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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, record review, and review of the facility's policies and procedures, the facility failed
 to ensure that required PPE was used by staff for one of five sampled residents (Resident #1) on the unit designated for
 new admissions, re-admission, and residents returning from outside appointments for 14-day observation. This failure had
 the potential to place other residents and staff at risk. Findings include: On 06/16/2020 a COVID-19 Focus Survey
 identified the facility has a distinct unit with seven single rooms designated for observation of new admissions,
 readmissions, and residents returning from outside appointments for 14-day observation. Currently, five residents are in
 rooms on the unit. Observed that PPE for staff use is located on a bedside table at the end of the hallway. On 06/16/2020
 at 11:00 AM observed Physical Therapist (PT) #5 enter Resident #1's room and close the door. It was noted that PT #5 was
 wearing mask and gloves. At 11:07 AM, PT #5 was observed opening the door of Resident #1's room, discarding his/her
 disposable gloves, completing hand hygiene, and exiting the room. At 11:09 AM, PT #5 was observed re-entering the room of
 Resident #1 and providing care to the resident without using disposable gloves. PT #5 was observed wiping the forehead of
 Resident #1 with a wet washcloth while the resident was coughing and vomiting. An interview was conducted with PT #5 on
 06/16/2020 at 11:13 AM. PT #5 stated he/she forgot to put on gloves prior to re-entering the room because Resident #1
 appeared to be in distress. PT #5 stated he/she thinks Resident #1 became nauseous because of exertion related to PT
 activity. An interview was conducted with the Infection Control Nurse (ICN) on 06/16/2020 at 12:25 PM. The ICN stated all
 facility staff have been trained on utilizing PPE when providing care specifically for residents located on the unit. The
 ICN further stated the facility policy is to use Standard Precautions, with the additional requirement of gloves and mask,
 while providing care on the unit. In addition, the ICN stated the use of disposable gowns was optional based on staff
 assessment of risk of exposure as outlined in Standard Precautions. The ICN further stated she was responsible for
 monitoring the use of PPE by facility staff. An interview was conducted with the Medical Director (MD) on 06/17/2020 at
 2:30 PM. The MD stated it was his expectation the facility staff utilize PPE when providing care to residents on the unit.
 The MD further stated the facility determined the use of gowns was optional because the facility had no confirmed or
 suspected cases of COVID-19 in the facility and the facility did not admit residents who were confirmed or suspected of
 having COVID-19. A review of Resident #1's medical record revealed the resident was admitted to the facility on [DATE] for
 therapy after a hospitalization   for a leg fracture. The record revealed the resident was tested   for COVID-19 prior to
 admission to the facility on [DATE]. Further review of the resident's medical record revealed [REDACTED].#1 for signs and
 symptoms of COVID-19 and the resident was placed in 14-day observation at the time of admission to the facility. Review of
 the facility policy titled, Novel Coronavirus Prevention and Response, not dated, stated the facility's procedure states,
 .not to admit any patient with active COVID-19. In addition, the policy indicated, .New admissions are admitted   into a
 separate area to be monitored for signs and symptoms . all residents will be placed on Standard Precautions on
 admission/re-admission.
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