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Level of harm - Minimal
harm or potential for actual
harm

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, record review, and staff interview, the facility failed to ensure all employees wore the required
 personal protective equipment (PPE) and performed hand hygiene when working in one (1) of four (4) sampled rooms for
 residents on contact precautions (Resident #3). The findings include: Based on observations, record review, and staff
 interview, the facility failed to ensure all employees wore the required personal protective equipment (PPE) when working
 in a room of one of four residents (Resident #3) sampled for contact precautions. This failure had the potential to affect
 73 of 73 residents in the facility. The findings include: Review of Resident #3's Annual Minimum Data Set ((MDS) dated
 [DATE], revealed he had a [DIAGNOSES REDACTED]. Review of the physician's orders [REDACTED]. The resident was
observed in
 his room in bed and Housekeeper (HK) #4 was observed in the room carrying a tray of dirty dishes with her bare hands. She
 was not wearing a gown or gloves. Without washing her hands, HK #4 put the tray down in the resident's room, went into the
 hallway, and obtained a gown from a cart. While putting on the gown, the ties dragged on the floor which she touched to tie the
gown. HK #4 went back in Resident #3's room without washing her hands and/or putting on gloves, picked up a towel and
 clothes off the floor. The DON prompted her to leave the clothes and the food tray in the room and leave the room. HK #4
 removed the gown, left the room and walked down the hall without performing hand hygiene. The Director of Nursing (DON) was
present at the time of the observation and instructed HK #4 to put on a gown and gloves. The DON stated the employee should have
had on a gown and gloves. Review of the facility's undated Pandemic Response Plan revealed that staff would be
 educated on PPE and hand hygiene. Review of the facility's in-service records revealed education on PPE and hand hygiene
 had been provided to the staff.
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