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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, interview, and record review, the facility failed to implement infection control practices to prevent the spread
harm or potential for actual | of Coronavirus Disease 2019 (COVID-19, a highly [MEDICAL CONDITION] infection, transmitted from person to
harm person, that affects the respiratory system and may cause death). Certified Nursing Assistant 1 (CNA 1) was not wearing eye
protection and facemask. This deficient practice increases the risk of spreading infection to residents and staff. Findings On 8/12/2020
Residents Affected - Few | at 7:47 am., during atour of the facility, CNA 1 was observed in the hallway wearing aloose fabric mask
exposing the nose. CNA 1 was not weari ng protective eyewear. On 8/12/2020 at 8:24 am., during interview, the Assistant
Administrator (AA) stated staff must wear a face shield, gown, and a surgical mask. A review of atraining titled,
In-Service Education - Attendance Record/Sign-in Sheet with topic PPES/COV1D-19 Updates, proper use of PPES/COVD-19 dated
7/7/2020 indicated CNA 1 was in attendance. On 8/12/2020 at 8:50 am., during an interview, CNA 1 stated, When we enter the unit,
we need to wash our hands, wear eye protection, wear a mask and a gown. My mask was falling off my nose because the
strap was loose. We have to wear surgical mask only. We are not to wear fabric masks. Review of the facility policy titled
Infection Prevention and Control Program last revised 1/1/2017 states, The facility establishes and maintains an Infection
Control Program designed to provide a safe, sanitary, and comfortable environment and to help prevent the development and
transmission of disease and infection in accordance with Federal and State requirements.
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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 a plan 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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