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Provide and implement an infection prevention and control program.

 Based on observation and interview, the facility was found to be not in compliance with COVID-19 infection control
 guidelines relative to two observations of improper donning of Personal Protective Equipment (PPE). Findings include:
 During an interview on 6/29/20 at 7:15 A.M., the Director of Nurses (DON) said there were two positive COVID-19 residents
 in the facility and the staff were required to wear full PPE when working on all 4 units in the facility. She further said
 full PPE included a gown or coveralls, face mask, eye protection and gloves. 1. During an observation on the Darhma Unit (a secured
Dementia Unit) on 6/29/20 at 1:40 P.M., a Physical Therapy Assistant (PTA) entered the unit. She walked pass 2
 residents that were seated in the hallway and entered the nursing station. She was not wearing a facemask and was not
 wearing eye protection. During an interview on 6/29/20 at 1:45 P.M., the PTA said she did not wear a face mask and eye
 protection, as required. 2. During an observation on the West 2A Unit on 6/29/20 at 2:15 P.M., a Physical Therapist (PT)
 was assisting a resident in the resident's room. The resident then ambulated with a walker from his/her room, down the hall and into
the therapy gym. During the ambulation, the PT gave verbal direction and physically touched the resident to ensure safety was
maintained. The PT did not wear a mask or eye protection. Review of CDC guidance, updated June 25,2020,
 Preparing for COVID-19 in Nursing Homes; Implement Source Control Measures indicates Health Care Personnel should wear a
 facemask at all times while they are in the facility. During an interview on 6/29/20 at 2:40 PM., the PT said she did not
 wear a face mask or eye protection, as required.
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