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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, record review, and interview, the facility failed to wear the proper Personal Protective Equipment
 (PPE) per Centers for Disease Control (CDC) guidelines in order to prevent the spread of infection for 1 of 2 newly
 admitted   residents reviewed (Resident #1) and failed to place a newly admitted   resident in a single-person room or a
 separate observation area for 2 of 2 new admissions reviewed (Residents #1 and #2). The facility reported a census of 125.
 Findings include: 1. During an observation on 6/25/20 at 10:39 a.m., Staff A (Nurse Aide) and Staff B (Nurse Aide) assisted Resident
#1 to transfer from the wheelchair to the toilet. After the Resident #1 urinated in the toilet, Staff B assisted
 Resident #1 with perineal care. Staff A and B then assisted Resident #1 to transfer back to her wheelchair. Staff A and
 Staff B failed to utilize a gown while assisting the resident. During the observation Resident #2 occupied the room. The
 facility Matrix listed Resident #1 admitted to the facility on [DATE]. The Face Sheet listed Resident #2's admitted to the
 facility on [DATE]. An untitled facility policy dated 6/4/20, stated staff caring for residents in the yellow zone (all
 asymptomatic residents who may have been exposed to COVID-19) should wear full COVID-19 level PPE (gloves, gown, masks,
eye protection) when taking care of these residents. The policy stated staff caring for residents in the gray zone (all
 asymptomatic residents admitted   to the nursing home from an outside facility and had no known exposure to COVID-19)
 should wear gloves, a mask, and eye protection. The policy did not address the cohorting of new admissions. Current CDC
 guidelines, updated 6/22/20, directed facilities to place new admissions in a single-person room or separate observation
 area for 14 days so staff could monitor the resident for evidence of COVID-19. The guidance directed facilities to ensure
 staff caring for these residents wore a mask, goggles, gloves, and a gown (www.cdc.gov). During an interview on 6/25/20 at
 9:45 a.m., the Director of Nursing (DON) stated those in 14 day quarantine were in what their facility called the yellow
 zone. She stated they were not caring for the residents in any different way other than keeping them in their rooms for 14
 days. During an interview on 6/25/20 at 12:00 p.m., the DON stated she was not sure about the policy for cohorting new
 admissions together. During an interview on 6/25/20 at 12:10 p.m., the DON stated she was mistaken and those in 14 day
 quarantine were in what their facility called the gray zone so staff would only need to wear a surgical mask, eye
 protection, and gloves.
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