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Provide and implement an infection prevention and control program.

 Licensure Reference Number 175 NAC 12-006.17 Based on interview, observation, and record review, the facility failed to
 ensure staff followed transmission based precautions per the droplet standard of practice by staff failure to don eye
 protection in the faciltiy GREY ZONE for 1 (Resident 2) of 3 sampled residents. The facility census was 91. Findings are:
 A. Observation at 10:00 AM for resident 2 revealed a NA B (Nurse Aide) donned PPE (personal protective equipment) on which
 included long sleeved gown that snapped in the back, had a surgical mask on and put gloves on. The NA B did not don on a
 face shield or googles during answering of this residents call light. NA B assisted the resident to the bathroom with
 wheelchair and assisted resident 2 by pivoting to the toilet, waited while the resident finished and assisted resident 2
 from bathroom back to wheelchair, assisted resident 2 with hand washing; and NA B doffed PPE and put dirty gown and gloves
 in waste baskets and laundry baskets, then NA B used hand sanitizer for hands. Interview on 6/22/2020 at 10:15 AM with
 Resident 2 confirmed the resident 2 was a new admission and had been there 2  weeks, the quarantine was extended as
 resident 2 went to Doctors appointment out of the facility, did wear mask, but the staff that provided cares for this
 resident did not use any PPE (face shield or googles) to assist this resident with any activities of daily living. B.
 Interview on 6/20/2020 at 11:00 AM with Director of Nursing revealed the facility was in Phase 1 of reopening and Resident
 2 was new admission and in the GREY ZONE, but resident 3 had left the nursing home for a Doctor's appointment so the
 quarantine lasted a few days longer. The Director of Nursing stated Resident 2 did not have any signs or symptoms of
 covid-19 and the medical director of the facility stated they did not need to wear eye protection.

 C. A review of facility policy titled Hillcrest Health Services Coronavirus Disease 2019 (COVID-19) SNF Policy V.8 up-dated
6/8/20 exhibit 2 revealed the following Personal Protective Equipment is required for Team Members in the grey zone:
 -Surgical Mask -Gown -gloves -goggles D. A review of CDC website updated 6/22/20 revealed the following for guidance for
 managing new admission and readmissions whose COVID-19 status is unknown: -HCP (Health Care Professional) should wear an
 N95 or higher-level respirator (or facemask if a respirator is not available), eye protection (i.e., goggles or a
 disposable face shield that covers the front and sides of the face), gloves and gown when caring for theses residents.
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