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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, review of facility documentation and interviews the facility failed to adhere to infection control
 practice to ensure that medical approved personal protective equipment (PPE) was worn while in a resident care area. The
 findings include: During observation on 6/2/20 at 10:05 AM Nursing Assistant (NA) #1 was observed wearing a cloth mask wen
 exiting a resident room. During an interview with NA#1, at that time, she indicated that she did not have a surgical mask
 and was wearing a cloth mask while caring for residents. Interview with the Director of Nursing (DON) on 6/2/20 at 10:10 AM
indicated that nursing staff are required to wear a surgical mask at all time while in the facility and cloth mask can be
 worn over the surgical mask but not alone. During further interview with the DON on 6/3/20 she indicated that facility does not have
a policy regarding the use of cloth masks and the facility followed Center for Disease Control (CDC) guidelines
 regarding the use of masks. According to CDC guidelines, cloth face coverings are not considered PPE and should not be worn for
the care of patients with known or suspected COVID-19, or other situations where a respirator or facemask is warranted.
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