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Provide and implement an infection prevention and control program.

 Based on observation interview and record review the facility failed to ensure staff wore a mask when providing resident
 care and failed to ensure staff changed gloves and performed hand hygiene to prevent cross contamination for one of three
 residents (R1) in the sample of three reviewed for infection control. The findings include: 1. On 7/29/20 at 8:53 AM, V2
 (Director of Nursing) said R1 was in a room for residents that were under investigation for coronavirus. V2 said staff
 should have a mask on covering their nose and mouth at all times. On 7/28/20 at 1:05 PM, V5 (Certified Nursing Assistant)
 was in R1's room sitting in a chair next to R1. V5 was feeding R1. V5 had her mask pulled down below her chin. V5's mouth
 and nose were exposed. V5 said she pulled the mask down because she was hot. On the sign on R1's door showed staff were to
 wear a mask when giving close contact care. The facility's Coronavirus policy with a reviewed date of 7/11/20 showed, All
 staff will wear a face mask while in the facility. 2. On 7/28/20 at 1:20 PM, V5 and V6 (Registered Nurse- RN) provided R1
 with incontinence care. V6 confirmed R1's adult incontinence brief was soiled with urine. With gloves on, V5 washed R1's
 buttocks and with the same contaminated gloves on touched the following items: clean adult incontinence brief, R1's hands
 and legs, bedsheets, and R1's oxygen tubing. V5 then removed the gloves and placed a new pair of gloves on without
 performing hand hygiene. On 7/28/20 at 1:30 PM, V5 said gloves should be changed after cleaning a resident's buttocks to
 prevent cross contamination. On 7/29/20 at 9:10 AM, V7 (CNA) said hand hygiene should be performed when changing gloves.
 The facility's Glove Use policy dated 7/28/20 showed, Remove gloves promptly after use, before touching non-contaminated
 items and environmental surfaces to avoid transfer of microorganisms to other resident or environments. The same policy
 shows hand hygiene should be performed when removing gloves.
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