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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

 Based on observation and interview, the facility failed to implement proper infection control practices necessary to
 prevent the transmission of COVID-19 for 33 residents on the second floor unit, (10 negative, 1 quarantined, and 22
 recovered). Findings include: 1. The facility failed to ensure Nurse #1 sanitized medical equipment and performed hand
 hygiene between residents. On August 13, 2020 at 10:51 A.M., the surveyor observed Nurse #1 enter a room with 2 COVID-19
 negative residents (#1 and #2). She used a thermometer and an oximeter (device used on finger to check estimated blood
 oxygen levels and heart rate) on both residents. She did not sanitize the equipment between residents. She did not sanitize her hands
when she changed gloves between residents. Nurse #1 then took the un-sanitized medical equipment and attempted to walk into a
quarantined resident's room. The Director of Nurses (DON) stopped Nurse #1 during the observation and directed
 her back to the medication cart and instructed Nurse #1 to sanitize the medical equipment between residents. During an
 interview on August 13, 2020 at 11 A.M., Nurse #1 said she used the oximeter and the thermometer with both residents. She
 said she should have sanitized the medical equipment between residents, but she did not.
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