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F 0830 Provide and implement an infection prevention and control program.

Level of harm - Minimal Based on observations, review of facility documentation, and interviews, the facility failed to ensure staff members

harm or potential for actual | adhered to infection control practice during a pandemic by wearing the N95 mask in a manner that optimized effectiveness of the

harm mask and the facility failed to wear Personal Protective Equipment (PPE) appropriately (i.e the donning of agown and

face shield while providing patient care to residents on a Covid 19 positive unit. The findings include: 1. During

Residents Affected - Few observation on 5/17/20 at 9:35AM on one of the Covid 19 positive units, two nursing assistants (NA#1 and NA#2 were observed
wearing a surgical mask under a N95 mask. During an interview with both NA#1 and NA#2 at that time indicated that they

placed the surgical masks under the N95 for a better fit. During an interview with the Director of Nursing (DNS) on 5/17/20 at

10:15AM identified all staff were educated on the proper way to wear masks. S/he further identified the staff are

permitted to place a surgical mask over the N95 however s/he did identify that on 5/15/20 when a Covid 19 survey was

conducted, there was a staff member wearing the surgical mask under the N95 mask. S/he identified the staff had been

in-service had begun to re-educate all of the staff. 2. During observation on 5/17/20 at 9:45 AM NA#3 was observed on the

designated COVID unit emerging from several resident ' s room wearing only a N95 mask and gloves. During an interview with

NA#3 on 5/17/20 at the time of the observation, s/he identified s’he was collecting breakfast trays from the resident's

rooms and not providing care at that time. During an interview with the DNS on 5/17/20 at 10:20AM identified al staff

entering the designated COV D unit should always wear masks, goggles and gowns. S/he further identified NA#3 should not
enter resident ' s room without the appropriate PPE.
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