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

Level of harm - Minimal Based on observation, staff interviews and reviews of CDC (Centers for Disease Control) COVID-19 guidelines and the
harm or potential for actual | facility COVID-19 Mitigation and Response Plan Overview, it was determined that the facility failed to follow COVID-19
harm precautions for personal protective equipment (PPE) for one of 30 Residents (R1). The findingsinclude: During an
observational tour of the facility on 5/26/20 at 12:10 PM, Employee 1 (E1) was observed exiting the room of R1. The room of

Residents Affected - Few | Resident 1 (R1) had asign posted plainly visible on the closed door. The sign documented, Stop Resident is on isolation
precautions ! Enter only if wearing PPE for standard, Contact, and Droplet Precaution , E1 was wearing a white |aboratory

(lab) coat and carrying a brown plastic serving tray. E1 was observed without PPE including eye protection, mask and

gloves. E1 walked away from the room and into the hallway of the A wing. The Administrator nearby observed E1 walk past the
underwriter was told of the observation and asked what was the employee's name and where the employee was assigned. She

said that the employee was from the Dietary Department. The Administrator was informed that E1 had exited the room of R1

not wearing PPE. She followed him/her into the A wing hallway. E1 emerged about 30 seconds later from the A wing hallway,
now wearing protective eyewear, mask and gloves and pushing a dietary cart. E1 was approached by this surveyor and asked
his/her name and informed him/her of the observation at R1's room and not wearing proper PPE. E1 said, | got my glasses on. E1 was
told that he/she had been observed not wearing eye protection, mask or gloves when he/she exited the room of R1. E1

then walked away pushing the dietary cart into alarge adjacent room. E1 came out of the room about one minute later

without the PPE (protective eyewear, mask and gloves), he/she then removed his/her white lab coat and put it into alaundry
receptacle and walked back to the large room where the dietary cart had been taken. In an interview with the Administrator

on 5/26/20 at 12:20 PM, It was reported that all nursing staff wear white laboratory (lab) coats in the facility. When

staff exit a presumptive COVID-19 room they are to discard the coat into a laundry receptacle for sanitation and get a

clean lab coat for wear in the facility. She also acknowledged that E1 should have worn protective eyewear, mask and gloves whilein
the room and discarded the PPE upon exiting in the proper receptacle. In addition, the Administrator produced

documentation that E1 had previously been in-serviced for Infection Control procedures. Review of the facility's COVID-19
Mitigation and Response Plan documented that, .Standard PPE Required for Contact with Suspected or Known Cases of
COVID-19-Put on aregular facemask or N95 respirator mask before enter into the resident's room Put on eye protection .Put

on clean non-sterile gloves Place Reusable cloths gowns into the appropriate laundry receptacle after each use. Review of

the CMS (Centers for Medicare and Medicaid Services)/CDC guidelinesto Long Term Care facilities reads, For the duration of the
state of emergency in their State, all long-term care facility personnel should wear a facemask while they are in the

facility. Full PPE should be worn per CDC guidelines for the care of any resident with known or suspected COVID-19 per CDC
guidance on conservation of PPE.
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