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Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview and record review, the facility failed to follow written standards, policies, and
 procedures for the program for Standard and transmission-based precautions to be followed to prevent spread of infections
 for 1 of 5 residents (Resident #1) reviewed for infection control. - CNA and LVN failed to wear PPE when assisting Resident #1 with
toileting. - The facility failed to post a sign at Resident #1's door indicating order for isolation and need for
 transmission based precautions. These failure affected 1 resident and placed all residents at risk of disease. Findings
 include: Record review of Resident #1's face sheet revealed she was [AGE] years-old and was admitted on [DATE]. Her
 [DIAGNOSES REDACTED]. Record review of Resident #1's physician orders [REDACTED]. at ([MEDICAL TREATMENT]
center), and be
 on isolation precautions - contact, droplet every shift. Observations of room [ROOM NUMBER] on 7/21/20 at 5:15 PM revealed
 the CNA and LVN assisting Resident #1 with toileting. The CNA and LVN were observed to be only wearing gloves and N95
 masks. PPE donning station was set up at the door with gowns and gloves. In an interview with the DON at this time, she
 stated Resident #1 was on quarantine and isolation precautions due to risk of exposure to COVID-19 during stay at the
 hospital. The nursing staff were supposed to be wearing full PPE, including face shield and gown, when caring for this
 patient because the resident was recently admitted on [DATE] and she was also in and out of the facility for [MEDICAL
 TREATMENT]. In an interview with CNA on 7/21/20 at 5:25 PM, the CNA stated that she had forgotten to put on PPE because she
was more concerned about meeting the resident's need as soon as she noticed her call light was lit. Otherwise, she usually
 wore full PPE, including face shield and gown, when tending to her. In an interview with CNA the LVN on 7/21/20 at 5:20 PM, the
LVN stated that he forgot the resident was just readmitted     the day prior and was on transmission-based precautions. He said he did
not see the PPE station at the door. Record review of in-service records revealed the CNA was trained on PPE usage on 7/6/20 and the
LVN was trained on PPE usage on 7/2/20. In an interview with with the DON and Administrator on
 7/22/20 at 10:50 AM, the DON stated that they initially forgot to put a sign on Resident#1's door indicating that the
 resident was on isolation precautions. Resident #1 was discharged    from the facility previously on 7/14/20 and returned
 from the hospital with a negative test results that was collected on 7/15/20. The resident was not re-tested   again since
 her stay and return from the hospital. The Administrator stated what the LVN and CNA did was not the norm and they have
 started to re-educate their staff. Record review of the Nursing Facility COVID-19 Response Plan dated 6/2/20, nursing
 facilities are to quarantine residents with exposure or symptoms. Record review of the CDC guidance for Nursing Facilities
 revealed, staff should wear gowns for activities where splashes and sprays are anticipated (including aerosol-generating
 procedures) and high-contact resident care activities that provide opportunities for transfer of pathogens to hands and
 clothing of HCP. https://www.cdc.gov/coronavirus/2019-ncov/hcp/long-term-care.html
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