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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, interviews, and record review, the facility staff failed to adhere to infection control practices by not following
facility policies and procedures; and not wearing face masks appropriately. These failures had the potential
 to affect all residents in the facility. Findings include: 1. During an observation on 8/11/20 at 9:45 a.m., the surveyors
 entered the facility. Staff member B entered the foyer and was observed with her face mask on, over her mouth, and under
 her nose. Staff member B did not have her nose covered. Staff member B conducted a health screening for the surveyors.
 During the screening, staff member B was not wearing gloves. 2. During an observation and interview on 08/11/20 at 11:03
 a.m., staff member H stated she was the Dietary Supervisor. She was observed wearing a cloth mask. Staff member H stated
 all staff were to wear a mask at all times while in the facility. She stated she was able to wear a cloth mask and supplied her own for
work. 3. During an observation on 08/11/20 at 1:07 p.m., staff member K was observed standing at the nurse's
 station. He was observed wearing a cloth mask. During an interview on 08/11/20 at 12:45 p.m., staff member A stated, All
 staff are to wear masks in all areas of the building. She stated only direct care staff were to wear surgical masks. Staff
 member A stated, Staff should wear gloves when they are screening visitors, and they should be worn over a person's mouth
 and nose. She stated staff member B mentioned to her that she forgot to wear gloves when conducting the health screening
 for the surveyors. Record review of facility policy, COVID Containment and PPE Preservations Strategies, revised on
 04/02/20 showed, In order to protect staff and residents, all staff will wear a surgical mask while on duty . Staff
 assigned to screen those entering the facility, must wear a surgical mask and gloves to conduct temperature checks and
 review screening forms. Record review of facility policy, Employee Health-Infection Control, revised on 07/30/20, showed,
 All screeners should wear a mask, gloves.
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