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Provide and implement an infection prevention and control program.

 Based on observations, review of facility documentation and interviews for two of three staff who were observed outside in
 the designated smoking area, the staff failed to adhere to infection control practice during a pandemic and remove the
 personal protective equipment prior to leaving the unit for their smoke break and then reentered the nursing unit with the
 same personal protective equipment. The findings include: Observations on 5/16/20 at 9:15AM a nurse aide, Nurse Aide (NA)
 #1, was seen sitting on a bench in the designated staff smoking area smoking a cigarette while wearing a white Tyvek suit,
 shoe covers, and a hair cover. After extinguishing the cigarette NA #1 placed a mask over her face, sanitize her hands,
 reenter the building and went onto a nursing unit to retrieve a thermometer. Interview with NA #1 on 5/16/20 at 9:20 AM she
indicated the shoe covers were worn for her personal protection and she did not have an answer as to why she wore Personal
 Protective Equipment (PPE) outside during break. NA #1 identified that she did not receive any education regarding personal
protective equipment. Observations on 5/16/20 at 9:25 AM NA #2 was noted to be leaving the designated smoke area wearing
 shoe covers and two surgical masks. NA #2 entered the building with the masks below her nose resting on her chin, passed by a
surveyor and proceeded towards the nursing unit. Interview with NA #2 at that time she indicated the shoe coverings were
 wore for her protection and she could not recall getting any education on the proper use of personal protective equipment.
 During an interview with the Director of Nursing (DON) on 5/16/20 at 9:45 AM she indicated the facility staff were educated on
several occasion regarding the proper use of personal protective equipment. The DON identified that staff should remove
 the Tyvek gown and shoe covers when leaving the unit and the personal protective equipment should not be worn outside the
 building. The DON stated that NA #1 and NA #2 were educated on the proper use of personal protective equipment and they are
aware that PPE should not be worn outside. Review of facility documentation indicated the facility staff were educated on
 the proper usage of PPE and the attendance list was signed by NA #1 and NA #2 identifying that NA #1 received education on
 4/1/20 and NA #2 received education on 4/2/20 and again on 4/3/20. NA #1 and NA #2 failed to adhere to infection control
 practice regarding personal protective equipment.
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