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F 0830 Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on observation, review of facility documentation, facility policy, and interviews, the facility failed to ensure face coverings
harm or potential for actual | were maintained as a matter of source control while in the facility and failed to ensure the proper use of
harm personal protective equipment (PPE) in an area where the presence of COVID 19 was unknown. The findingsinclude: 1.

Observation on 9/6/20 at 8:55AM identified Dietary Staff #1 who was working in the kitchen had a surgical mask under his
Residents Affected - Few chin without the benefit of covering his nose and mouth. Interview with Dietary Staff #1 on 9/6/20 at 8:55AM identified

that while the mask was observed below his chin, he felt it was being worn correctly. 2. Observation on 9/6/20 at 9:55 AM
identified Housekeeper #1 entered into aresident occupied room (room [ROOM NUMBER]) on the observation unit (where the
presence of COVID is unknown) without the benefit of aface shield. Interview on 9/6/20 at 9:55 AM with Housekeeper #1
identified she was only required to wear aface shield while cleaning resident bathrooms. 3. Observation on 9/6/20 at 10:15 AM
identified NA #1 entered aresident occupied room (room [ROOM NUMBER]) on the observation unit (where the presence of
COVID is unknown) without the benefit of aface shield. Interview with NA #1 on 9/6/20 at 10:15 AM identified she entered

the room to do remove the garbage and retrieve a tray and was not providing any direct resident care. Interview on 9/6/20

at 11:00 AM with the DNSidentified all staff should be wearing masks as a matter of source control, especialy after being recently
re-educated. The DNS indicated it was her expectation that staff wear PPE that includes eye protection when on the observation unit
where the presence of COVID is unknown. Although requested, a policy regarding masks for source control

and the use of eye protection related to COVID 19 was not provided. The CDC recommends that for a resident with suspected
COVID-19, PPE isto be worn that includes eye protection. Additionally, CDC guidance recommends eye protection when working
in an area where the presence of COVID is unknown. The facility failed to ensure face coverings were maintained as a matter of
source control whilein the facility, and failed to ensure the proper use of persona protective equipment (PPE) in an

areawhere the presence of COVID 19 was unknown.
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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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