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Level of harm - Minimal
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Residents Affected - Few

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observations, clinical record review, review of facility documentation, review of facility policy, and interviews, for one
sampled residents (Resident #1) reviewed for infection prevention during the COVID 19 pandemic, the facility failed to ensure safe
infection control measures to [MEDICAL CONDITION] transmission were implemented. The findings include:
 Resident #1's [DIAGNOSES REDACTED]. The Quarterly Minimum Data Set (MDS) assessment dated [DATE] identified Resident
#1
 required limited assistance with dressing and personal hygiene. A physician's orders [REDACTED]. A physician's orders
 [REDACTED]. The nurse's note dated 4/20/2020 at 9:00 AM identified that Resident #1 had a temperature of 100.5 degrees
 Fahrenheit, the Advanced Practice Registered Nurse (APRN) was notified, and orders were obtained to swab for COVID 19.
 Observation on 4/20/2020 at 2:40 PM with the Director od Nurses (DNS) identified Licensed Practical Nurse (LPN) #1 exited
 Resident #1's room and removed her face shield placing it on top of a personal protective equipment (PPE) cart and
 partially on mail stored on the PPE cart. LPN #1 appropriately cleansed her hands, cleansed the face shield, and left the
 vicinity. The DNS identified that LPN #1 should not have placed the face shield on the PPE cart and envelope and should
 have kept the face shield in his/her hand prior to cleaning. Additionally the DNS identified that since LPN #1 had placed
 the face shield on the PPE cart, he/she should have cleansed the top and bagged the letter. The DNS subsequently placed the envelope
in a plastic container for removal at a later time. The DNS cleansed the top of the PPE cart with disinfectant.
 Interview with LPN #1 identified that he/she had placed the face shield on the PPE cart and mail because he/she had a urine sample in
a bag in the other hand. The facility COVID 19 policy directed that contact and droplet precautions will be
 implemented for patients suspected or confirmed to have COVID 19 based on the Centers for Disease Preventions and Control
 to prevent transmission of infectious agents by droplets or contact.
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