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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, record review and interview, the facility failed to ensure infection control measures werein place
harm or potential for actual | related to the absence of an isolation cart and a biohazard bin for two isolation rooms with residents being monitored for
harm possible COVID -19 infections. (rooms [ROOM NUMBERS]) This had the potential to affect 4 of the 4 residentsin those rooms.
Finding includes: On July 15, 2020 at 10:00 am., rooms [ROOM NUMBERS] were observed. There was signage on the doors which
Residents Affected - Some | indicated the residents were on droplet isolation precautions. There was no isolation cart (a cart containing disposable
gowns, masks, gloves and face shields) outside of the room. The Director of Nursing (DON), opened the door to the rooms and
looked inside, the carts were not inside the rooms either. There were no biohazard bins observed. The DON indicated there
were no biohazard binsin the room at that time. At 10:10 am. LPN 1 was observed walking down the hall towards room [ROOM
NUMBER]. She had amask and face shield on. She was carrying a disposable gown and gloves, She donned the gown, then put on
the gloves and entered the room and shut the door. At 10:20 am., the LPN exited the room wearing only the mask. She
indicated she had hung up the gown and faceshield on a hook on the door and thrown the gloves away in the garbage can. The
policy, titled I solation-Initiating Transmission -Based Precautions, revised August 2008, was received from the DON on July 15,
2020 at 11:40 am. The policy indicated, 6. a. Ensure that protective equipment (i. e., gloves, gowns, masks, ect. ) is maintained near
the resident's room so that everyone entering the room can access what they need . 6. c. Ensure that a
laundry hamper and appropriate waste containers are placed in/near the resident's room and lined with ared plastic liner
During an interview with the DON at the time of the initial observation, she indicated there should be an isolation cart
and biohazard bin in the rooms. 3.1-18 (a)
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