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F 0830 Provide and implement an infection prevention and control program.

Level of harm - Minimal Based on observations and interviews with staff, the facility failed to ensure that appropriate infection control practices were

harm or potential for actual | implemented to prevent and control the spread of infection. The findings include: Observation on 5/21/20 at 9:15 AM

harm identified that Registered Nurse (RN) #1 (nursing supervisor) was performing COVID-19 screening (screening questions and

temperature readings) for individuals who entered the facility. RN #1 was noted to be wearing a cloth face mask at the time and then
Residents Affected - Few | proceeded to enter the nursing unit with the cloth mask still in place. RN #1 approached Resident #1, and at face

level with the resident, measured an area on the residents |eft arm. Resident #1 was not wearing a face mask at that time.

Interview with RN #1 on 5/21/20 at 9:20 identified that she had not thought about wearing a surgical mask. RN #1 identified that she
was aware she should be wearing a surgical mask while on the nursing unit and interacting with residents. RN #1

then donned a surgical mask. Interview with the Infection Control Nurse identified that the facility had an adequate supply of surgical
masks, and al staff should be wearing surgical masks while on the nursing units. Review of the Center for

disease control guidelines identified that health care providers should not be wearing cloth face coverings as they are not considered
personal protective equipment because their capacity to protect against the COVID-19 virusis unknown.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER TITLE (X6) DATE
REPRESENTATIVE'S SIGNATURE
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