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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

 Based on observations, facility documentation, and staff interviews, the facility failed to ensure that Centers for Disease Control
(CDC) infection control guidelines were implemented to prevent and, control the spread of COVID 19 during a
 pandemic. The finding includes: Observation on the Covid 19 observation unit on 8/10/20 at 1:00 PM identified an
 Occupational Therapist Assistant (COTA) in a room which displayed a droplet precaution sign. The COTA was stranding within
 close proximity of the resident without the use of a face shield. Interview with the COTA on 8/10/20 at 1:05 PM identified
 that although she was aware that she should wear a face shield into a patient's room that is on observation, it had slipped her mind.
Interview with the Director of Nurses (DON) on 8/10/20 at 1:05 PM identified that the resident was on the
 observation unit because he/she had recently been admitted   from the hospital. The DON identified face shields should be
 worn by staff if they are caring for a resident who is on the observation unit, and is on droplet precautions. Review of
 the CDC guidelines identified that when caring for a resident with a possible covid infection a face shield will be worn.
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