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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 observations, clinical record review, review of facility documentation, review of facility policy, and interviews
harm or potential for actual | reviewed for Infection Control Practices, the facility failed to ensure staff was compliant with recommendations from the
harm Center for Disease Control (CDC) and the facility's practices in donning appropriate personal protective equipment and

[MEDICATION NAME] social distancing placing residents and staff at risk during the COVID 19 pandemic. The findings include:
Residents Affected - Few | A tour of the facility on 10/8/2020 at 11:00 AM with the Assistant Director of Nursing Service (ADNS) identified the
following: 1) OT #1 providing therapy to Resident #1 in the resident's room on the observation unit. OT #1 was |ess than 6

feet from Resident #1 and was without the benefits of wearing eye/face protection. 2) NA #1 and NA #2 seated together in a

room on 2 West Bay (charting room). NA#1 and NA #2 were seated less than 6 feet apart and both NA's were without the

benefit of wearing facemask's or eye protection. Observation of the room with the ADNS identified that the size of the room did not
allow 6 feet social distancing for 2 staff. A review of Resident #1's clinical record indicated the resident

resided in aroom on the Observation unit. Signage at the entrance to Resident #1's room identified to wear aface mask and a face
shield at all times. Resident #1's clinical records indicated Resident #1 was admitted to the facility on [DATE].

Further review of the Resident's record identified a social service note dated 9/30/20 that indicated Resident #1 had an

outdoor visit scheduled for 10/11/20 once the Resident is off quarantine and precautions. In an interview with OT #1 on

10/8/20 at 11:30 AM, OT #1 indicated it was her practice to wear eye protection along with mask, gown and gloves when
providing care for residents. OT #1 indicated she usualy wore contact lens but was wearing her personal eye glasses on the day of
observation. OT #1 further stated she and thought she had eye protection in place. Subsequent to the surveyor's

inquiry OT #1 was provided with appropriate eye/face protection. An interview with the DNS on 10/8/20 at 11:40 AM indicated it
was the practice of the staff and expectation that all staff wore full protective equipment when entering rooms of

Residents on quarantine. In an interview with NA #2 on 10/8/20 at 11:45 AM NA #2 indicated she was informed by the facility that
staff should always wear masks when in the facility except when on break and able to remain 6 feet apart and while

having lunch. NA #2 indicated she should be wearing her mask but stated she needed to breathe. An interview with the ADNS

on 10/8/20 at 11:45 AM indicated it was the expectation that staff wore masks while in the charting room as chairs were

less than 6 feet apart and did not alow for social distancing. Review of facility documentation of the recommendations on

use of Protective Personal Equipment when caring for patients with confirmed or suspected COVID 19 identified acceptable
personal equipment included facemask's, non- sterile gloves, isolation gown and face shield or goggles. Facility Staff did

not adhere to the CDC recommendations and the facility's practice in the use of appropriate PPE and social distancing.
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