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

Level of harm - Minimal Based on observations, review of facility documentation, and interviews, the facility failed to ensure staff members

harm or potential for actual | adhered to infection control practice during a pandemic by wearing Personal Protective Equipment (PPE) appropriately (i.e

harm the donning of aface shield, gloves and agown while providing patient care on a Covid 19 positive unit and an

observational/exposure unit). The findings include: 1. Observation on 6/8/20 at 12:56 PM on an Observational/Exposure unit
Residents Affected - Few | with The Administrator, The National Guard observed NA#1 coming out of aresident's room after providing care without the
benefit of donning a gown and gloves before entering the resident's room. Further observation identified that NA#1's face
shield was located on the top of his/her head. Interview at the time of the observation, NA#1 indicated that s’he was just
delivering lunch to the resident. The Administrator completed an immediate education with NA#1 and indicated that NA#L
should have donned a gown and gloves before entering the resident's room even to drop off and set up aresident for lunch.
The Administrator also indicated that the face shield was worn inappropriately and should have been worn covering his/her
face. 2. Observation on 6/8/20 at 1:02 PM on an Observational/Exposure unit with The Administrator, The Nationa Guard
observed NA#2 entering in and out of resident's rooms while providing care and services without the benefit of donning a
face shield and gloves. Interview at the time of the observation with NA#2 indicated that s’he should have a face shield on and gloves
while working with patients who are on an Observational/Exposure unit and forgot. Interview with the
Administrator indicated that any staff who work on an Observational/Exposure unit should be entering any resident's room
who is on Observational/Exposure status with a face shield, gown, mask, and gloves as part of their PPE while working the
residents. An immediate education was completed with the nursing assistant. 3. Observation on 6/8/20 at 1:05 PM on a Covid
positive unit with The Administrator, The National Guard observed NA#3 working on a Covid Positive unit exiting a Covid
positive resident's room without the benefit of donning a face shield. Interview at the time of the observation with NA#3
indicated that s/he should have a face shield on while working with patients who are Covid positive and forgot. Interview
with the Administrator indicated that any staff who work on a Covid positive unit should have aface shield on as part of
their PPE while working the residents. An immediate education was completed with the nursing assistant.
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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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