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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 review of the facility policy, the facility failed to properly contain coronavirus
harm or potential for actual | (COVID)-19 for four (4) of six (6) sampled residents (Resident (R)#3, R#4, R#5, and R#6) residing on the COVD/Observation
harm Unit. During the observations a Certified Nursing Assistant (CNA) did not clean her hands after removing personal

protective equipment (PPE) and prior to putting on anew pair of gloves. Findings include: Review of the facility's policy

Residents Affected - Few | titled, Infection Prevention and Control Program dated 10/2017 indicated under the heading of Hand Hygiene Protocol: All

staff shall wash their hands . between resident contacts .after PPE removal . During the observation on 8/11/2020 at 12:15

p.m. on the COVID/Observation unit, CNA AA exited the shared room of R#3 and R#6. Review of the facility documents

indicated R#3 and R#6 tested positive for COVID-19 on 7/27/2020. CNA AA removed her gloves, and then the gown. CNA AA
retrieved a new pair of gloves and gown from a PPE cabinet. CNA AA put on agown and then the gloves without first cleaning her
hands. CNA AA put on the PPE to go into the shared room of R#4 and R#5. Review of the Administrator's emails on

8/25/2020 and 8/27/2020 indicated R#4 was newly admitted to the facility on [DATE] and placed into the COVID/Observation

Unit as a new admission. R#5 had been admitted to the facility on [DATE] and placed into the COVID/Observation Unit at that time.
On 7/29/2020, the facility completed routine testing and R#4 tested positive for COVID-19 on this date. R#4 was not exhibiting
signs and symptoms of COVID-19 on 7/29/2020 when he/she tested positive. R#5 refused to be tested on [DATE]. Based on R#4
and R#5 being roommates for 14 days on the observation unit, the facility concluded that R#5 would also be

positive for COVID-19 and decided to keep them in the same room together as allowed by the Department of Public Health
guidelines. R#5 agreed to be tested for COVID-19 on 8/23/2020 and the results were negative. In an interview on 8/11/2020 at 12:25
p.m., the Infection Preventionist Nurse indicated staff needed to disinfect their hands prior to putting on the

PPE. In an interview on 8/11/2020 at 12:37 p.m., CNA AA indicated she had been trained to clean her hands after removing

al PPE, after taking off dirty gloves, after touching something dirty, before entering a resident's room and after

entering the resident's room. Review of CNA AA'sin servicing documents indicated CNA AA had completed hand hygiene
competency validation on 8/7/2020 and donning and doffing personal protective equipment (PPE) contact Isolation Precautions Skills
Competency Checklist on 7/20/2020.
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