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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 and interview, the facility failed to establish and maintain an infection prevention and control

harm or potential for actual | program designed to provide a safe, sanitary and comfortable environment by failing to follow facility policy regarding

harm COVID prevention. Censusis 87. The facility has 7 COVID positive residents and 3 presumptive COVID positive on the COVID

unit. Findings: On 07-20-2020 at 3:15PM, observation of the 200 hall revealed S3 LPN (Licensed Practical Nurse) exiting the
Residents Affected - Few | COVID unit and entering the front of the 200 hall into the main building. Further observation revealed she was wearing dark colored
[MEDICATION NAME] mask and no other PPE (personal protective equipment). On 07-20-2020 at 3:53PM, interview with S2 DON
(Director of Nursing) reveaed that once staff enter the COVID unit they must exit out the back of 200 unit and cannot

reenter the front (200 hall) into the main building. Further interview with S2 DON at thistime revealed that S3 LPN should not have
reentered back into the main building. On 07-20-2020 at 3:20PM, interview with S4 Certified Nursing Assistant on

the 200 Hall revealed that she was observed to pull down her mask exposing her face and nose when conducting interview with
surveyor. Surveyor instructed her that she needed to place her mask properly due to areain close proximity to the COVID

unit and recent COV 1D positive residents from the 200 Hall. On 07-20-2020 at 3:53PM, interview with S2 DON revealed that

staff is never to pull down their mask and not have it properly placed when in the facility.
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