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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 document review the facility failed to implement appropriate infection control

harm or potential for actual | practicesrelated to re-usable face masks. This had the potential to affect all residents residing on the unit. Findings

harm include: During interview on 4/20/20, at 8:38 am. the infection preventionist (1P) stated one resident at the facility was on droplet

precautions for suspected Covid-19. The |P stated the resident had been tested  and test result was pending.
Residents Affected - Some | The IP stated the resident resided in room [ROOM NUMBER] of the unit designated for new admissions and those with or
suspected to have Covid - 19. During observation on 4/20/20, at 9:00 am. nursing assistant (NA)-A and licensed practical

nurse (LPN)- A exited room [ROOM NUMBER]. NA-A and LPN-A walked over to a desk at the end of the unit and put on face
masks that had been lying flat on paper towels on the desk. LPN-A left the paper towel on the desk and left the unit. room [ROOM
NUMBER] had a sign on the door indicating droplet precautions. At 9:12 am. LPN-A stated the staff wore masksin the

facility at all times. LPN-A stated prior to entering aroom with droplet precautions, the staff removed the mask and

placed it on a paper towel on the desk. LPN-A stated inside room [ROOM NUMBER] they each had amask and a face shield that
was also stored on a paper towel in the room. At 9:18 am. NA-A stated when leaving room [ROOM NUMBER], the staff took off
their personal protective equipment (PPE) and stored the face shield and the mask worn in the room on a shelf in the

bathroom on top of a paper towel and stated the equipment was not placed in abag. NA-A stated the masks and gowns were
thrown away at the end of the shift. NA-A stated the masks were not labeled but he and LPN-A had a system in which one

place their mask on the right of the shelf and the other on the left. At 11:43 am. the |P stated staff had received

education and training related to the use of PPE and re-usable PPE. The | P stated she struggled to find good material

related to re-use of PPE. Related to the storage of masks on the unit, the | P was not able to articulate the process staff

should be following. She stated some had sealable plastic bags and she had seen some of them laying the mask on paper

towels. An e-mail sent by the director of nursing on 4/20/20 at 3:20 p.m. indicated the following was the direction given

to staff when the masks were given to them: Extended/ Re-use Surgical Face Masks for Care Center Direct Care Staff, dated
4/11/20. - The facemask should be removed and discarded if soiled, damaged, or hard to breathe through. The mask isto be
discarded after 7 days of use. - Staff should leave patient care areaif they need to remove the facemask. - Facemasks

should be carefully folded so that the outer surface is held inward and against itself to reduce contact with the outer

surface during storage. - The folded mask can be stored between uses in a clean sealable paper bag or breathable container. Masks are
to be marked with the date received and care giver's name before use.
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