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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 ensure infection control guidelines were in
 place and implemented to properly prevent and/or contain COVID-19 related to personal protective equipment (PPE) not worn
 properly for random observations for infection control on 1 of 5 Units. (The 100 Unit) Finding includes: During a random
 observation, on 10/19/20 at 9:55 a.m., Certified Occupational Therapy Assistant (COTA) 1 walked out of room [ROOM NUMBER]
 and walked to the lounge area of the unit. The COTA was wearing an isolation gown, N95 mask and a face shield. The COTA
 then re-entered the resident's room with the same personal protective equipment (PPE). At 9:56 a.m., RN 1 was observed in
 the hallway with an isolation gown on. At 9:57 a.m., the Housekeeping Supervisor walked out of room [ROOM NUMBER]. She was
 standing next to her cart and wearing an isolation gown. Housekeeper 1 followed her out of the room and was also wearing an
isolation gown in the hallway. Interview with the Administrator at the time, indicated the 100 Unit was for new admissions
 and the residents were in contact/droplet precautions. She indicated the staff members should not be wearing isolation
 gowns in the hall, the gowns were to be removed prior to leaving the residents' rooms. The current facility policy,
 Personal Protective Equipment (PPE) , provided by the Director of Nursing on 10/19/20 at 12:58 p.m., indicated PPE was to
 be appropriately discarded after resident care prior to leaving the room and followed by hand hygiene. 3.1-18(b)(1)
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