 or pending aresult of aCOVID 19 test. Surveyor then asked NA2 if agown
should be worn to deliver meal trays, and NA 2 replied, isolation gowns are worn when they provide care to residents on

isolation precautions. During an interview on July 14, 2020, at approximately 11:45 AM with Licensed Practical Nurse 1 (LPN 1) it
was stated that gowns should not to be worn when delivering ameal to aresident on droplet isolation precaution

because the staff shouldn't be near the food truck with agown on. LPN1 stated that she would check with her supervisor and get back
with the surveyor to verify is staff should wear a gown when serving a meal to aresident on droplet precautions.

Observation on July 14, 2020, at approximately 11:45AM, NA1 was delivering ameal tray to Resident 2 without wearing a

gown, and an isolation bin was observed outside of Resident 2's room. Observation on July 14, 2020, at approximately

11:46AM, NA2 entered Resident 3's room without a gown on, and an isolation bin was observed outside of Resident 3's room.

NA 2 asked Resident 3 if she wanted alunch tray, and then exited the room. On July 14, 2020, at approximately 11:50AM,

LPN1 informed the surveyor that a gown should be worn when delivering meal trays to residents on droplet precautions.

During an interview with the DON on July 15, 2020 at approximately 1:00PM it was revealed that the expectation is for staff to wear
agown into adroplet isolation precaution room at any time, to include when delivering meal trays. 28 Pa Code

211.12(c)(d)(1)(5) Nursing Services
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