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

**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on observation, interview, and record review the facility failed to maintain transmission based precautions-droplet
harm or potential for actual | precautions during 1 of 4 observations of care. This failure potentially placed residents residing on Maple and Tamarac
harm wings at risk for respiratory illness. Findings include; Observation of care on 5/7/2 at 10:26 AM revealed NAC1 prepared to enter
R1'sroom. The resident room had signage on the door that indicated special droplet precautions were required to
Residents Affected - Few enter R1'sroom. NAC1 wore afacemask and correctly donned (put on) PPE (personal protective equipment) including gown, eye
protection (goggles) and gloves. After providing care NAC1 removed the gown and glovesin the room. NAC1 exited R1's room
wearing the goggles and amask. NAC1 walked to the Maple Wing nurse station and asked Staff 3 for wipes. NAC1 said she
wanted only the red wipes. Staff 3 said the wipes should be in central supply. NAC1 walked down the corridor to Tamarac
nurse station carrying a clipboard and equipment to measure vital signs. NAC1 walked to the main nurse station and back to
Tamarac nurse station. NACL1 finally located red wipes (germicidal wipesin ared topped container). NAC1 donned gloves and
used the wipes to sanitize her goggles while she walked down the hall. NAC1 put the goggles back on, removed the gloves and
sanitized her hands. On 5/7/20 at 11:27 AM NAC1 and NAC2 prepared to enter R1's room to provide care. NAC1 and NAC2
properly donned PPE to enter the room and properly doffed (removed) the appropriate PPE when exiting the room. NAC1 and
NAC?2 sanitized their goggles prior to exiting the room. During an interview on 5/7/20 at 11:50 AM was asked about the
process to sanitize her goggles when she completed R1's care this AM at 11:26 AM. NACL1 said bleach wipes were available in
R1's room to wipe down the goggles. NAC said she did not want to use bleach. NACL1 said the bleach wipes left a permanent
haze or fog on the goggles and NAC1 wanted to keep them clear. When asked about walking through the facility before
sanitizing the goggles. NAC1 acknowledged Oh, yes | walked all over and said she should have removed them at the room or
used the bleach wipes. NAC1 said she was trained about PPE and isolation precautions and said she knew what to do but just
did not think first. Review of admission records revealed R1 readmitted to the facility on [DATE] following a
hospitalization for non-COVID pneumoniawith acute [MEDICAL CONDITION]. R1 was placed on droplet precautions for a 14-
day period following readmission to observe for potentia signs or symptoms of COVID-19 infection. The observations and
interview findings were shared with the ADON (Assistant Director of Nursing) and Infection Control nursein an interview on 5/7/20
at 2:00 PM. The ADON said NACL1 told the ADON about searching for wipes with contaminated goggles on. The ADON said
NAC1 should have sanitized the goggles before leaving R1's room. The ADON said she reviewed proper procedure with NAC 1.
CDC droplet precautions per CDC website: Droplet Precautions. Everyome MUST: make sure their eyes, nose, and mouth are
fully covered before room entry. Remove face protection before room exit.
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