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F 0830 Provide and implement an infection prevention and control program.

Level of harm - Minimal Based on observation, record review and interview, the facility failed to ensure staff followed the Centers for Disease
harm or potential for actual | Control and Prevention (CDC) guidance to reduce the spread of COVID-19, including the consistent, appropriate use of
harm personal protective equipment (PPE), and failed to ensure used biohazard materials were securely stored. These failed
practices had the potential to affect all 89 residents who reside in the facility as documented on alist provided by the
Residents Affected - Some | Administrator on 6/17/20. Thefindings are: 1. On 6/17/20 at 11:05 am., this surveyor entered the secured Dementia unit at the
facility. Upon entrance to the unit Certified Nursing Assistant (CNA) #1 was sitting in achair down the hallway on the |ft side of the
hall. CNA #1 had amask on, covering her mouth but had pulled the mask down under her nose. In the room
where she was sitting were 8 residents. None of the 8 residents had mask on. CNA #1 was asked, Should your mask be over
your nose? She stated, | guess, but | think it's worn out. She was asked, Does the facility have plenty of Personal
Protective Equipment? She stated, | guess. She was asked, Can you get a new mask if you need one? She stated, | guess. 2.
On 6/17/20 at 11:35 am., the Maintenance Director and the surveyor went to a storage unit outside the facility. We walked
outside approximately 100 feet from the back door to a particle board building. The building had no biohazard sign on the
door. The door was warped and did not close all the way at the top. The door had awood piece that you turn to keep the
door closed. There was a key hanging on a plastic cord beside the door. The surveyor asks, Should this shed be locked? The
Maintenance Director picked up the key and stated, Well | guess it use to be. The shed was opened by the Maintenance
Director. Inside the shed was boxes stacked two deep wide and four boxes high with red biohazard bags inside the boxes. He
was asked, Can any residents get in this area? (Courtyard in the back of the facility with afence around it) he stated, No only
employees. While walking back into the building surveyor noted araised garden with tomatoes growing. He was asked,
Who's growing tomatoes? He replied, Some of the residents are growing them. He was asked, Then residents do come out here?
He stated, Yes. 3. On 6/17/20 at 11:45 am., Registered Nurse #2 was sitting in her office at her desk with her mask under
her nose, only covering her mouth. There were two staff members standing in her doorway, |ess than three feet away. 4. On
6/17/20 at 12:26 p.m., the Administrator was asked, How do you expect your staff to wear their face mask? He stated, They
should be up on the bridge of their nose. He was asked, Should nose be exposed? He stated, No, that doesn't help them at
all. He was asked, Should your biohazard shed be locked? He stated, It has alittle wood piece that you can turn to keep it shut. He
was asked, |sthat secure? He stated, | am ordering a new shed today.
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