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

**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on observation and interviews, the facility failed to ensure staff donned full personal protective equipment (gown,
harm or potential for actual | glove, eye shield and face mask) while caring for COVID-19 negative residents (COVID-19 negative residents are at risk for
harm exposure to COVID-19 from staff and/or visitors to the facility). Findings include: On 6/16/20 at 12:20 P.M., during the
entrance conference with the Administrator and Director of Nursing (DON), the DON said that all the residents, with the
Residents Affected - Few exception of two residents that were COV1D-19 recovered, on the first floor were al negative for COVID-19. She said that
all the residents on the second floor were residents that had recovered from COVID-19. The census was 18 and 5 of the 18
residents were COVD-19 negative. On 6/16/20 at 12:30 P.M., during a tour of thefirst floor revealed the following: * room [ROOM
NUMBER] Bed A - A Certified nursing Assistant (CNA) was assisting aresident with his/her lunch. The staff member was only
wearing amask. The resident was COVID-19 negative. * room [ROOM NUMBER] Bed B- A occupational therapist was sitting
on the side of the residents bed. The occupational therapist was only wearing amask and personal eyeglasses. The resident
was|COVID-19 negative. * room [ROOM NUMBER] - A Licensed Nurse entered the room with only a mask and personal
€yeglasses.
The 2 residents in this room were COVID-19 negative. On 6/16/20 at 1:30 P.M., during interview the administrator said that
he spoke with someone at the local board of health who said staff only needed to wear masks and goggles. He said it was a
verbal call and did not have documentation to support the guidance.
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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
date of survey whether or not aplan 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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