
DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED:11/9/2020
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF
DEFICIENCIES
AND PLAN OF
CORRECTION

(X1) PROVIDER / SUPPLIER
/ CLIA
IDENNTIFICATION
NUMBER

075153

(X2) MULTIPLE CONSTRUCTION
A. BUILDING ______
B. WING _____

(X3) DATE SURVEY
COMPLETED

08/24/2020

NAME OF PROVIDER OF SUPPLIER

VILLA AT STAMFORD, THE

STREET ADDRESS, CITY, STATE, ZIP

88 ROCKRIMMON ROAD
STAMFORD, CT 06903

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)

F 0880

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, review of facility policy, and interviews the facility failed to ensure staff utilized eye protection on an
observation (resident's covid 19 status is unknown) unit. The findings include: Observation on 8/24/20 at 11:12 AM
 identified NA #1 was in the doorway of room [ROOM NUMBER] on the observation unit with a pair of glasses on top of her head
and no eye protection. While standing in the doorway, NA #1 proceeded to speak briefly with the unit nurse and then
 re-enter the room a second time with her glasses on her head and without the benefit of eye protection. Observation on
 8/24/20 at 11:14 AM on the observation unit identified NA #2 entered room [ROOM NUMBER] and provided the resident
 assistance from a chair into a wheelchair and then exited the room without eye protection. Observation on 8/24/20 at 11:20
 AM on the observation unit identified the Rehabilitation Therapist (RT #1) exited room [ROOM NUMBER] to the doorway to
 obtain adaptive equipment located just outside of the room and then re-entered the room. RT #1 was not wearing eye
 protection. A subsequent observation identified RT #1 and RT #2 exited room [ROOM NUMBER] without the benefit of eye
 protection. Interview with NA #1 on 8/24/20 at 11:23 AM identified that although she was aware of the requirement to wear
 eye protection while in resident care areas on the observation unit, she had left her eye protection in her car that day.
 Interview on 8/24/20 at 11:27 AM with NA #2 identified that while she was aware of the requirement to use an eye shield
 while in resident care areas on the observation unit, she was trying to assist a resident in getting to an outside
 appointment timely and therefore did not wear the shield. Interview on 8/24/20 at 11:29 AM with RT #1 and RT #2 identified
 that while they were both aware of the requirement to maintain eye protection while in resident care areas on the
 observation unit, they had left their eye protection at an alternate work location. Review of the Protocol for Facility
 Sections related to Covid-19 Containment dated July 2020 directed staff to wear full PPE including an N95 mask when caring
 for residents on the observation unit. The facility failed to implement the use of eye protection per standard of care on
 the observation unit.
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