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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Many

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview and record review the facility failed to follow recommended transmission based precautions
 to prevent the spread of infections while obtaining a finger stick blood glucose reading for a resident with unknown
 COVID-19 status. Failure to utilize all recommenced personal protective equipment (PPE) during the provision of care for a
 resident on droplet isolation with questionable COVID-19 status has the potential to contribute to the spread that
 infection to other residents and/or staff. Findings include: Resident 1 is a [AGE] year old male that was admitted   into
 the facility on [DATE]. Some of his multiple [DIAGNOSES REDACTED]. On June 08, 2020 shortly after 4:30 PM Staff 2 was
 observed completing a finger stick blood sugar reading on Resident 1 who currently was being housed in the COVID-19
 isolation unit. Staff 2 put on all PPE except for the eye goggles or face shield. After the procedure was complete Staff 2
 was interviewed in the presence of the Director of Nurses (DON) regarding the goggles or face shield. Staff 2 stated she
 thought the use of her eye glasses was sufficient eye protection. The DON acknowledged Staff 2's misunderstanding and
 verbally clarified to Staff 2 eye protection (goggles or face-shield) were required. The facility CORONAVIRUS 2019 What you need
to know posting /in-service indicates [MEDICAL CONDITION] is thought to spread mainly from person to person: Through
 respiratory droplets produced when an infected person coughs or sneezes. Another posting used by the facility regarding
 Droplet Precautions states: -Make sure the eyes, nose, and mouth are fully covered before room entry The facility guidance
 on Standard and Transmission-Based Precautions (Chapter 4 on page 5 of 26) states: -All residents on the 'unknown' unit
 will need to be placed in Droplet + Contact precautions +eye protection From that same document on page 8 of 26 it states
 -NOTE: glasses are not sufficient for protection.
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