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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Provide and implement an infection prevention and control program.

 Based on observation, interview, and record review, the facility failed to ensure facility staff did not wear a face mask
 in the laundry room and the resident door was opened for patients under investigation (PUI) related to COVID (a disease
 caused by a new strain of coronavirus). These failures had the potential to transmit and spread the infection to the
 residents and staff. Findings: During an observation with the director of nursing (DON) on 7/22/2020 at 1:50 p.m., the
 facility staff did not a wear face mask in the laundry area. During a concurrent interview with the DON, she confirmed the
 facility staff should wear a face mask in the laundry area. During an observation and interview with the infection
 preventionist (IP) on 7/22/2020 at 11:00 a.m., a resident's door was opened for PUI related to COVID. The IP stated the
 door should have been closed for PUI residents. The IP confirmed the residents have symptoms of COVID, such as coughing.
 Review of the facility's undated policy, indicated the mask should be worn on duty in the facility. Review of the Center
 for Disease Control (CDC) and Prevention dated 6/2020, Evaluate and Manage Residents with Symptoms of COVID, indicated
 residents should have a separate room from others with the door closed.
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