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Provide and implement an infection prevention and control program.

 Based on observation, staff interviews, and Center for Disease Control and Prevention (CDC) Guidelines for COVID-19 dated
 April 13, 2020, the facility failed to ensure the availability and proper use of approved personal protective equipment
 (PPE) for staff who enter the facility to prevent possible spread of infection, and use of full PPE for direct care of
 residents that have never tested   positive for COVID-19. Findings include: 1. On 06/24/20 at 7:00 A.M., the surveyor
 entered the building behind a facility staff member. The screener greeted the staff member, took their temperature, and
 completed a questionnaire. The employee was observed to not wear a mask upon entry into the building, and did not put a
 mask on while being screened. The employee conducting the screening did not inform the staff member that he needed to wear
 a mask, and did not provide one. The staff member was observed to leave the screening area and proceed down the hallway
 without wearing a mask. When the screener was asked by the surveyor why she did not instruct the employee to wear a mask,
 or provide him one, the screener said that she saw that he had a mask in his pants pocket. The screener said that there
 were no masks readily available to provide the employee as they were kept on the unit. 2. During the entrance conference
 with the Director of Nursing at 7:05 A.M., she said that staff wear full PPE (mask, gown, gloves, facemask/goggles) for
 quarantined residents who have been admitted   from the hospital (suspected COVID-19). She said that for all other
 residents, including 4 residents that she identified as never having tested   positive for COVID-19, staff wear a mask only for direct
care. CDC guidance indicates that full PPE should be worn for the care of any resident with known or suspected
 COVID-19. 3. At 7:13 A.M., a housekeeper was observed at the entrance of a resident's room wearing a mask, however the mask was
not positioned properly on the housekeeping staff's face, and did not cover her nose. 3. At 8:00 A.M. and 8:34 A.M., a
 resident was observed seated in a wheelchair in the Unit A dining room with a surgical loop mask draped across his/her left shoulder,
and not covering his/her mouth as required. The Resident said that staff would have to put the mask on because
 he/she is unable to do it on his/herself. 4. At 8:34 A.M., CNA #2 was observed in the A unit hallway carrying a food tray
 with a colorful cloth mask, and not appropriate PPE according to CDC guidance. The face covering was pulled down, resting
 on her chin and not covering her mouth and nose. 5. At 10:21 A.M., activity assistant #1 was observed wearing a cloth mask, and not
appropriate PPE according to CDC guidance. She said that she ordered the cloth mask online. CDC guidelines dated
 April 13, 2020 clearly indicate cloth face coverings are not PPE. During interview with the Administrator, DON, and the
 Infection Control nurse at 11:45 A.M., the surveyor informed them of multiple observations of staff not wearing appropriate PPE
while in the facility
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