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Provide and implement an infection prevention and control program.

 Based on observation, interview and document review, the facility failed to ensure staff used appropriate Personal
 Protective Equipment (PPE) while in resident rooms. Findings include: On 7/6/20 at 11:27 A.M. CNA#2 was observed without
 wearing eye protection in a room that was occupied by a resident on quarantine (a room for new admissions or re-admissions
 to the facility). During an interview on 7/6/20 at 11:33 A.M. CNA #2 said she had just finished cleaning her eye protection and that it
was hanging to dry in a staff area. During an interview on 7/6/20 at 3:26 P.M. the Director of Nursing
 acknowledged that eye protection is required while in COVID-19 negative or quarantine rooms. Review of facility document
 titled Appropriate PPE; reviewed and revised 06/08/20 indicated the following PPE is required: - Persons Under
 Investigation (Admission/ Symptomatic Resident): Full PPE (gloves, gowns, protective eyewear, masks) - COVID-19 negative
 resident: Full PPE
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