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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 maintain an infection prevention and control

harm or potential for actual | program designed to provide a safe, sanitary and comfortable environment and to help prevent the development and

harm transmission of communicable diseases and infections for 1 of 4 residents (Resident #1) reviewed for infection control, in

that: CNA A and NA B did not wear aface shield when assisting Resident #1 with care who was in isolation for unknown
Residents Affected - Few Covid-19 status. This deficient practice could place residents, staff and visitors at risk of transmission of communicable
diseases, illness, infections and COVID-19. The findings included: Review of Resident #1's face sheet, dated 9/16/2020,
revealed she was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. Review of Resident #1's progress note, dated
9/13/2020, revealed she was alert and oriented times 4. Review of Resident #1's September 2020 Order Summary revealed an

order for [REDACTED].#1's doorway that revealed she was under droplet precautions. Further observation revealed another

sign by Resident #1's doorway that revealed the sequence for putting on PPE which included a gown, mask, face shield and

gloves. Observation on 9/16/2020 at 10:09 am. revealed CNA A and NA B entered Resident #1's room and both staff members
did not wear face shields to provide care. Interview on 9/16/2020 at 10:11 am. with CNA A confirmed she went into Resident #1's
room to provide care and did not wear aface shield and stated she should have worn them. CNA A stated she did not

have aface shield and NA B went to get one for her. Interview on 9/16/2020 at 10:12 am. with NA B confirmed she went into
Resident #1's room to provide care and did not wear aface shield. NA B stated it was her choice whether to wear aface

shield or not because she wore glasses. Interview on 9/16/2020 at 11:03 am. the DON stated that staff are to wear full PPE when
entering an isolation room which included shoe covers, gown, gloves, and aface shield. The DON further stated if a

staff member wore glasses they did not have a choice; they are to wear aface shield. The DON confirmed CNA A and NA B
should have worn aface shield. Review of the facility Covid-19 Plan, undated, revealed Special Transmission Precautions -
Healthcare workers will abide by all special transmission precautions for a specific resident and don any required PPE

before entry to the room and will remove the PPE prior to leaving the room. Personnel entering the room should use

recommended PPE. Entry to the room of a suspected or confirmed case of Covid-19 should be limited to essential needs only.
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