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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

 Based on observation, interview, and record review, the facility failed to ensure one of five staff wore the required
 personal protective equipment (PPE). Laundry Staff 1 (LS) was not using a facemask while on duty during outbreak of
 Coronavirus Disease 2019 (COVID-19, a highly contagious virus causing breathing difficulty). This deficient practice
 increased the risk of staff getting infected and spreading COVID-19. Findings: On 7/14/2020 at 11:58 a.m., during a tour of the
facility, LS was in the laundry area sorting linen without the use of a protective face cover. A review of facility's
 Attendance Roster dated 7/2/2020 indicated LS was trained on the facility's policy's on Prevention and Control of COVID-19
 which included the use of PPE. On 7/14/2020 at 1:35 p.m., during an interview, the Infection Preventionist (IP) Nurse
 stated all staff must wear a mask while on duty. A review of the facility policy titled Personal Protective Equipment -
 Contingency and Crisis use of Facemask (COVID-19 Outbreak), last revised on 4/2020, indicated to wear PPE (including
 facemask) to prevent transmission of infectious agents through the inhalation of droplets.
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