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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, interview, and document review, the facility failed to ensure staff were wearing eye protection to
 prevent the spread of COVID-19 according to Centers for Disease Control (CDC) guidelines for 2 of 2 residents (R4, R6)
 observed during meal service and personal cares. Findings include: R4's Face Sheet printed 6/19/20, indicated R4's
 [DIAGNOSES REDACTED]. [REDACTED]. On 6/19/20, at 8:31 a.m. during breakfast meal service observation, nursing assistant
 (NA)-A was observed in the Unit 1 dining room attempting to feed R4. NA-A was wearing a surgical mask, however, had her eye
shield placed on top of her head, rather than on her face. NA-A proceeded to place R4's meal tray on top of the meal cart,
 and brought R4 to his room. NA-A went back to the dining room with her eye shield on top of her head. On 6/19/20, at 8:52
 a.m. NA-A was observed entering R6's room with NA-B. NA-A assisted R6 into his bed with the use of a lift. During the
 transfer and personal cares, NA-A's eye shield remained on top of her head. On 6/19/20, at 9:02 a.m. NA-A was observed
 bringing the meal cart down the hallway, and her eye shield remained on top of her head. At 9:04 a.m. NA-A was observed
 going into the shower room to wash her hands. NA-A exited the shower room with her eye shield in place. On 6/19/20, at 9:10 p.m.
NA-A stated she had not been wearing her eye shield earlier that morning. NA-A stated her eye shield should have been
 on while providing cares. NA-A stated education had been provided to include the importance of wearing all personal
 protective equipment (PPE) while providing cares, which included wearing her eye shield. On 6/19/20, at 12:45 p.m. the
 director of nursing (DON) stated staff were to wear the appropriate PPE. The DON stated staff were to be wearing eye
 shields while providing cares. The DON further stated failure to wear eye shields could increase the risk contacting
 COVID-19. The facility policy Coronavirus (COVID-19) revised 5/13/20, directed staff to be wearing PPE for all cares while
 in the facility to include eye protection for non-COVID-19 residents.
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