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Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observations, interviews and record review the facility failed to establish and maintain an infection prevention
 and control program designed to provide a safe, sanitary and comfortable environment and to help prevent the development
 and transmission of communicable diseases and infections for three (Residents #1, #2 and #3) of three residents and four
 (CNA A, CNA B, LVN C and CNA D) of four staff reviewed for infection control practices. 1. CNA A and CNA B failed to
 perform hand hygiene while providing incontinence care to Resident #1. 2. LVN C failed to wear proper personal protective
 equipment when going into presumptive COVID-19 positive resident rooms. 3. CNA D failed to wear proper personal protective
 equipment when going into presumptive COVID-19 positive resident rooms. These failures placed residents at risk for
 healthcare associated cross-contamination and infections. Findings Included: 1. Review of Resident #1's Admission Record,
 dated 09/28/20, revealed she was a [AGE] year-old female re-admitted to the facility on [DATE]. Resident #1 had [DIAGNOSES
 REDACTED]. Review of Resident #1's re-entry Minimum Data Set (MDS) assessment, dated 06/20/20, revealed she required
 extensive assist of one person for bed mobility and was frequently incontinent of bowel and bladder. Observation on
 09/18/20 at 11:15 AM of incontinent care for Resident #1, being provided by CNA A, revealed Resident #1 had a large bowel
 movement. After washing her hands and donning gloves, CNA A cleaned the resident's front peri area, turned her to her right side and
cleaned her bottom. Resident #1's draw sheet and fitted sheet were soiled with urine and stool and CNA A realized
 she had forgotten to get clean linens and verbalized she needed to go get the clean linens. CNA A removed her gloves, and
 without washing her hands, left Resident #1's room to retrieve clean linens. Approximately two minutes later CNAs A and B
 came back into the room, and without washing their hands, put gloves on. CNA A took the soiled, fitted sheet off from the
 left side of Resident #1's bed and along with the soiled draw sheet rolled them up and under the residents' right side as
 CNA B held Resident #1 on her right side with the soiled sheets rolled up under her. Without changing gloves or sanitizing
 her hands CNA A got the clean fitted sheet and placed it on the left half of the bed, got the clean draw sheet, and a clean brief and
placed them under Resident #1's right side under the dirty sheet and draw sheet. Together the CNAs rolled
 Resident #1 to her left side. CNA B then pulled the soiled linen out from under Resident #1, and from the bed, and placed
 them in a plastic bag. Then without changing her gloves or performing hand hygiene, CNA B rolled the clean linens and brief from
under Resident #1 and placed the clean fitted sheet on the right side of the bed, rolled the draw sheet and clean
 brief out and together the CNAs put Resident #1 on her back. CNA A brought the brief up through Resident #1's legs and
 together the CNAs fastened her brief, pulled her gown down, pulled her up in bed, covered her with a sheet and blanket, put her HOB
up and foot of bed down, and placed her call light in her reach. After removing their gloves, the CNAs then picked
 up the dirty linens and trash and went into the bathroom and washed their hands. In an interview on 09/18/20 at 11:35 AM
 CNAs A and B were asked when they were supposed to wash their hands, CNA A stated before and after care. CNA B nodded her
 head in agreement. CNAs A and B were asked at what other times were they supposed to wash their hands and CNA A stated if
 gloves were visibly dirty and each time they removed their gloves and CNA B nodded her head in agreement. When asked why
 CNA A had not washed her hands before leaving the room (to retrieve clean linens) CNA A stated she had washed them in the
 shower room, when she went to get the clean linen. In an interview on 09/18/20 at 12:30 PM the DON stated they were
 conducting a one to one in-service on handwashing with CNAs A & B. She stated she told them they needed to wash their hands
before they left a resident's room and when they returned to the room before resuming care. Review of an in-service, dated
 09/18/20, revealed, Peri care/Handwashing prior to entering room and upon exiting even if not providing care and helping
 reposition a resident/infection control. There was a separate sign in sheet for CNA A and CNA B for this in-service. Review of the
facility's policy and procedure titled Perineal Care, revised May 2007, revealed the following: Procedures: 1. Use a screen for resident
privacy 4. Gather necessary equipment. 5. Wash hands properly. Review of the facility's policy and
 procedure titled Hand Washing, dated June 2016, revealed, It is the policy of this community to cleanse hands to prevent
 transmission of possible infectious material and to provide a clean, healthy environment for residents and staff. Hand
 washing is considered the most important single procedure for preventing the spread of infections. 2. Review of Resident
 #2's admission record, dated 09/28/20, revealed he was a [AGE] year-old male admitted to the facility on [DATE]. Resident
 #2 had [DIAGNOSES REDACTED]. Observation on 09/18/20 at 11:42 AM on the presumptive COVID-19 positive hall, with the
DON,
 revealed LVN C was in Resident #2's room without an isolation gown on. She was leaning towards the resident and talking to
 him. When LVN C came out of the room the surveyor asked why she had not put a gown on and she stated she was just in the
 room answering the resident's call light. The DON replied to LVN C that she had to put on an isolation gown every time she
 went into a presumptive COVID-19 positive room. 3. Review of Resident #3's admission record, dated 09/28/20, revealed she
 was a [AGE] year-old female admitted to the facility on [DATE]. Resident #3 had [DIAGNOSES REDACTED]. Observation on
 09/18/20 at 11:45 AM on the presumptive COVID-19 positive hall revealed the DON standing outside of Resident #3's room and
 when she walked up to room, observed CNA D in the room and she had no isolation gown on. After CNA D washed her hands the
 CNA came out of the room, and the DON stopped her, and confronted her about not having an isolation gown on. During an
 interview on 09/18/20 at 12:30 PM the DON stated LVN C and CNA D were both getting written up for not having isolation
 gown's on while in a presumptive COVID-19 positive resident's room. She stated they had conducted a one to one in-service
 with both staff with return demonstrations of PPE use. She stated they were also conducting a one to one in-service on
 handwashing as well with CNAs A & B. She stated she told them they needed to wash their hands before they left a resident's room
and when they returned to the room before resuming care. Review of a facility in-service , Gowns, PPE in Warm
 (Presumptive COVID-19 Positive) Hall, dated 09/18/20, revealed All PPE, Gowns, Gloves, face shield or goggles must be worn
 anytime entering a room on the warm (presumptive COVID-19 Positive) hall. There was a separate sign in sheet for LVN C and
 CNA D for this in-service. Review of the facilities policy and procedure for Infectious Disease Outbreak Prevention,
 Investigation, & Procedures, undated, revealed: 5. Institute Control and Prevention Measures Controls may include isolating
individuals who are ill from those who are not ill .and using personal protective equipment (PPE) such as masks, gowns,
 gloves, etc. . 6. Educate Staff, Residents and Visitors .Reinforce the importance of handwashing and proper personal
 protective equipment use for all.
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