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

**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Level of harm - Minimal Complaint (AR 672) was substantiated, all or in part, with these findings. Complaint (AR 751) was substantiated, all or in part,
harm or potential for actual | with these findings. Based on record review, observation and interview, the facility failed to ensure

harm implementation of proper infection prevention and control practices to prevent the development and transmission of COVID-19 and
other communicable diseases and infections by wearing aface mask to cover the nose. This failed practice had the

Residents Affected - Some | potential to affect 87 residents who resided in the facility, according to the Daily Census provided by the Administrator

on 6/11/2020. The findings are: The COVID-19 Risk Mitigation Plan revised 4/27/2020 documented, All Centers for Disease
Control and Prevention (CDC) and Department of Health Guidance will take priority over any part of this policy at any time. Please
check current CDC/ Centers for Medicare & Medicaid Services (CMS)/State guidance if any of the below information is

in question. Wear appropriate Personal Protective Equipment (PPE): gown, footies, mask, eye/face shield and gloves. On
6/11/2020 at 10:35 am., during initial rounds, Certified Nursing Assistant (CNA) #1 was observed at the 300 hall nurse's

desk with her mask below her nose. She was asked when was the last training on applying PPE? She stated, Y esterday. She was
asked, Do you have your mask on correctly? She stated, No, | pulled it to breathe. On 6/11/2020 at 10:38 am., Housekeeper

#1 was observed on the 300 hall with her mask below her nose. She was asked, When was the last training on applying PPE?

She stated, It's been awhile. She was asked, Do you have your mask on correctly? She stated, No | don't, my glasses make

them slide. On 6/11/2020 at 10:40 am., the Administrator was standing at the 300 hall Nurses Station and said, We have a

problem don't we . On 6/11/2020 at 10:45 am., CNA #2 was observed in room [ROOM NUMBER] with her mask below her nose.

She

was asked if she had time to talk to the surveyor. She stated, Y es. She came into the hall and was asked, When was the last training
on applying PPE? She pulled her mask below her chin and stated, Last week. She was asked, Do you have your mask on correctly?
She stated, No ma'am.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not aplan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

FORM CMS-2567(02-99) Event ID: YL1011 Facility 1D: 045458 If continuation sheet
Previous Versions Obsolete Page 1 of 1




