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

Level of harm - Minimal Based on document review and interview, the facility failed to ensure resident care staff were properly fit tested for

harm or potential for actual | the use of N95 respirators. Findings include: On 04/08/2020 at 1:20 PM, the Infection Control (1C) Nurse explained the

harm facility's staff were divided into three teams to care for residents with presumptive or known COVID-19 infection. The IC
nurse explained 17 staff membersinitially assigned to Care Team A, received fit testing and were issued N95 respirators.

Residents Affected - Few The IC nurse indicated the facility was in the process of screening more staff members for assignment to Care Team B and
Care Team C. A review of the facility's N95 fit testing documentation reveal ed the facility contracted with avendor
designated to perform the medical screenings and fit testing online. The documentation included medical screenings signed
by the contracted vendor's doctor but did not indicate fit testing was performed. The |C Nurse and Administrator explained
the N95 respirators issued by the facility were form fitted and adjustable and did not require fit testing. On 04/08/2020
at approximately 3:45 PM, the Administrator provided the manufacturer's N95 respirator packaging indicating fit testing was required
prior to use.
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