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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 and

harm or potential for actual | precautions to prevent the spread of COVID-19 (an illness caused by [MEDICAL CONDITION] that can spread from person to
harm person) by failing to: 1. Post signs (visual postings used to convey information or instructions) outside of resident rooms indicating

appropriate infection control and prevention precautions and required Personal Protective Equipment (PPE,
Residents Affected - Few equipment worn to minimize exposure to hazards that cause illnesses). 2. Have a procedure in place to properly store and
label N95 mask (arespiratory protective device designed to achieve avery closefacial fit and very efficient filtration

of airborne particles) for reuse. These deficient practices had the potential to spread [MEDICAL CONDITION] to residents,

staff, and essential visitors. Findings: During atour observation of the facility's Y ellow zone (a unit where residents

who are suspected to have the COVID-19 virus are monitored and cared for) with the Infection Preventionist (IP, a

professional who make sure healthcare workers and patients are doing all the things they should to prevent infections) on

7/17/20 at 2:50 p.m., there were no signs posted immediately outside of resident rooms (Rooms 100, 102, 103, 104 and 200 to 209) to
indicate appropriate infection control and prevention precautions and required personal protective equipment (PPE,

protective clothing, helmets, gloves, face shields, goggles, facemasks and/or respirators or other equipment designed to
protect the wearer from injury or the spread of infection or illness) . During an interview on 7/17/20 at 2:55 p.m. the IP

stated she will place signs outside of the Y ellow zone rooms to indicate infection control precautions and required PPE.
During an interview on 7/17/20 at 3 p.m., the |P stated staff would reuse their N95 masks for 2 to 3 days. The IP was able

to show alog book where staff would log the date they receive a new N95 mask. The | P stated the facility currently had no
specific procedure on storing and labeling N95 mask for reuse. The |P stated staff stored used N95 masks in brown paper
bags and stored the N95 masks in their lockers or took them home. A review of the facility's undated Coronavirus Disease
2019 (COVID-19) Mitigation Plan for Skilled Nursing Facilities indicated, signs are posted immediately outside of resident
rooms indicating appropriate infection control and prevention precautions and required PPE in accordance with CDPH
guidance. A review of Centers for Disease Control and Prevention (CDC, the US agency charged with tracking and
investigating public health trends) document titled Interim Infection Prevention and Control Recommendations for Healthcare
Personnel During the Coronavirus Disease 2019 (COV1D-19) Pandemic, dated 7/15/2020, indicated any reusable PPE must be
properly cleaned, decontaminated, and maintained after and between uses. Facilities should have policies and procedures
describing arecommended sequence for safely donning and doffing PPE
https://www.cdc.gov/coronavirus/2019-ncov/hcp/infection-control -recommendations.
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