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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation and interview, the facility failed to safeguard the residents' well-being by failing to follow current infection
control standards related to COVID-19 recommendations set forth by Centers for Disease Control and Prevention
 (CDC) by 2 (Staff A and B) and 1 (Resident #1) observed. Refer to
 https://www.cdc.gov/coronavirus/2019-ncov/hcp/long-term-care.html. The findings included: Observation on 5/20/20 at 10:45
 a.m., Resident #1 on the East Wing sitting in the TV room near the nursing station. She was not wearing a cloth face
 covering or facemask. Observation on 5/20/20 at 10:50 a.m., Certified Nursing Assistant (CNA) Staff A exited resident room
 [ROOM NUMBER] wearing clear medical gloves. She walked up the hall with the gloves on and stopped outside resident room
 [ROOM NUMBER]. There was a medication cart near room [ROOM NUMBER]. The CNA Staff A took her gloves off and put on
clean
 gloves from the medication cart. She then entered resident room [ROOM NUMBER]. She did not wash or sanitize her hands
 between resident rooms or the change of gloves. Observation on 5/20/20 at 10:55 a.m., Physical Therapy Assistant (PTA)
 Staff B sat in the nursing room on the East Wing. She was wearing clear medical gloves. She stood up from the chair and
 walked to the nursing station with gloves still on. She looked at the charts and provided the surveyor with a resident's
 name. PTA Staff B then walked from behind the nursing station down the hall. As she walked past the surveyor, PTA Staff B
 tapped the surveyor's right upper arm with her hand (still wearing the same gloves). PTA Staff B walked into room [ROOM
 NUMBER]. PTA Staff B did not stop to wash, sanitize, or change her gloves before she entered the resident's room. She used
 her gloved hands to move Resident #2's bedside table (still wearing the same gloves). PTA Staff B then closed Resident #2's door to
provide therapy. In an interview on 5/20/20 at 11:00 a.m., the Unit Manager confirmed Resident #1 should be wearing a cloth face
covering or facemask. During the exit conference n 5/20/20 at 12:45 p.m., the Administrator acknowledged the
 infection control breeches by the CNA and PTA.
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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
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