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For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.
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F 0830 Provide and implement an infection prevention and control program.

Level of harm - Minimal
harm or potential for actual
harm 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
Residents Affected - Many | 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. Thefacility 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 roomsin the yellow zone. Housekeeper A
revealed an N95 mask isworn 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 ayellow 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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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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