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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 facility staff, it was determined the facility failed to ensure that staff
harm or potential for actual | adhered to infection control practices and guidelines by wearing appropriate Personal Protective Equipment (PPE) to prevent the
harm spread and transmission of germs throughout the facility. This was found to be evident while conducting a tour of the
facility's designated Covid Unit during the facility's Focused Covid Infection Control Survey. Findingsinclude; A tour of
Residents Affected - Few the facility was conducted on 7/27/20 at 11:20 AM and the Nursing Home Administrator (NHA), Clinical Quality Specialist
(CQS) and Regional Executive Director (RED) were present. We entered the(NAME)Hall Unit, which is the facility's designated
Covid Unit for residents who have tested positive. Resident # 2 was observed at 12:15 PM in awheelchair in the hallway.
S/he was wearing a mask that was around his’/her mouth and not covering the nose area. The resident was moving about the
unit in awheelchair between his/her room and the medication cart to where a nurse (Staff # 4) was standing.
Simultaneously, at 12:15 PM, another nurse (Staff # 5) walked onto the unit from the nurses station (a designated room
within the unit) wearing an N-95 mask, but did not have on eyewear (goggles) or agown. Staff # 5 was interviewed by the
surveyor as she was preparing to leave the unit. She was asked about the facility's policy for proper PPE while on the
Covid unit. She stated that staff were to wear an N-95 mask, eyewear (goggles), and a gown. Staff # 5 went on to say that
she had just received an order from the physician that she was going to transcribe. She was then asked to explain the
purpose of wearing appropriate PPE and she stated that it was to be worn for protection and to prevent the spread of germs
throughout the facility. An interview was conducted with the CQS on 7/27/20 at 2:30 PM and she was asked who is responsible for
ensuring that staff is following the infection control guidelines to ensure that staff is wearing appropriate PPE. She
stated that she provided education to the staff and monitors them. She stated that Staff # 5 should have donned the
appropriate PPE to include, not only an N-95 mask, but also eyewear and agown prior to coming onto the Covid unit.
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