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Level of harm - Minimal
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Residents Affected - Many

Provide and implement an infection prevention and control program.

 Based on observation, record review, and interview, the facility failed to ensure proper infection prevention and control
 practices were maintained to prevent the development and transmission of COVID-19 and other communicable diseases and
 infections by wearing a face mask and wearing a face mask appropriately. These failed practices had the potential to affect 68
residents who resided in the facility, according to the Resident Census List provided by the Director of Nursing on
 6/15/2020. The findings are: a. On 6/15/2020 at 1:38 p.m., Office Personnel #1 was in her office and did not have a mask
 on. She was asked, Where's your mask? She stated, I was wearing one earlier, but it was dirty. I was going to get one. b.
 On 6/15/2020 at 1:46 p.m., Dietary Employee #1 was at the Nurse's Station and his below-the-nose mustache was visible. He
 was asked, Do you have your mask on correctly? He stated, Yes, I do. He pulled the mask up over his nose. c. The facility
 policy titled COVID-19 provided by the Director of Nursing on 6/15/2020 documented, .PPE (Person Protective Equipment)
 Clinical Competency . Donning and doffing return demonstration tool . Don mask . Fit flexible band to nose bridge . Fit
 snug to face and below the chin . Green Zone requires surgical mask and gloves . The yellow zone Prevention / Readmission
 requires surgical mask, gown, and gloves .
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