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

**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Level of harm - Minimal Licensure reference number 175 NAC 12-006.17 Based on observation, interview and record review; the facility failed to

harm or potential for actual | implement infection control practices and Centers for Medicare and Medicaid Services (CMS) guidelines to prevent potential
harm cross contamination including the spread of COVID-19 related to failing to verify screening results for facility employees

and failure to ensure use of Personal Protective Equipment (PPE) in isolation rooms which had the potential to effect all
Residents Affected - Many | residents. The facility identified a census of 118. Findings are: A A record review of a Team Member Fitness For Duty

Screen (TMFFDS, a screening tool for Covid-19 exposure) sheet dated 6/14/20 revealed that Employee A had symptoms of cough,
sore throat or shortness of breath. Further review of Employee A's TMFFDS sheet revealed there was no evidence Employee A's
symptoms were evaluated prior to allowing Employee A to work. B. A record review of the TMFFDS sheets dated 6/12/20 and
6/14/20 revealed that Employee B had symptoms of cough, sore throat or shortness of breath. Further review of Employee B's
TMFFDS sheet revealed there was no evidence Employee B's symptoms were evaluated prior to allowing Employee B to work. C. A
record review of the TMFFDS sheet dated 6/14/20 revealed that Employee C had symptoms of cough, sore throat or shortness of
breath. Further review of Employee C's TMFFDS sheet revealed there was no evidence Employee C's symptoms were eval uated
prior to allowing Employee 3 to work. D. A record review of the TMFFDS sheets dated 6/12/20, 6/15/20 and 6/21/20 revealed
that Employee D had symptoms of cough, sore throat or shortness of breath. Further review of Employee D's TMFFDS sheet
revealed there was no evidence Employee D's symptoms were evaluated prior to allowing Employee D to work. E. A record
review of the TMFFDS sheet dated 6/15/20 revealed that Employee E had symptoms of cough, sore throat or shortness of

breath. Further review of Employee E's TMFFDS sheet revealed there was no evidence Employee E's symptoms were evaluated
prior to allowing Employee E to work. F. On 6/22/20 at 3:11 P.M. an interview was conducted with the facility

Administrator. During the interview, areview of the TMFFDS sheets for Employees A, B, C, D and E dated 6/12/20, 6/15/20
and 6/21/20 was completed. The facility Administrator confirmed there should have been follow up regarding Employee A, B,

C, D and E's symptoms and was not. G. On 6/22/20 at 10:25 A.M. an observation revealed Employee F to be exiting agray zone
room, room [ROOM NUMBER], with a bag in hand which was being taken to the dirty utility room. Employee F was observed to
have a surgical mask in place with no face shield or eye protection. H. On 6/22/20 at 1:55 P.M an interview with Employee L
revealed that face shields were not available for use on the gray zone and that the goggles which the facility had

available did not fit over eye glasses, so their eye glasses were considered their protection device. Record review of a

CDC Coronavirus Disease 2019 (COVID 19) sheet dated 6-19-2020 revealed the following information: -Eye Protection:
-Personal eyeglasses's and contact lenses are NOT considered adequate eye protection.
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