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request for an action plan. 
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lnlnNluction 

TIie Office of the Seaatary of the ~l•liMt of Velerane Affairs (VA) ,ec eirfed a 
1efenal from 1he Office of Special Counsel on May 23. 2023, for a fonnal ~. 
&msaquenlly, the Under Seaela-, for Health directed 1hat the Office of the Medical 
lnspecb assemble and lead a VA team to investigata allegations concerning the 
Central Virginia VA I loallhcale Syslam1& medical cenlel {heleafter Ridvnond), loca1ad 
in Richmond. Virginia. The whidleblower, who consented to 1he release of their name. 
alleged conduct that may constitute a violation of law, rule or ragulation, and a 
substantial and specific danger 1D public health and safety. '-Ne conduded an 
ooannounced site visit to Richmond on July 24. 2023, and inspedad the entire laundry 
facility. V¥e conduded virtual interviews wilh 11 staff members on August 22. 2023. 

Specific Alleptlons of the Whill1leblower 

1. Richmond VAMC laundry selVice emplo,raes have found used S}'ringes 
{contaminated sharps) that appear to oontain blood or other substances in soiled 
textiles received from various patient C8l8 units. 

2. The Richmond VAMC has not repaired /ea#cs in the roof of the buikling that houses 
the laundty service allowing rainwater to enter and pool in certain worlc a,ea. 

VVe suba1an11at9 allegations when the fads and findings &1ipport that the aleged 
events or actions took place and do not aubatanttata allegations when the facts and 
findings showed 1he allegations are unfounded. We are unable to aubstantiata 
allegations when the available evidence was insufficient to support conclusion& with 
reasonable certainty about whether the aleged event or action took place. 
After careful review of the findings, we make the folla.ving conclusions and 
recommendations. 

Conclusions for Allegation 1 

• We eubatantiata that Richmond laundry service employees have found used 
syringes (contaminated sharps) and other medical waste in the soiled linen while 
they are sorting the linen from various patient care units. 

• By not having Nib'"o gloves with extended cuffs available for use by laoodry service 
staff sorting soiled linen, Richmond is not in compliance with Hea~re 
Environment and Facilities Program (HEFP}. Textile care Procedure Guide {TCPG) 
and in this instance, constitutes a specific danger to the health and safety Of laundry 
service employees. 
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• Rid■nond does nal have a docurnenad policy or slandard c.,-16ng prooecue 
(SOP) that oullines 1he ~ ID falaw when shalps or ala medical waala is 
found in the.,... lnan area. 

• Rid■nond does not have etfeclNe CMnight d 118 pmblem at slap& bind in the 
sailed linen since they are not formally trading, trending, or aeporting these 
occanances. 

• Infection Con1rol does not routinely make l'Ulfflds in the facilly. 

• l..anlry seNice empkJwees all! not con.pleCing a fuU daily blow dawn d al 
equipment that tt-r can safely reach to manage lint accunulation, 1hus they are no1 
in compliance with HEPPs TCPG. 

• The Veterans Heallh Admi:nisbation (VHA) HEFP CUJel1t guidance in ht TCPG 
does not include infonnatian related to 1he potential risks of finding sharps in the 
soled sort.lg process and the prawentive measures employees must take or the 
process employees should take to report find-.g sharps or being harmed by a sharp 
while sorting &Oiled linen. 

RaconnHdatlone to Richmond 

1. Verify that all laundry service staff have access to and use the Nitro gloves with 
extended cuffs and a minimal lhidcness of 15 ml for use when sorting soiled 
laundry. Verify that staff use these gloves consistently for staff safety and 
compliance with HEPPs TCPG requnment. and address any non-axnpliance as 
indicated. 

2. Establish linen cart tracking sygtem to be ab1e to determine which location(s) are 
sending laundry with sharps and other medical waste rterns to the laundry area. 

3. Educate all cHnical staff about properly disposing of all sharps found in linen and 
removing any debris that is on the bed or stretcher before linen Is removed and 
placed in soiled hamper. 

4. Develop an SOP for reporting sharps and other items found in linen during the soiled 
sorting process. 

s. Provide Joint Patient Safety Reporting training for all laundry service employees. 

6. Track and trend incidents of sharps or other medical waste In soiled laundry area. 
Monitor m1d report results to the appropriate facility committee. 

7. Establish monthly inspection rounds by the Infection Control SeNice or Department 
in the soiled linen area, until incidents of sharps found are resotved. 
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8. MallllgB intaccumullltian wilh a ful daly blow dawn dal equipmanl to be 
compliant wilh HEPF's TCPG requnment. 

RllcGmnlel ddoa ID VHA 

1. Review 1-EFP guidance in the TCPG document. Callidar lnckdng an OWfView 
relaled ID 118 polelltial risks d mding slaps in the soiled aoding pRXBII, the 
pll!Y8llti\4e rneaauraa ernpk)\l\les must tam. and the pR.JCeSS emplofees should 
folow to report an incident of finding sharps or being harmed by a sharp while 
sol1il lg soiled finen. 

Conclualona for Allaplion 2 

• We do not a4d•lantlada that Richmond has not repaied leaks in the roof d the 
buiding that houses the tamdry wvice. Hotr1ewn, there is stil walBr pooling from 
machinery leaks and ,eported ceiing leaks in the laundry facility. 

Reco1111118ndation to Richmond 

9. Coordinate wilh Veterans Integrated Services Network (VISN) 6 Industrial Hygiene 
and Facilities lead to inspect the laundry facility ceiling to delenni ie source d 
leaking water. Once determined, formulate and execute a plan to property repair the 
areas in the ceiling that are leaking. 

Recommendation to VISN I 

1. Provide oversight of lhe ceiling inspection of Richmond's laundry facility to determine 
the source of leaking water and the plan to property repair the areas in the cetling 
that are leaking in Richmond's the laundry facilty. 

Summary Statament 

We devefoped this report in consultation with other VHA and VA offices to address the 
Office of Special Counsel's concerns that Richmond engaged in conduct that may 
constitute a violation of law, rule, or regulation; gross mismanagement; abuse or 
authority; or a substantial and specific danger to the public health or safety. We 
reviewed the aUegations and determined the merits of each, and the National Center for 
Ethics in Health Care has provided a health care ethics review. We found the Richmond 
laundry service employees have found used syringes (contaminated sharps) and other 
medical waste in the sailed linen while they are sorting the linen from various patient 
care units which does constitute a specific danger to laundry employees sorting soiled 
linens. We did not find Richmond has not repaired leaks in the roof of the building that 
nouses the laundry service. 
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L .... G .. ~ 

The Ollice of._ Seaetaty of 1he Depa1111ent of Veterans Affairs (VA) receiwed a 
:el rral trm the Office d Special rAUl5d on May 23. 2023. for .. bnml resoUion. 
SW:laa111181'111Y.1he Under Seaelat far I leallh dilecled that the Offlce of Iha Hatlc:af 
lnspedoi" aawnble and lead a VA am to in\ estig• al?glliuas ca110e1nng the 
Central V'ilgira VA I leaHhcan, Syslem"s maclcal cane· (hefeafter' Richmond), bated 
in Richmond, Virginia. The whidleblower, who COIIISel"9d to the Rile: 118 d their name. 
aDaged conduct that may constil•tlB a violation of law, ·rule or reglmtion. and a 
substantial and &peGffic danger to pubic health and safety. \Ne conductad an 
u1"181111CJlD:a &ile visi to Rict.mond on JuJt 24. 2023, and nspedad Iha aD& laundry 
facilly. 'We conduded virtual interviews wilh 11 stat mermen on August 22. 2023. 

L FaclitJPmflle 

Richmond. part of Veterans Integrated 5ervices Network (VISN) e. 00naials of one 
medical center located in Richmond, Varginia and aix commLnty-based outpatienl 
dinica located in Fradericlcsburg (Southpoint. Massaponax, and Mary W8shing1Dn 
locationa), Charloltesville, Emporia, and Henrico, Vnginia. The Central Vrrginia 
catchrnent area has an estimated popiJation of 200,000 Veterans. Richmond is a 349 
operating bed medical <alter that offers primary, secondary, and tertiary diagnostic and 
therapeutic health services in medicine. surgery, mental health, dental, neurology. 
rehabilitation medicine, transitional care, oncology including radiation therapy, acute 
and chronic spinal cord Injury, skilled nursing home care, and pa.Diative care to a 
primarily adult and geriatric population. The medical center seNeS as one of the 
Veterans Health Administration's (VHA) five Polytrauma Rehabilitation Centers. 

It. Specific .Allegations of the Whiatleblower 

1. Richmond VAMC laundty service employees have found used syringes 
(contaminated sharps} that appear to contain blood or other substances in soiled 
textiles received from various patient care units. 

2. The Richmond VAMC has not repaired leaks in the roof of the building that houses 
the laundry service aHowing rainwater to enter and pool in certain wade at98S. 

IV. Conduct of Investigation 

The VA team conducting the investigation consisted of the Medical Inspector and a 
Clinical Program Manager, both from the Office of the Medical Inspector, and the Acting 
Deputy Chief, VHA Environmental Program Services who served as subiect matter 
expert (SME). We held a brief meeting with Richmond's Acting Director and Richmond's 
Chief of Environmental Management Services at the end of the site visit. 
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We 1181d a virtual ••aa aid exl Lia&:.;, lhe folDwir'II VISN 6 and Ricl■,ulll ... 
• Ri:tw11011d Acting DiradDr (ASloc" I Diradl0r) 

• Richmond Associate Oirec:tDr for Patie.d Care Senricas 

• Ridwnond Assistant Dlraclor 

• Richmond Chief, Quality Management 

• Rict.mond Executiv9 Assistant to the Director 

• VISN 6 Quality ManagemeM Officer 

Vie interviewed the following RictdnOrld eq,loyees: 

• Fact Finding Investigator 

• Infection Control Nurse 

• Patient Safety Manager 

• Laundry Facifity Employees (6) 

• Laundry Facility Manager 

• Chief, Engineering Service 

Y. Background, Flnd1nga, Conclusions. and Recommendations 

Allegation 1 

Richmond VAMC laundry service emplo-yees have found used syringes (contsminatsd 
sharps) that appear to contain blood or other substances in soiled textiles received from 
various patient care units. 

Background 

Laundry facilities perform distinct functions in two separate ~reas: soiled linen sorting 
and washing on the soied side; and drying, ironing, folding, and packing on the clean 
side. Employees working on the soiled side receive used linen from a sending area and 
hand sort it into bags based on type (sheets, blankets, pajamas, etc.). Once sorted, and 
depending on delive,y needs, they process linens through the washing machine. 
Employees working on the clean skle then dry, press, and fold the textiles before 
packing for shipment back to a user area. During the pressing and folding process. 
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lauray WOf1mrs visualy impact lhe linllns for slans. taara. aid overall di I li:www. 
lnns that fail visual inapeclion go bade. ta the salad aide where they are re aorted for 
eilhar re-washing or ,eqdng (rag out). 

The Richmond......, family ptDWides taxlile C8le seMCaS 1o two--. Richmond and 
Hampton VA Medical Centers (VAMC). The Richmond laundry faclily was designed ID 
process 5.2 milion pounds al 191il es annually. OJMWatiliQ 5 days per week. Presently. 
1he fac:ifily is processing 2.3 milion pounds of lexfile I annualy. 

Although conlaminaled textiles and fabrics in health care facilties can be a source of 
subsaantial oombers of pathogenic rnicroo,ganisms. reports of health care a&&ocialed 
diseases linked to Cl0l1laminatBd fablics are so few i'I m.anber that the overall risk of 
disease bansmission during the laundry process is My negfigible. laundry workers 
should wear app,opriale personal poteclive equipment induding gkwes and prct8dive 
garments while BOiting soiled fabrics and textiles.' 

The VHA Healthcare Environment and Facilities Programs (HEFP) current guidance is 
outined in 1he draft Textie care Procedure Guide {TCPG) dated 2022. This guide 
includes personal protective equipment guidance on the use of Nitrile-type gloves with 
an American National Standards 10$titute (ANSI) punctute rating of 2 (on a 0-5 scale), 
with a minimal thickness of 15 mil and with an extended cuff. 2 Part of the procedures 
outlined in the TCPG includes cheddng for foreign items such as sharps (syringe 
needles, scalpels), adhesive tape, trash. pens, and food.3 We noted that the TCPG is 
posted on the internal HEFP website and that the document ls stil considered a draft 
because it has not been fonnally published. However. VHA HEFP ~ has 
directed the field to follow guidance contained in the TCPG document 

Findings 

On the day of the site visit. the investigative team·s SME immediately noted that the 
laundry employee sorting the soiled linen was not wearing Nitro gloves (also known as 
Nitrile-a>ated gloves) with the extended cuff as racommended by the TCPG. Upon 
further inspection. the employee was wearing two pairs of standard latex rubber gloves 
that appeared too sman for the employee. We found the recommended Nitro gloves with 
extended cuff are not available to Richmond laundry employees. Upon follow-up with 
the laundry manager on August 22, 2023, we learned Richmond is working with vendors 
to provide several glove options for laundry employees for trial purposes. Additionaly. 
the laundry manager has consulted with the facility Infection Control nurse regarding the 
need for puncture resistant gloves in the soiled sorting area. 

1 Guidelines for Enviromlemll lnfedlon Control In Health-Care Faciliies (2003), 

2 1 mil • 111000 of an Inch. 
3 VHA Healthcare Erwtronrnent and Facilltlet Programs, Environmet1tal P,ograma Service. Texda Care~ 
Guide, dated 2022, flttp:Jtyaww.h@fp va,qc,YfsilljldelaUMj!Uc'Jilee/2023: 
011EPS%2QTpll';d20Cp%20PrpcedUJt"2QGuide%:2.Qdl, 
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The investigative leam received samral Ul:4at d photognrphs of 'Visl>le sharps. 
syringes. and olhet' depoeable equipment conlal:r *d with blood o, oiler tltids and 
IIMdi~ in the soiled linen 80l1ing area. Of the six laundly atipbjlaes we 
u1ta.-liewed. four reported findng a variety« medical waste in soiled lnens wiltml the 
last 6-12 months and twr, f!li1Jq'BBS reporlBd finding such ilems within 3 weellS prior to 
1heir interview with our team. Employees de8aibed discarded sterile packaging. UNISed 
syringes that ara stiD sealed in packaging. as weO as syringes wilh Ul1C8l,1Ped needles 
allached and syringes with lquid or blood content mixed in with SOied linens. Some 
emploJeeS Jepolled wilnessing the sharps mllaia.er lhey use to discard sharps and 
syringes overflowing in the launctry arva on mare than one occasion. At the time of 1he 
sile visit. staff illformed us that the laundry location was not on 1he regular schedule lo 
have their sharps container emptied. However, at the time of the villual interviews on 
August 22, 2023. laundry en1)1oyees reported 1hat the sharps container is ncM on a 
routine schedule that iS emptied by a lhinl-party coa1badot. 

The soiled linen from the Hampton VAMC comes in green bins. This is a different color 
from Richmond's soiled inen bins. Richmond does not have a tracking system in place 
to identify the location laundry bins of soiled finen come from within the facility. There is 
speculation from the many staff interviewed that the soiled lirw1 con1aining sharps and 
medical waste comes from Richmond's operamg room. There is no tracking. trending. 
or reporting of sharps or other medical wasle in soiled linen. The Infection Control nurse 
became aware of the issue of finding sharps in 1he soiled linen area in April 2022 and 
shared the information irnmediataty with the Richmond Nurse Manager group. On 
April 21, 2022, the Infection Control nurse also sent an "Educational Tidbit" email to all 
clinical staff instructing them to remove any debris that is left on bed °' stretcher linens 
prior to removing the linen. 

We also learned that in August 2022 and May 2023, Richmond's leadership distributed 
an email to all employees that stated, •1n alignment with High Reliability Organization 
principles, we must support front-line staff and anticipate risks. Please use extra caution 
with needles, syringes, and any other sharp object to ensure proper disposal in sharps 
containers. Please do not throw any item that can hann someone into a trash can, and 
also check the dirty linen as it is being removed from a patient's room. We must ensure 
all of our team members are safe and don't accidently get injured.· 

The laundry employees we inteNiewed reported being very comfortable reporting safety 
concerns to their supervisor, but they did voiee concern regarding follow-up. Laundry 
seJVice leadership reported there are daily moming and afternoon huddles with all 
employees to share information. However, the laundry employees we spoke with 
indicated they do not receive feedback about the incidents they report. None of the 
laundry employees were familiar with the Joint Patient safety Reporting {JPSR) system 
nor could they reference a policy they follow for reporting sharps or other debris in 
soiled Hnen. Richmond does not have a documented policy or standard operating 
procedure (SOP) that describes what procedure staff should follow when a sharp or 
other medical waste is found in the soiled linen area and there is no tracking, trending, 
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ot 1epc)Mlg d such incideills. Ai•lili1111}1• wa laamad that lnfec:tian Contml mases me 
not requilad to mulinely ma11e l1Ulda .a the laundry Idly. 

Upon fullla' reiview of HEFP guidance oullned m lhe TCPG. we note thal there is no 
owrview raated to .. polential riaks of findilig 8l&ps in the soied sal&'9 pn,cesa a'ld 
1he pn,ventive maaawas emplorees must take. We did rd find any lefel81108 in the 
TCPG that describes Iha 1>1rocess ernplovees should take lo l9POlt fi.td119 ahalps or 
being banned by a sharp while 80fting SOlled linen. 

During the onsi1e facility lour, the investigative team's SME naiad Richmond laundly 
S8IYice employees were not completing a daly blow-down of all equipment ID remove 
accumulafled int The TCPG requires the dean side of the laundry plant to be deaned 
daily, to include sweeping, mopping, wasle removal, blow down of equipment. and 
disiJnc:tion of surfaces. Surfaces must be deaned of di1 and debris before they can be 
property t.11&i1fecled. Rictllnond has a co11bactor cane into the laundry faciity every 2 
weeks to cany out a tholougtl blow down of al equipment HOMWer, lint buildup is a fire 
hazanl and employees should be completing a daily blow down of aD equipment that 
they can safely reach as required by lhe TCPG.4 

Condu•ions for Allegation 1 

• 'Ne aubstantiata lhat Richmond laundry service employees have found used 
syringes (contaminatad sharps) and other medical wasla in the soiled linen while 
they are sorting 1he linen from various patient care ooits. 

• By not having Nitm gloves with extended cuffs available for use by laundry service 
staff sorting soBed linen, Richmond is not in compliance with HEPF's TCPG and in 
this instance, cons1itules a specffic danger to the health and safety of laundry 
serviee employees. 

• Richmond does not have a doClmented policy or SOP that outlines the procedure to 
follow when sharps or other medical waste are found In the soiled linen area. 

• Richmond does not have effective oversight of the problem of sharps found in the 
soiled linen since they are not fonnally tracking, trending, or reporting these 
occurrences. 

• Infection Control does not routinely make rotnk: in the facility. 

• Laundry service employees are not completing a full daily blow down of all 
equipment that they can safely reach to manage lint accumulation, thus they are not 
compliant with HEPF's TCPG. 

-4 Ibid. 
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• VHA"s tEFP cunent guidance in the TCPG does not n:lude ii1fmmalion r8laled 1D 
1he pale111ial risb d finding ahm,s in the soiled SOIiing pmcess and 118 pn,llelltiwe 
measures employees must lake or the process amployees should 1ake to report 
finding sharp& or being hanned by a sharp while sorting soiled ,....._ 

RacomllllftllaticMs 1D Richmond 

1. Verify 1hat al latmdry service staff haw! access to and use the Niro gloves with 
extended culs and a minimal thickness of 15 mil for use when sorting soiled 
laundry. Verify that &laff use these gloves oonsistantly for staff safety and 
campliance with HEPF's TCPG reqlirement. and addless any noo-compliance as 
indicaled. 

2. Establish 6nen cart 1racking system to be able to determine whim location(s) ma 
sending laundry with sharp& and other medical waste items to the laundry area. 

3. Educate al clinical staff about property disposing of an sharps found in linen and 
~ any debris lhat is on the bed o. st.etcher before linen is remolfed and 
placed in soiled hamper. 

4. Develop an SOP for reporting sharps and other items found in finen during 1he soiled 
sorting process. 

5. Provide JPSR training for all laundry service employees. 

6. Track and trend incidents of sharps or other medieal waste in soiled laundry atea. 
Monitor and report results to the appropriate facility committee. 

7. Establish monthly inspection rounds by the Infection Control Sefvice or Department 
in the soiled linen area, until incidents of sharps found are resolved. 

8. Manage Int accumulation with a full daily blow down of all equipment to be 
compliant with HEPF"s TCPG requirement. 

Recommendation to VHA 

1. Review HEFP guidance in the TCPG document Consider including an overview related 
to the potential risks of finding sharps in the solled sorting process. the preventive 
measures employees must take, and the process employees should follow to report an 
incident of finding sharps or being harmed by a sharp while sorting soiled linen. 

Allegation 2 

The Richmond VAMC has not repaired leskS in th& roof of the building that houses the 
laundry service allowing rainwater to enter and pool in certain work areas. 
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fmdiags 

The laundry se,vice is loaded~ Wa went iabmad I a partialy bs Bait 
olhar buildi,g ftoors and pM If be11881h a ground level patio. Via wilrl c auc.d &mall 
amounts of abnling waler in 918 soiled maa around some of the machines. but we did 
not observe any wall!lr dripping from the ceiling in the laundly .., _ 

On June 5-7, 2023, Ri:tmond had an ass esttmenl of the 111..-y facilty c:omplelad by 
VHA Central Office HEFP. The assessment ,aport idardified seweral waler leaks 
induding on 1he soied side of the 18\mdry facillty near the lecyclng system. 1he tumel 
system. the 8111811 washers and the dual pump ~:,'Stein and heat 190DVe1J unit in 118 
mechanical roam. VHA's Cenlral Office HEFP wll be tallowing 00IT8Cliv8 adiuns 
reganfang the idei 1tifiad leaks. 

The laundry services employees i,_.liawed repolted llere is a wal in 1he clean area 
that beoomes wet when I rai1s and a water stain fmm the celing 1D the floor existed 
there until it was recently painted. The inveatigative team did not obselve the araa the 
~ 1efeNnced dwing the tour of the facility on July 24, 2023. HcMever, the 
Chief of EfVineeoog Semoe anoboraled that ttae was a water stain as de&atJed 
and the Industrial Hygienist coordinated rapairs for that issue. 1he Chief of Engineering 
Service also shared that the faciltty roof is past its expeded lifecycle and funding has 
been secured for fiscal year 2024 to replace the facility roof. The investigative team 
notes there is not a roof directly above the laundry facility and the source of lhe ceiling 
leak is IA'ldear. 

Richmond has spent over $55,000 for roof repairs over the last 3 years and 4 months. 
Richmond has also had mold remediation wortc completed in lhe laundry facility relatad 
to water leaks. 

Conclusion• for Allagatlon 2 

• We do not aubstantlata that Richmond has not repaired leaks in the roof of the 
building that houses the laundry service. However, there is still water pooling from 
machinery leaks and reported ceiling leaks in the laundry faciily. 

Recoa,mendations to Rlc:hmond 

9. Coordinate with VISN 6 Industrial Hygiene and Facilities Lead to inspect the laundry 
facility ceiling to determine source of leal(jng water. Once detennined, formulate and 
execute a plan to proper1y repair the areas in the ceiling that are leaking. 

Recommanc:lations to VISN 6 

1. Provide oversight of the ceiling inspection of Richmond's laundry facility to determine 
the source of leaking water and the plan to property repair the areas in the ceiling 
that are leaking in Richmond's the laundry faclity. 
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Suwly Stafament 

'We develaped this report in conaullation will other VI-IA and VA CJffices ID address the 
Office d Special Counsel'& CDICBRIS that Richmond~ in conduct lhal may 
conatibde a violation oflaw. rule or ,agulalion; gross mismanagemall; abuse or 
authority; or a substantial and apecific danger to the public healh or salety. We 
reviewed the allegations and determined 1he merils of each, and the National Center for 
E1hics in Heallh care has provided a healh care ethics review. vva found lhe Richmond 
laundry service e,npao,ees have fotnt used syringes (contaminated sharps) and other 
medical waste in lie soiled linen while they ara sorting the linen from various patient 
care units which does constitute a specific danger ID laundry employees SOlting soiled 
linens. We did not find Richmond has not repabed leaks in 1he roof of the building that 
houses the laundry service. 
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A11ach,ueal A 
Ralial8ncea 

Guideines for Envimnmenlal lnfaction Con1ml in Heallh..ca.e Fa RiEi8 2003, 
https:l/www.cdc.gov/infectioncontrol/quidelines/environmental/background/laund ry .html. 

Richmond Fact Fn:fing Report Regarding Sharps in Soled Side cl Laundry Facity. 
June 2023. 

Richmond Laundry Soiled Side Pictures. 

rlelevant Riclimond Employee Cormnunicatian Emails. 

VHA Healthan Environment and Facilities Programs, Environmental Programs 
Service, Textile care Procedtn Guide 202Z 
http://vaww.hefp.va.gov/sites/default/files/files/2023-
O1/EPS %2OTextile%2OCare%2OProcedure%2OGyide%20DRAFT.pdf. 
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A dB Em-- l1dGloN 

GkJve (example only) shown In lgure 1 has an ANSI puncture ratq olT. Glowe 
shown is Nibie coated a mmnum thiclnesa ~ 15 nil and has an adalded aitt a 
19quirad by guidalice conlai 18d in the TCPG. 

Figure 1 Nitrile-Coated Gloves with Extended Cuff 
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AltachiwlilC 
lnmfiptive Tellll and•---•■ 

IM1Hllgdve Team ■1 mben 

• - D .• the Medical lnspectorMecfical lnvestigalor 

• 
• Acting Deputy Chief, VHA Environmental Program Services 

• Fact Finding Investigator 

• ~ . RN, MT (ASCP), Infection Control Nurse 

• ~ . MSN, CPHQ, Patient Safety Manager 

Laundry Facility Employees: 

• 
• 

• 

• 

• 

• 

• 
• 

Laundry Facility Manager 

IUL ... H.a. Chief, Engineering Service 
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Attacl■lrient D 
1 Pt 2(Aaonylll9 

ANSI American National Standalds lrlllll,le 

HEFP Healthcare Environment and Famdie& Programs 

JPSR Joint Patient Safety Reponing 

SME SUbject Malter Expert 

SOP standard ope1ati11g procedwe 

TCPG Textile Care Procedure Guide 
-

VA Department of Veterans Affairs 

VHA Veterans Heallh Administration 

VISN Veterans Integrated Services Networt 

VAMC VA Medical Center 
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