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Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview, and record review, one out of 7 staff members were observed not wearing the proper
 personal protective equipment while on duty. A staff member entered an isolated room (designated area for potentially
 contagious residents) without wearing the proper facemask. This deficient practice increases the risks of transmitting
 infection to other residents and or staff. On 8/31/2020, an unannounced visit was made to the facility to investigate
 concerns affecting infection control. Findings On 8/31/2020 at 11:59 a.m., during an interview with the Administrator
 (ADM), ADM stated having a census of one hundred and twenty-three residents (123) currently in-house for the day. On
 8/31/2020 at 12:08 p.m., during tour of the facility, a nurse was observed wearing a surgical mask, no eye protection,
 entering an isolated room designated for residents being monitored for exposure to Covid-19 (a highly contagious [MEDICAL
 CONDITION] infection causing fever, cough, and breathing difficulty). Concurrent interview with Director of Nursing (DON)
 identified the nurse as the facility's Infection Preventionist (IP). When asking DON what type of mask is required for
 staff to wear when entering the specific room, DON was unable to answer at the time. On 8/31/2020 at 12:30 p.m., during
 interview with IP nurse, IP stated that the rooms designated for Covid-19 require staff to be wearing an N95 mask (a mask
 capable of filtering at least 95% of particles in the air) and goggles for eye protection. Record review of facility form
 titled In-Service Education dated 7/13/2020 indicates that IP nurse signed and attended training for the use of personal
 protective equipment (PPE). On 8/31/2020 at 3:07 p.m., during interview with DON, DON stated that the isolated rooms were
 to group residents that were exposed to Covid-19. Staff should be wearing an N95 mask for protection and effectiveness to
 prevent risk of transmitting Covid-19. Record review of facility policy titled Policy: Covid-19 Facility Infection
 Prevention Quality Control Plan last revised 5/26/2020, indicates, Infection control procedures including administrative
 rule and engineering controls, environmental hygiene, correct work practices, and appropriate use of (PPE) are all
 necessary to prevent infections from spreading during healthcare delivery.
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