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

Level of harm - Minimal Based on observations, staff interviews, areview of the facilities policies and procedures, the facility failed to ensure

harm or potential for actual | proper Personal Protective Equipment (PPE) was worn, and/or failed to ensure proper donning and doffing of PPE, and/or

harm failed to ensure handwashing was conducted in accordance with infection control standards and the facilities policies and

procedures. The findingsinclude: Observation on 4/20/2020 at 9:25 AM with the Director of Nursing (DNS) identified LPN #1
Residents Affected - Few exited a COVID 19 positive resident room, with atwo piece nylon outfit, and an untied short sleeved hospital gown that was worn
over the nylon outfit. LPN #1 stepped into the hallway, and the hospital gown was noted to be hanging off his/her left shoulder. LPN

#1 proceeded to adjust the hospital gown onto his’her shoulder with the gloves that were worn during care

whilein the resident's room. LPN #1, then touched the medication cart with hig’her contaminated PPE and picked up three
intravenous (IV) bags from the medication cart. LPN #1 punctured each IV bag to insert the tubing and placed them in the
drawer within the medication cart. LPN #1 did not doff her PPE upon exiting the resident's room and failed to wash her

hands. Interview with LPN #1 on 4/20/2020 at 9:40 AM identified the two piece nylon outfit was her persona item that she
had been wearing in the facility. LPN #1 indicated she rotated wearing her personal outfit with the facility approved

one-piece jumpsuit. LPN #1 further indicated she should have tied her gown before entering the room, doffed before moving
onto the next task, and washed her hands following removal of the PPE and did not. a Interview with the DNS on 4/20/20 at
9:42 AM identified she was not aware LPN #1 was wearing his’her own personal clothing, asit was not afacility approved
uniform, or part of Personal Protective Equipment. The DNS directed LPN #1 to remove her persona covering, and to don
facility approved PPE. b. Furthermore, the DNS indicated the hospital gown should have been secured at the time of donning
to prevent a breech in infection control practices. c. Lastly, the DNSidentified L PN#1 should have doffed the PPE upon
exiting the room and wash her hands before moving to the medication cart to resume her tasks. The DNSindicated LPN #1 did
not follow infection control guidelines for donning and doffing PPE, and did not follow the facility policy for

handwashing. Subsequent to the surveyors observation Corporate Nurse #1 provided LPN #1 with proper infection control
education as it related to handwashing, personal protective equipment, donning and doffing, and general infection control
practices. Review of the facility COVID 19 Response Plan, directed in part that Personal Protective Equipment (PPE) would

be utilized by clinical staff in the delivery of patient care as directed by the facilities policies and procedure for

contact, droplet or other precautions. Review of the facility policy for donning and doffing of Personal Protective

Equipment in part directed that when putting on a gown and/or apron the staff member would fasten the gown in the back of
the neck and at the waist. The policy further directed that after doffing PPE the staff member would clean and dry their

hands thoroughly. Review of the Personal Protective Equipment policy for COVID 19 Affected Unitsin part directed to change
hospital gowns, perform hand hygiene and apply new gloves between residents. After care had been performed, gloves and the
hospital gown are to be removed and placed in the dirty linen container in the residents room. Review of facility policy

entitled Handwashing directed in part, that the goal of handwashing was to prevent the spread of infection. Employees

should wash their hands before and after each resident contact. The policy further directed that hand sanitizer would be

utilized after contact with aresident and before exiting the resident's room.
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