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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 record review, the facility failed to ensure safe infection control practices was
 provided one of one resident (Resident 1). Certified Nurse Assistant 1 (CNA 1) was observed wiping Resident 1's face,
 without wearing the required personal protective equipment (PPE, equipment worn to minimize exposure to hazards that cause
 serious workplace injuries and illnesses). This deficient practice had the potential to worsen or spread infection to an
 already compromised resident. Findings: A review of an Admission Record indicated Resident 1 was admitted to the facility
 on [DATE], with [DIAGNOSES REDACTED]. A review of Resident 1's History of Physical, dated 3/21/20, indicated the resident
 does not have the capacity to understand and make decisions due to dementia (a decline in mental ability severe enough to
 interfere with daily life). A review of a physician's orders [REDACTED].{PUI} zone)) due to possible compromised
 respiratory status due to confirmed positive COVID-19 exposure. On 7/15/20 at 4:50 pm, during an observation of the YELLOW
 ZONE, with the Director of Nursing (DON), CNA 1 was observed wiping Resident 1's face with face cloth with an ungloved hand
and not wearing a PPE. On 7/15/20 at 4:51 pm, during an interview, the DON stated staff working in the yellow zone must
 wear the correct PPEs. CNA 1 should have worn a gown, glove, mask and face shield. The DON was observed telling CNA 1 every
time you do direct patient care, you must wear PPEs. On 7/15/29 at 4:55 pm, during an interview, CNA 1 stated she had to
 wear proper PPE's and should have worn gloves and gown while giving care to Resident 1. CNA 1 also stated it was important
 to wear gloves and gown to avoid the spread of infection. On 7/15/20 at 4:56 pm, during an interview, the DON stated every
 time staff members render patient care, they need to wear proper PPEs to avoid the spread of infection. DON stated this was
important to wear proper PPE's in the YELLOW (suspected/quarantined/exposed) and RED (+Covid) zone. A record review of
 Resident 1's nursing progress notes, dated 7/15/20, indicated Resident 1 was under contact and droplet precaution for
 exposure to COVID-19 positive case. A review of the facility's undated policy, titled Infection Prevention/IP Nurse
 Guidance on Residents COVID-19, indicated resident with suspected COVID-19, should be moved to PUI designated, single
 person isolation room if available. A review of the facility's Mitigation Plan (MP, a plan for identifying and implementing actions to
reduce or eliminate loss of life, due to any type of hazards), dated 7/2/20, indicated residents in the yellow
 zone will be treated with contact (infections, diseases, or germs spread by touching the patient or items in the room) and
 droplet (infections spread by respiratory droplets) precautions .
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