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Level of harm - Minimal
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Residents Affected - Some

Provide and implement an infection prevention and control program.

 Based on observation, interview, and record review, the facility failed to maintain an infection prevention and control
 program during the COVID-19 crisis. Staff were observed not to wear eye protection in a yellow isolation area, and facility failed to
post signs on the entrance doors of another unit which contained potentially exposed and COVID-19 positive
 residents. This had the potential to affect 26 residents residing on the Yellow 400 unit. Findings include: 1. On
 10/19/2020 at 9:23 a.m., the closed double doors leading from the 400 unit to a unit with potentially exposed and COVID-19
 positive residents was observed not to have any sign on the entry to the unit designating what type of zone and PPE
 (Personal Protection Equipment) required for entry to the unit. The facility map indicated the unit was a Yellow Zone. On
 10/19/2020 at 10:10 a.m., the Director of Nursing provided the resident listing which indicated the 400 unit contained 26
 residents. On 10/20/2020 at 8:21 a.m., the closed double doors leading from the 400 unit to a unit with potentially exposed and
COVID-19 positive residents lacked a sign designating the type of PPE needed for entry to the unit and the degree of
 COVID-19 exposure of residents on the unit. 2. On 10/20/2020 at 8:29 a.m., LPN 1 was observed be wearing a gown, N95 mask,
 and lacked protective eye wear when exiting a resident room on a Yellow zone on the 400 unit. She indicated she was aware
 she needed to be wearing protective eyewear while in resident rooms and would have to get it from her bag. On 10/20/2020 at 10:28
a.m., the DON (Director of Nursing) indicated LPN 1 had been wearing protective eyewear when she had seen her earlier that
morning on the residential unit and should have been wearing them. On 10/20/2020 at 12:37 p.m., the DON provided
 information flyer indicating type of PPE to be worn in Green, Yellow, and Red Zones, undated. The flyer indicated We have
 posted each unit with a designated color on the unit doors. Each unit is either GREEN, YELLOW, or RED. Each sign states the PPE
needed on the unit. , Masks should be worn at all times while in the building. All (facility name) staff should wear
 either a procedure masks (paper) or KN95's in the building .Only designated essential personnel should enter yellow or red
 zones. If you must walk through a yellow zone, ensure appropriate wearing of mask and eyewear . 3.1-18(b)(1)
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