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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.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observations and interviews with staff, the facility failed to ensure that appropriate infection control practices were
implemented to prevent and control the spread of infection. The findings include: Interview with the Director of
 Nurses (DON) on 7/8/20 at 9:05 AM identified that the optometrist had come to the facility on [DATE]. The DON identified
 that there were a total of eight (8) residents seen by the optometrist on 7/7/20. He further identified that there were 2
 residents that were in need of seeing the optometrist because of an acute condition that needed to be evaluated by the
 optometrist, one resident had a puffy, painful eye and the other resident had weeping eyes. The other six (6) residents
 were seen for routine eye exams and were not examined because of an acute or emergent situation. The DON identified that he was
aware that consultants should only be allowed in the facility for those residents experiencing an emergent problem, but that the other
six residents were scheduled for routine exams because the optometrist was going to be in the building.
 Review of the CDC guidelines identify to restrict visits from healthcare providers such as those providing elective
 consultations.
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