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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 review of the Centers for Disease (CDC) communication memo the facility failed to
 safeguard residents' well-being by failing to follow current infection control standards related to COVID-19
 recommendations set forth by Centers for Disease Control and Prevention (CDC), to minimize the risk of transmission of the
 COVID-19 virus. Refer to https://www.cdc.gov/coronavirus/2019-ncov/hcp/long-term-care.html The findings included: Review of
the CDC communication dated 4/15/20 indicated residents should wear a cloth face covering or face mask for source control
 whenever they leave their room or were around others. Reinforce adherence to standard Infection Prevention Control measures
including hand hygiene and selection and correct use of personal protective equipment (PPE). Management of laundry should
 be performed in accordance with routine procedures. On 6/2/20 at 12:31p.m., during a tour with the Assistant Director of
 Nursing (ADON) one female resident was observed in her wheelchair in the hallway not wearing any face covering. On 6/2/20
 at 12:32 p.m., in an interview the ADON confirmed the resident was not wearing a face covering. She confirmed residents
 were to wear a face covering when exiting their rooms. On 6/2/20 at 12:37 p.m., an observation was made of Licensed
 Practical Nurse (LPN) Staff A entering room [ROOM NUMBER] with isolation droplet precaution. She was observed wearing a
 surgical mask, but no gloves and gown. Upon exiting the room did not perform any hand hygiene. On 6/2/20 at 12:40 p.m., in
 an interview the ADON stated the protocol for staff entering rooms with residents on isolation droplet precaution were for
 staff to don masks, gloves and gowns prior to entering the rooms, removing them prior to exiting the room and performing
 hand hygiene. She confirmed that LPN Staff A did not don any gloves or gown and did not perform hand hygiene upon exiting
 the room. On 6/2/20 at 12:42 p.m., a female resident was observed sitting at nurses' station #2 in her wheelchair not
 wearing any face coverings. On 6/2/20 at 12:45 p.m., in an interview the ADON confirmed residents upon exiting their rooms
 were to wear face coverings. ADON verified the resident was not wearing a face covering. On 6/2/20 at 12:50 p.m., during
 tour of laundry room with ADON a bottle of water and a lunch bag was observed on the clean folding table next to clean
 folded linens. On 6/2/20 at 12:52 p.m., in an interview the Laundry Aide Staff B stated the bottle of water and lunch bag
 belonged to her. She confirmed that personal items were not be on the clean folding table. On 6/2/20 at 12:53 p.m., in an
 interview the ADON verified the bottle of water and lunch bag on the folding table, and confirmed no personal items were
 allowed on the clean folding table.
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