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F 0880

Level of harm - Potential
for minimal harm

Residents Affected - Some

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review the facility failed to provide staff with guidance on how to mitigate the spread of
 COVID-19 associated with Aerosol Generating Procedures (AGP). Failure to provide staff with guidance on how to mitigate the
spread of COVID -19 with nebulizer treatments, suctioning and or the performance of cardiopulmonary resuscitation could
 potentially contribute to the spread of [MEDICAL CONDITION]. Findings include: Multiple observations, interviews and record
reviews occurred throughout the survey. On [DATE], reviewed the nebulizer policy and procedure. The policy had no
 specificity regarding actions for staff to take to mitigate spread of illnesses with AGPs. During an interview with the
 Director of Nurses (DON) on [DATE], there were only two residents with active nebulizer treatment orders and they were
 receiving the treatments on an as needed basis. Observed no ventilators, continuous positive airway pressure devices or
 sleep apnea machines during the survey. During further interview with the DON, she acknowledged some residents within the
 facility had full cardiopulmonary resuscitation (CPR) status. That is, if some residents required CPR then the facility
 would provide CRP. As of [DATE], the facility did NOT provide evidence of guidance to staff on how to mitigate the
 potential spread of COVID-19 with AGPs.
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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
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