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

Level of harm - Minimal Based on facility policy, facility document review, observations and staff interview, it was determined that the facility

harm or potential for actual | failed to consistently follow guidance from the Centers for Disease Control (CDC) to appropriately don personal protective

harm equipment (PPE) at all times while in the facility and while transferring soiled linens and failed to provide proper

handwashing equipment for facility staff in one of two soiled utility rooms (first floor soiled utility room). Findings

Residents Affected - Some | include: Review of the facility policy COVID-19 Control Management Plan last reviewed on 3/2/20, indicated that all

visitors and staff are to don masks that covers their mouth and nose at all times and removed only for breaks. Review of
thefacility policy Linen Handling last reviewed on 3/2/20, indicated that when transporting soiled linens, staff are to

use standard precautions. During an observation on 7/14/20, at 8:35 am. Activities Employee E1 entered and walked to

central desk without donning a mask. Confirmed by the Director of Nursing at the time of the observation. During an

observation on 7/14/20, at 8:45 am. Nurse Aide Employee E2 was leaving the soiled utility room with her mask not covering

her face. Confirmed by the Director of Nursing at the time of the observation. During an observation of the first floor

soiled utility room, the hand soap dispenser had no soap available for staff use after transporting soiled items into room. During an
observation on 7/14/20, at 8:45 am. Laundry Employee E3 did not don a gown while transferring soiled linens from the soiled cart
into the laundry cart and linen bag was touching clothing. During an interview on 7/14/20, at 9:40 am. the Director of Nursing the
above observations. 28 Pa. Code: 201.14(a) Responsibility of licensee. 28 Pa. Code:

201.18(b)(1)(e)(1) Management. 28 Pa. Code: 201.20(c) Staff development. 28 Pa. Code: 211.10(d) Resident care policies. 28

Pa. Code: 211.12(d)(1)(2)(3)(5) Nursing services.
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