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F 0830 Provide and implement an infection prevention and control program.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Level of harm - Minimal Based on review of the medical record, observation, staff interviews, review of facility notice to staff, and review of

harm or potential for actual | facility policy, the facility failed to follow their policy for use of personal protective equipment (PPE) when staff did

harm not use clean gloves when providing ameal to one (#135) resident. Additionally, staff did not follow facility guidelines

for proper use of PPE to prevent the spread of COVID-19 for 23 residents (#140, #141, #142, #143, #144, #145, #146, #147,
Residents Affected - Some | #148, #1409, #150, #151, #152, #153, #154, #155, #156, #157, #158, #159, #160, #163, and #164) residing on the 300 Hall,
identified for non-COVD-19 infected residents. The facility census was 76. Findings include: 1. Observation on 08/31/20 at 9:20

A.M. revealed Licensed Practical Nurse (LPN) #302 working the 300 Hall, which housed non-COVID-19 residents, wearing

two surgical masks. Interview on 08/31/20 at 9:21 A.M. with LPN #302 verified she was not wearing a N95 or KN95 mask. LPN
#302 stated she was told the facility did not have any extraN95 or KN95 masks, therefore she wore two surgical masks.

Review of an undated facility notice to staff documented All staff need to wear KN95 while in the building. Interview on

08/31/20 at 10:36 A.M. the Administrator verified effective approximately on 07/11/20 all staff were to wear a KN95 mask

when in the building. The facility identified 23 residents (#140, #141, #142, #143, #144, #145, #146, #147, #148, #149,

#150, #151, #152, #153, #154, #155, #156, #157, #158, #159, #160, #163, and #164) who reside on the 300 Hall. 2. Review of
medical record for Resident #135 revealed an initial admission date of [DATE] and re-entry on 07/25/20. [DIAGNOSES
REDACTED]. Review of Resident #135's most recent Minimum Data Set (MDS) assessment, dated 08/01/20, revealed the resident
was cognitively intact. Observation on 08/31/20 at 11:34 A.M. revealed State tested Nurse Aide (STNA) #207 to don PPE to
enter Resident #135's room to deliver the meal tray. Observation of STNA #207 revealed the staff was already wearing a KN95 mask
and eye goggles. STNA #207 first put on gloves then a gown. While wearing the gloves, STNA #207 opened four bins

containing PPE which were located outside of room [ROOM NUMBER], #203, #204, and #209. STNA #207 was provided booties
from

STNA #205 and with the gloved hands, STNA #207 placed foot booties on STNA #205. With unchanged gloved hands STNA #207
then took Resident #135 the meal tray and opened the cups and food container. Interview on 08/31/20 at 11:37 A.M., STNA #207
verified opening PPE compartments to locate foot booties, placing foot booties on STNA #205, and then delivering and

opening Resident #135's meal items all while wearing the same gloves. Review of the undated facility policy titled Personal
Protective Equipment Using Gloves verified gloves are used to prevent the spread of infection and gloves are placed after

putting on the gown. This deficiency substantiates Master Complaint Number OH 5322 and Complaint Number OH 5328.
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