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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 record review the facility failed to maintain infection control standards to prevent
harm or potential for actual | the further spread of COVID -19 in the facility by failing to follow infection control precautions, proper use of PPE, hand hygiene
harm and include complete standard precaution directives in their infection control policy and procedure. Findings

include: 1. During observation of the Pleasant View unit on 7/27/20, at 9:50 A.M., the surveyor observed Certified Nurse's
Residents Affected - Some | Aide (CNA) #2 exit room [ROOM NUMBER] (a COVID-19 negative resident), after providing the resident direct personal care,
wearing a contaminated gown and contaminated gloves. CNA #2 was then observed carrying 2 Styrofoam cups, that the resident

had used to drink water from, down the hall to the kitchenette, open the door thus contaminating the door handles of the

door and faucet, obtain water and ice, walk back down the hall, re-enter room [ROOM NUMBER], wearing the same contaminated
gown and gloves and place the cups of water on the bedside table, all without removing his contaminated gown, gloves or
performing hand hygiene (HH). CNA #2 then emptied afull commode bucket into the toilet of room [ROOM NUMBER], replace the
dirty bucket back into the commode, remove his gown and gloves and exit the room without performing HH. CNA #2 then
adjusted the facemask of a Covid-19 negative resident from room [ROOM NUMBER], who was sitting in awheelchair in the hall,
with his contaminated hands. During an interview on 7/27/20, at 9:57 A.M., CNA #2 said that they don't change gowns, only

if they leave the unit. During an interview on 7:27/20, at 9:58 A.M., Nurse #1 said that they don't change gowns, only if

they leave the unit. 2. During observation of the Winthrop unit on 7/27/20, at 10:36 A.M., the surveyor observed CNA #1

enter room [ROOM NUMBER] B (a COVID-19 negative resident) without changing her gown or performing hand hygiene (HH)
before

donning gloves. The surveyor then observed CNA #1 perform personal hygiene and dress the resident in bed potentially

spreading COVD-19 to the negative resident. The surveyor then observed CNA #1 exit room [ROOM NUMBER], walk down the
hall

to the laundry chute to dispose of the soiled linen without removing gloves, performing hand hygiene or removing her gown.
During an interview on 7/27/20, at 11:29 A.M., the Director of Nursing said that she was not able to locate a policy on

what personal protective equipment is to be worn and when. She al'so said that there was no policy for performing HH before
donning gloves. Review of the facility policy titled Infection Prevention and Control, Topic--Standard Precautions and not

dated, indicated that hands are to be washed after removing gloves and between resident contacts and when viably soiled.

Further review indicated that gloves are to be removed promptly after use, before touching non-contaminated items and
environmental surfaces and before caring for another resident. The policy failed to indicate that hand hygieneisto be

performed prior to donning gloves.
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