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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 observations, interview, and policy review, the facility staff failed to wear all required personal protective

harm or potential for actual | equipment when on the Coronavirus (COVID) 19 unit. This failure had the potential to affect all 16 residents, with
harm confirmed or suspected [DIAGNOSES REDACTED] #1, #2, #4, #5, #6, #7, #8, #9, #10, #11, #12, #13, #14, #15, #16, #17).

Findings Include: 1. Review of facility policy titled: Novel Coronavirus Prevention and Response, Approval and Effective

Residents Affected - Some | date: 3/26/2020, revealed the facility would respond promptly upon suspicion of illness associated with a Novel Coronavirusin
efforts to identify, treat and prevent the spread of [MEDICAL CONDITION]. The definition per the facility policy was:
COVID-19 isanew respiratory disease caused by anovel (new) Coronavirus that is spread person-to-person, mainly between
people who are within six (6) feet of one another through respiratory droplets produced when an infected person coughs or
sneezes. According to the policy, the Infection Preventionist would assess facility risk associated with COVID -19 through
surveillance activities of emerging diseases in the community and illness present in the facility. The facility procedure

when COVID-19 was suspected was: |mplement standard, contact and airborne precautions (droplet precautionsif no airborne
isolation room available). Wear gloves, gowns, goggles/face shields and masks (respirators) upon entering room and when
caring for the resident. 2. Review of Facility's Training, dated 4/2020, revealed annual training for infection control

including proper (PPE) personal protective equipment was completed by all staff members. 3. Observation on 6/16/2020 at
9:00 am. on the COVID-19 isolation unit, revealed, Unit Charge License Practical Nurse (LPN) #3 was observed exiting a
resident's room without the required N95 or surgical mask. The nurse was observed to have on a cloth mask. The nurse wore
the rest of the required PPE in accordance with the policy. Interview on 6/16/2020 at approximately 9:06 am. with License
Practical Nurse (LPN) #3, revealed he/she was responsible for administering medications to al 16 residents on the COVID-19 unit.
When queried about required personal protective equipment, the LPN stated he/she received training but decided to

wear her own mask today. 4. Observation on 6/16/2020 at approximately 9:47 am. revealed Certified Nursing Assistant (CNA)
#4 exited aresident's room on the COVID-19 isolation unit without the required face shield or goggles. The CNA wore the

rest of the required PPE in accordance with the policy. Interview on 6/16/2020 at 9:48 am. with CNA #4, revealed |

received training on the use of wearing the required personal protective equipment, but | don't like to wear the shield or

the googles because they make me hot and fog up. 5. Interview on 6/16/2020 at approximately 11:00 am. with Director of
Nursing/Infection Control Nurse, revealed all staff members had been trained on how to use the proper personal protective
equipment on the COVID-19 unit. He/she stated, all staff received annual training related to infection control in February

of thisyear and that his/her expectation was for all staff to wear the required personal protective (PPE) equipment upon
entering any resident's room, especially on the COVID-19 unit.
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