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

Level of harm - Minimal Based on observation, staff interview, review of facility policy, the facility failed to ensure staff were wearing the

harm or potential for actual | proper Personal Protective Equipment to ensure the stopping of COVID-19. This had the potential to affect 15 of 15

harm residents on the behavioral unit. The facility census was 73. Findings include: Observation 08/03/20 at 11:01 A.M. of

Patient Care Associate (PCA) #200 walking in behavioral unit hallway with gloves on in the hallway, and mask under chin.
Residents Affected - Some | When the PCA #200 was questioned about the way she was wearing her mask, she took a gloved hand and pulled up the mask.
Interview 08/03/20 at 11:02 A.M., of PCA #200 confirmed to the Administrator she was not wearing her mask over her nose and

mouth. The PCA #200 also confirmed she did not dispose of her gloves nor do hand hygiene according to policy. Reviewed
policy and procedure titled, Personal Protective Equipment-Using Face Masks during pandemic, and dated 03/13/20 revealed
the purpose was to guide use of medical/surgical masks while in the facility to reduce the asymptomatic transmission of
COVID-19 to resident and other staff. Guidancein this policy revealed masks must be worn at al timeswhilein the

facility, follow established handwashing techniques, handle masks by the loops, never touch the mask while in use, and make sure the
face mask covers the nose and mouth. Reviewed policy and procedure titled, Personal Protective Equipment-Using

gloves, version 1.1 revealed gloves must be discarded after single use in the examination or treatment room, and to wash
hands after removing gloves.
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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 a plan 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.
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