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F 0830 Provide and implement an infection prevention and control program.
Level of harm - Minimal Based on observation and interview, the facility was found to be not in compliance with COVID-19 infection control
harm or potential for actual | guidelines relative to one licensed staff member not donning the required Personal Protective Equipment (PPE). Findings
harm include: Review of the Center of the Centers for Disease Control and Prevention (CDC) Responding to Coronavirus (COVID-19)
in Nursing Homes Guidelines, dated 4/30/20, indicated to create a plan for managing new admissions and re-admissions whose
Residents Affected - Few COVID-19 status is unknown. Options include placement in asingle room or in a separate observation area so the resident
can be monitored for evidence of COVID-19. All recommended COV1D-19 PPE should be worn during care of residents under
observation, which includes use of an N95 or higher-level respirator (or facemask if arespirator is not available), eye
protection (i.e., goggles or a disposable face shield that covers the front and sides of the face), gloves, and gown.
During an observation of the East One Unit on 6/30/20 at 8:45 A.M., Nurse #1 was standing at a medication cart. She was
wearing glasses, but did not have on goggles or aface shield. East One Unit housed new admission residents; these
residents were noted to be Patients Under Investigation (PUI). These residents were on Contact/Droplet Precautions and full PPE was
required when working on the unit. During an interview on 6/30/20 at 8:50 A.M., Nurse #1 said she did not usualy
wear goggles or aface shield because she wore glasses. During an interview on 6/30/30 at 9:15 A.M., the Director of
Nursing Services (DNS) said staff working on the East One Unit were required to wear goggles or aface shield during their
shift. She further said Nurse #1 did not follow the required guidelines by not utilizing aface shield or goggles, as
required.
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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
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
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