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

Level of harm - Minimal Based on observation, interview and policy review the facility failed to implement effective infection control practices

harm or potential for actual | related to the use and storage of personal protective equipment (PPE) to prevent the spread of COVID-19. This had the

harm potential to affect all 35 residents residing in the facility. Findings include: 1. On 09/09/20 at 8:23 A.M. observation

with the Director of Nursing (DON) revealed Statetested Nursing Assistant (STNA) #31 was observed to Resident #2's room.
Residents Affected - Many | Resident #2 was identified to reside in an isolation room on the facility quarantine unit related to COVID-19 The STNA

entered and then shut the resident's door without first applying an N95 mask. The Director of Nursing (DON) confirmed the
observation and indicated STNA #31 should have worn an N95 into Resident #2's room. Review of the facility undated PPE
guidance revealed when entering an isolation room, the following were required: N95 mask, face shield or goggles, gown and
gowns. 2. On 09/09/20 at 9:12 A.M. Registered Nurse (RN) #1 was observed standing outside Resident #5's room wearing an N95
mask and a face shield. Resident #5 was identified to reside in an isolation room on the facility quarantine unit related

to COVID-19. The room was a semi-private room with two beds in it, however only Resident #5 was residing in the room &t the time
of the observation. RN #1 was observed to remove her face shield and N95 mask and folded and placed the N95 mask in

her pant pocket. RN #1 then reached into Resident #5's room and obtained a used gown and N95 mask that was observed laying

on the unoccupied bed in the room. The RN proceeded to provide assistance to the resident. Before leaving the room, she

removed her used N95 mask and gown and placed them both on the unoccupied bed in the room. Interview with RN #1 at the time of
the observation revealed she leaves the N95 mask and gown on the bed and reuses them during her shift since there was

only one resident in the room. On 09/09/20 at 10:25 A.M. observation with the DON verified the N95 mask and gown laying on

the bed inside Resident #5's room. The mask was open to air on the bed and not placed in any type of bag. The DON reported

the resident was ambulatory in the room with awheelchair and could possibly touch the mask. There was no evidence of paper bags
(for PPE storage) on the unit. The DON revealed staff should be utilizing brown bags to store their N95 mask but were

not based on this observation. Review of the facility COVID-19 policy, dated 03/04/20 and revised 08/31/20 revealed the

facility would provide employees with a brown paper bag at the beginning of every shift and the employee would write their

name on the bag with amarker. The employee would utilize the paper bag to store their mask when not in use during their

shift. If an employee goes on break, uses the restroom, leaves patient care areas, etc., the mask would be removed and

placed in the marked brown paper bag. This deficiency substantiates Complaint Number OH 389.
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