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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.

 Licensure Reference Number 175 NAC 12-006.17B Based on observation, interview and record review the facility failed to
 ensure staff properly prevent cross contamination including COVID-19 ( mild to severe respiratory illness caused by
 Coronavirus) by not wearing an N95 mask in designated yellow zone resident rooms to be cleaned . This had the potential to
 affect 26 residents in the yellow zone. The facility census was 27. Findings are: Observation on 10/28/20 at 10:15 am with
 Housekeeper A revealed a surgical mask worn in designated yellow zone rooms that were cleaned. Interview on 10/28/20 at
 11:15 am with Housekeeper A revealed surgical mask was worn to clean resident rooms in the yellow zone. Housekeeper A
 revealed an N95 mask is worn to clean the designated red zone room. Record review on 10/28/20 at 2:50 pm of facility
 protocol for zones and PPE (personal protective equipment) dated 4/20/20 revealed all staff that work in a yellow zone are
 to wear gown, gloves, eye protection and N95 mask. Interview on 10/28/20 at 3:00 pm with Nurse Consultant confirmed that
 Housekeeping is expected to wear an N95 mask in the designated yellow zone when rooms are cleaned, just like nursing staff
 and not a surgical mask.
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