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

**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Level of harm - Minimal Based on observation, staff interview and facility policy review, the facility failed to ensure infection control measures

harm or potential for actual | were adhered to during meal tray service, to prevent the spread of COVID 19. This had the potential to affect 38 of 38

harm residents residing in the facility. Findings include: Observation on 06/09/20 at 11:35 A.M. revealed Socia Service

Director (SSD) #100 entered room [ROOM NUMBER] without donning any personal protective equipment (PPE). room [ROOM
Residents Affected - Many | NUMBER]

had asmall plastic, three-drawer stand placed beside the door and signage on the wall indicating isolation. SSD #100

placed the lunch tray on the over bed table and assisted the resident in room [ROOM NUMBER] to an upright position. The
resident did not appear comfortable and SSD #100 exited the room and asked two State tested Nursing Assistants (STNA) to
reposition the resident. The two STNAs donned gowns and gloves in the correct order and entered the room and closed the
door. Upon exit the two STNAs removed the PPE correctly. Interview on 06/09/20 at 11:36 A.M., with the Director of Nursing
provided verification SSD #100 had not donned the PPE prior to entering an isolation room. Interview on 06/09/20 at 11:38
A.M., with SSD #100 revealed she had simply forgot to don the PPE prior to entering the room. SSD #100 added she should
have set the tray down and don the appropriate PPE. Review of the facility policy titled Admission of COVID Positive or
Suspected Positive Residents in a Pandemic Situation dated 03/20 revealed gowns, gloves, eye protection and facemasks are

to be donned prior to providing care to residents regardless of presence of symptoms.
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