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

Level of harm - Minimal Based on observation, interview and policy review the facility failed to ensure staff 1.) donned adequate Personal
harm or potential for actual | Protective Equipment (PPE) when caring for COVID-19 negative residents and 2.) wore masks properly throughout the building
harm to prevent the spread of Covid-19 infection. Findings include: Review of the facility policy entitled, COVID-19 PPE Use
Clarification, dated 7/24/20, included the following: * Covid-19 negative residents- face mask and faceshield/goggles at
Residents Affected - Some | al times, direct care requires a gown to be worn. * Masks cannot be pulled down or removed for any reason whilein the
building. On 7/30/20 at 9:10 A.M., observation on the 4th floor unit revealed Social Worker #1 enter into the room of a
Covid-19 negative resident and lean close to his’her face to speak to him/her. Social Worker #1 was not wearing an
eyeshield/goggles per facility policy, increasing the risk of spread of infection. During an interview on 7/30/20 at 9:15
A.M., Social Worker #1 said she should have had her eye protection on. On 7/30/20 at 9:35 A.M., observation on the 4th
floor unit revealed Case Manager #1 as she came out of aresident's room and headed towards the kitchenette to discard the
resident's breakfast tray. Case Manager #1 was not wearing eye protection, increasing the risk of spread of infection.
During an interview on 7/30/20 at 9:37 A.M., Case Manager #1 said she had just finished conducting a teleconference with
the resident and the resident's family and maybe she left it in the resident's room. As the surveyor and Case Manager #1
checked the room, there was no eye protection. Case Manager #1 said she should wear eye protection because the resident's
status is Covid-19 negative. On 7/30/20 at 8:10 A.M., observation on the 2nd floor lobby revealed a staff member walking
down the hallway towards an office with another staff member. This staff member's mask was positioned down below her chin,
increasing the risk of spread of infection. On 7/30/20 at 9:40 A.M., observation on the 4th floor unit revealed the
elevator asit stopped at the 4th floor. The door opened and a staff member leaned her head into the unit, looked around
and then proceeded to take the elevator to another floor. The staff member's mask was positioned down below her chin,
increasing the risk of spread of infection.
F 0885 **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on interview and record review, the facility failed to notify resident's representatives and families of new COVID-19 positive
Level of harm - Minima  [staff members by 5:00 P.M. the next calendar day. Findings include: Review of the facility's COVID surveillance
harm or potential for actual |!0g indicated that 2 staff members were diagnosed with [REDACTED)]. Review of acopy of an electronic notification
harm indicated that resident representatives and families were notified of the two staff members that were COVID-19 positive,
but it was not dated. During interview on 7/30/20 at 12:15 P.M., the Administrator said that the notification to resident
Residents Affected - Few | familiesdid not go out until today, July 30, 2020.
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