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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 document review, the facility failed to implement ongoing infection prevention and
 control program to prevent the spread of infection due to lack of appropriate use of PPE, when staff failed to wear eye
 protection when in direct contact with a resident (R1). This had the potential to affect all 9 residents residing in the
 unit and staff. Findings include: R1's MDS had no cognitive score, but indicated R1 was rarely/never understood. R1 needed
 extensive assistance in all activities of daily living and had [DIAGNOSES REDACTED]. During an observation on 6/4/20, at
 12:43 p.m. nursing assistant (NA)-A was observed in R1's room sitting knee to knee doing an activity with the resident.
 NA-A was wearing a surgical mask, however, was not wearing any eye protection. NA-A stated it was a part of nursing's
 duties to do activities with residents at this time. NA-A clarified he'd had training on infection control practices
 related to COVID and possessed face ware. Further, NA-A stated eye protection was primarily to be worn by staff working on
 the COVID positive unit and NA-A did not work that unit. During an interview on 6/4/20, at 1:07 p.m. clinical nurse manager (NM)-
A stated all staff are to wear a mask and face shield at all times. NM-A clarified a few staff wore goggles due to
 personal issues while wearing the shield. NM-A observed NA-A sitting knee to knee with R1 doing an activity. At 1:26 p.m.
 NM-A acknowledged NA-A was not wearing eye protection and instructed NA-A to get appropriate eye protection. At 1:27 p.m.
 NA-A returned to R1's room wearing a face shield. During an interview on 6/5/20, at 3:16 p.m. the director of nursing (DON) stated
all staff were to wear face masks. Direct care staff were to wear a surgical mask and a face shield or eye
 protection. The facility policy, Optimizing the Supply of Eye Protection, Face Shields during COVID-19 Pandemic, dated May
 2020, stated when coming in contact with ALL residents including COVID-19 Positive, COVID-19 Negative, COVID-19 Status
 unknown, all staff should be wearing a facemask and a face shield and or goggles.
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