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Provide and implement an infection prevention and control program.

 Based on observation and staff interviews the facility failed to utilize all appropriate personal protective equipment when caring for
residents on isolation precautions for 1 of 3 residents reviewed (Resident #1). Findings include: During an
 observation on 6/22/20 at 10:45 a.m. Staff A (CNA) and Staff B (CNA) were in the room of Resident #1, who was on
 precautionary isolation due to a recent hospitalization  , wearing gloves, face masks, and eye protection but no isolation
 gowns. Staff A and Staff B performed a mechanical lift transfer moving Resident #1 from their bed to wheel chair. Upon
 completion of the transfer of Resident #1 into a wheelchair on 6/22/20 at 10:45 a.m. the surveyor interviewed Staff A
 asking if they should have been wearing a gown in the resident's room. Staff A responded they should have worn a gown in
 the room. The surveyor then interviewed Staff B as they came into the hallway asking if they should have been wearing a
 gown while in the resident room. Staff B looked at the sticker on the doorframe of the resident room which had 6/29 written on it
indicating when the resident would be off of the precautionary measures, and stated the resident was still on
 precautions and they should have been wearing a gown when in the resident room. During an interview on 6/22/2020 at 11:20
 a.m., the facility Director of Nursing stated she was aware of what had happened and that the CNA's should have been
 wearing a gown in the room of Resident #1. She directed the staff involved to change their clothes, restocked the isolation cart with
gowns, and re-educated staff they must wear gowns when providing care in resident rooms who are on precautionary
 quarantine.
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