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F 0830 Provide and implement an infection prevention and control program.
Level of harm - Minimal Based on observation, interview and document review, the facility failed to ensure staff was appropriately using Personal
harm or potential for actual | Protective Equipment (PPE) while assisting aresident. Findings include: On 7/8/20 at 12:35 P.M., CNA #1 was observed in a
harm COVID-19 negative resident room helping to feed aresident his’her lunch. CNA #1 was seated next to the resident and CNA #1 was
wearing her mask under her chin, not covering her mouth or nose. CNA #1 was wearing her eye protection on top of her
Residents Affected - Few head, not covering her eyes. During an interview on 7/8/20 at 12:46 P.M. CNA#1 said that eye protection and a face mask are
required while in COVID-19 negative rooms and she couldn't answer why she hadn't been wearing her eye protection or mask
while in the COVID-19 negative room and assisting the resident. During an interview on 7/8/20 at 12:50 P.M., Nurse #1 said
that eye protection and a mask must be worn while in a COVID-19 negative room. Review of facility document titled Updated
PPE Guidance, dated 7/6/20, indicated the following PPE is required in a COVID negative room: general wearing of mask and
eye protection.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER TITLE (X6) DATE

REPRESENTATIVE'S SIGNATURE

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
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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