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

Level of harm - Minimal Based on observations, review of facility documentation, and interviews the facility staff failed to adhere to infection
harm or potential for actual | control practice during a pandemic (COVID-19) with inappropriate use of personal protective equipment (PPE). The finding
harm includes: A. During an observation on 5/21/20 at 9:10 AM Dietary Aide (DA) #1 was observed exiting the kitchen with a
surgical mask covering his mouth and not his nose. Additionally DA #2 was observed in the kitchen, during meal preparation, with a
Residents Affected - Few | mask covering her mouth and not her nose. During an interview with DA #1 on 5/21/20 at 9:10 AM he indicated that he
was leaving the kitchen and was hot, therefore he removed the mask from over his nose. During an interview with the Dietary
Supervisor on 5/21/10 at 9:10 AM she indicated that dietary staff should utilize the mask as per facility guidelines which
indicate the mask should cover both the nose and mouth. B. During an observation on 5/21/20 at 9:25 AM Housekeeper #1 was
observed wearing a surgical mask under a N95 mask. During an interview Housekeeper #1 indicated that putting the surgical
mask under the N95 was her preference because it felt better that way. During an interview with the Director of Nursing
(DON) on 5/21/20 at 9:40 AM she indicated that all facility staff werefit tested for N95 masks and were educated on the
correct way to wear the N95 mask. C. During an observation on 5/21/20 at 9:35 AM Nurses Aide (NA) #2 was observed in the
hallway wearing 2 reusable washable gowns, a surgical mask under a KN95 and a face shield. During an interview with NA #2
on 5/21/20 at 9:35 AM sheindicated that she applied an extralayer of agown and mask for added protection. She further
indicated that she felt more comfortable when wearing extra personal protective equipment (PPE). During an interview with
the DON on 5/21/20 at 9:40 AM sheindicated facility staff were educated on the proper use of Personal Protective

Equipment. Center for Disease Control (CDC) guidelines indicated respirator/facemask should be extended under chin. Both
mouth and nose should be protected.
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