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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, interview and record review, the facility failed to follow their COVID-19 isolation policies by not
harm or potential for actual | displaying isolation sign for one resident (R1) who is COVID positive when reviewed for infection control. Findings
harm include: On 7/6/20 at 1:15pm, V3 (Registered Nurse ,RN) stated that R1 tested positive for COVID infection and ison

isolation precautions but we do not have to wear eye protection. On 7/6/20 at 1:30pm, R1 sat in room with door open. No
Residents Affected - Few isolation sign on door but isolation bin located outside of room. On 7/6/20 at 1:35pm,V4 (Certified Nursing Assistant, CNA) entered
and exited R1's room with a surgical mask mask on and no eye protection. V4 stated that | don't wear a face shield

or goggles on my face and | either use my N95 respirator or aregular surgical mask like I have on now, which isok. | keep my N95
mask in my locker. On 7/6/20 at 1:55pm, R1 sat in her room in wheelchair with no face mask on. V5 (Wound Care Nurse) informed
R1 that she would change R1's upper arm dressing as it was coming loose. V5 put on gown, gloves and N95 respirator mask. V5 had
personal glasses on. Upon leaving room, V5 stated that R1 had a positive COVID test and was on droplet

isolation. | should have had on a separate face shield over my glasses but | don't always wear it as| get dizzy and my

depth perception is off then. On 7/6/20 at 2:10pm, V2 (DON) stated that R1 is on droplet and contact isolation but is

considered observation while awaiting her second negative COV D test result to come back. R1 had a positive COVID test

result but it was thought to be a false positive because she had no symptoms. We would reguire aface shield or eye

protection for staff if she was really on transmission based precautions. On 7/6/20 at 3:11pm, V6 (Infection Control

Registered Nurse) stated that R1 tested positive for COVID on 6/19. We are awaiting the last negative test result and sheis on
droplet precautions until we another negative result and order to discontinue the precautions. There should be a sign indicating droplet
precautions with pictures on what personal protective equipment to wear on the outside of the door,

which includes wearing eye protection and an N95 respirator. If staff are unable to tolerate the face shield, they should

let us know. Thereis no sign on the door right now. On 7/7/20 at 11:34am, V1 (Administrator) stated that R1 had a positive COVID
test and was placed on droplet isolation which means an N95 respirator and eye protection should be worn with R1. The sign should
be outside R1's room on the door so staff are aware. While awaiting the second negative laboratory result,

staff should wear full PPE (personal protective equipment). R1's laboratory test results noted a positive [DIAGNOSES
REDACTED]-CoV-2 test collected on 6/19/20. COVID swab collected on 6/26/20 was negative and test results from 7/3/30 were
not back yet as of 7/6/20 at 3:15pm. Facility COVID-19 infection control policy notes transmission based precautions are

used for residents who are suspected or confirmed to have COVID-19 and are needed to prevent infection transmission.

Facility will implement all three Contact, Droplet and airborne precautions for confirmed with COVID-19. Facility will use

personal protective equipment appropriately, wearing arespirator before entry into the patient room or care area, wearing

eye protection (i.e. goggles or a disposable face shield that covers the front and sides of the face) upon entry to the

resident room or care area. Personal eyeglasses are not considered adequate eye protection.
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