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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, interviews, and record reviews, the facility failed to maintain an infection control program

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

harm communicable diseases in 53 of 59 residents and 23 of 60 staff members, in that: 1. Staff Member A was not wearing face

shield while providing direct care to Resident #1 who was COVID-19 positive. 2. All trash in resident's rooms was treated
Residents Affected - Some | asregular trash for both positive COVID-19 and negative COVID -19 residents. Trash was not separated into biohazard

containers for COVID -19 positive residents. These deficient practices placed residents at risk for mental anguish,

COVID-19 infections, and possible death. The findings included: Record review of Resident #1's face sheet revealed an

original admission date of [DATE], with [DIAGNOSES REDACTED)]. Record Review of Resident #1's Quarterly MDS, dated
[DATE],

for Resident #1 revealed a BIM S (staff assessment for cognitive ability) score of 9, which indicated the resident has

cognitive deficits. DOB:2/3/1964. Care plan: COVID 19 positive. Record review of Resident #2's face sheet/clinical record

revealed the resident was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. DOB:9/22/1072. Care plan: contact
isolation. Record review of Resident #2's MAR indicated [REDACTED]. DOB:8/21/1946 MDS: BIMS 99. Care plan: appropriate-99
- non-cognitive. Record review of Resident # 4's face sheet/clinica record revealed the resident was admitted to the

facility on [DATE] with [DIAGNOSES REDACTED]. DOB:11-10-1944 MDS: BIMS 9 cognitively disabled. Record review on
7122/2020

revealed transferred to local hospital viaambulance for low 02 saturation and fever. COVID -19 positive. Observation on

7/21/2020 at 10:00 AM, revealed Nurse Aide A wearing a KN95 mask and goggle . He was not wearing a faceshield during direct
patient care with a COVID -19 positive resident (#1) Interview on 7/21/2020 at 10:00 AM, Nurse Aide A confirmed that he was not
wearing aface shield. Interview on 7/21/2020 at 12:15 PM, DON stated that all staff should be wearing face shields

during direct patient care with a COVID-19 positive resident. Record review of the facility policy titled Infection Control Guidelines
COVID-19, revised in 2020, read: To minimize exposures and spread of respiratory pathogens including 2019-nCoV.

Staff should wear face mask, goggles, face shield ,gown, and gloves when providing direct care to residents who are

COVID-19 positive. Observation on 7/21/2020 at 11:00 AM revealed Nurse Aide B removed resident trash from a COVID-19
positive resident's room in aclear trash bag, instead of ared biohazard bag. Nurse Aide B then placed the clear trash bag in a barrel
with another clear trash bag, inside the barrel. Interview on 7/21/2020 at 11:00 AM with Nurse Aide B confirmed that she removed a
COVID-19 positive resident trash from the room in a clear trash bag and placed it in abarrel lined with another clear trash bag.
Interview on 7/21/2020 at 11:20 AM with DON stated that all trash in facility should bein red

biohazard bags and disposed of as biohazard waste at this time due to COVID-19 in this facility. According to:
https://www.cdc.gov/coronavirus/’2019-ncov/hcp/guidance-risk-assesment-hcp.html, with arevision date of 03/07/2020.

Defining Risk Exposure: Medium-risk exposures generally include HCP (Health Care Personnel) who had prolonged close contact
with patients with COVID-19 who were wearing a facemask while HCP nose and mouth were exposed to material potentially
infectious with [MEDICAL CONDITION] causing COVID-19. Some low-risk exposures are considered medium-risk depending on
the

pe of care activity performed. Further review revealed: Low-risk exposures generally refer to brief interactions with

patients with COVID-19 or prolonged close contact with patients who were wearing a facemask for source control while HCP

were wearing afacemask or respirator. Use of eye protection, in addition to afacemask or respirator would further lower

therisk of exposure. Further review revealed However, HCP exposures could involve a PUI (Person Under Investigation) who

is awaiting testing. Implementation of monitoring and work restrictions described in this guidance could be applied to HCP

exposed to a PUI if test results for the PUI are not expected to return within 48 to 72 hours. A record of HCP exposed to a PUI should
be maintained and HCP should be encouraged to perform self-monitoring while awaiting test results.
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