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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 observations, record review, and interviews, the facility failed to properly maintain an infection control program designed to
prevent the spread of COVID-19 in one of two floors. Specifically, the facility: -Failed to ensure staff wore
 personal protective equipment (PPE) while providing care to a resident in isolation. Findings include: I. CDC recommended
 guidelines Centers for Disease Control, Preparing for COVID-19 in Nursing Homes, Updated May 19, 2020,
 https://www.cdc.gov/coronavirus/2019-ncov/hcp/long-term-care.html, Create a Plan for Managing New Admissions and
 Readmissions Whose COVID-19 Status is Unknown. Depending on the prevalence of COVID-19 in the community, this might
include placing the resident in a single-person room or in a separate observation area so the resident can be monitored for
 evidence of COVID-19. HCP should wear an N95 or higher-level respirator (or facemask if a respirator is not available), eye
protection (i.e., goggles or a disposable face shield that covers the front and sides of the face), gloves, and gown when
 caring for these residents. Residents can be transferred out of the observation area to the main facility if they remain
 afebrile and without symptoms for 14 days after their admission. Testing at the end of this period can be considered to
 increase certainty that the resident is not infected. II. Observation On 6/23/2020 at 10:26 a.m. certified nurse aide (CNA) #1 was
observed in room [ROOM NUMBER] assisting a resident put on a gown for an appointment outside of the facility. room
 [ROOM NUMBER] was an isolation room for a new admission. The dates of isolation were 6/6/2020 to 6/29/2020. CNA #1 did not
 have on gloves, a gown, a second mask, or eye protection. CNA #1 left the room at 10:29 a.m. to refill a portable oxygen
 tank, returned back to the room with the portable oxygen tank refilled and did not put on PPE upon entering the room again. CNA #1
and the resident left the room at 10:35 a.m. and went to the nurses station. CNA #1 said the resident was on
 isolation for 14 days for being a new admission. CNA #1 said she did receive training on PPE use for isolation rooms. CNA
 #1 said she did receive training on new admission isolation requirements. CNA #1 said she did not wear goggles, a gown,
 gloves, or a double mask in the isolation room. CNA #1 said the facility did not have a shortage of PPE. II. Interview The
 director of nursing (DON) was interviewed on 6/23/2020 at 1:06 p.m. She said the required PPE for isolation rooms were
 gowns, gloves, a second mask over the first one (to be removed when leaving the room and discarded), and eye protection.
 She said CNA #1 should have worn the required PPE for the protection of the resident, other residents and staff each time
 she entered the room. She said the resident was placed on a 14 day quarantine for being a new admission. She said CNA #1
 went to her and told her she did not wear the required PPE. She said she completed PPE audits daily on random halls for
 isolation room PPE. She said if she saw a staff member not wearing the correct PPE she would provide more education on the
 importance of wearing the correct PPE.
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