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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 Centers for Disease Control Policy review, the facility failed to ensure that full
 personal protection equipment was worn during care to protect negative Covid-19 residents from infection on 2 of 2 nursing
 units. Findings include: According to the Centers for Disease Control, Heath Care Persons (HCP) working in facilities
 located in areas with moderate to substantial community transmission are more likely to encounter asymptomatic or
 pre-symptomatic patients with [DIAGNOSES REDACTED]-CoV-2 infection. If COVID-19 is not suspected in a patient presenting
 for care (based on symptom and exposure history), HCP should follow Standard Precautions and Transmission-Based Precautions
(gloves, gown and facemask). They should also wear eye protection in addition to their facemask to ensure the eyes, nose,
 and mouth are all protected from splashes and sprays of infectious material from others. During the entrance interview with the
Infection Preventionist on 6/23/20 at 9:15 A.M., she said that the facility was caring for residents that were negative for Covid-19 and
residents that had recovered from Covid-19. She said that the state epidemiologist informed her to
 continue to care for Covid-19 residents wearing full personal protective equipment. She said that staff had been educated
 to wear personal protective equipment including a mask, gloves and a gown when caring for residents that were negative for
 Covid-19. She said they did not need to wear eye protection. During a tour of the facility on 6/23/20 at approximately 9:30 A.M. the
surveyor observed staff caring for Covid-19 negative residents wearing gloves, facemask and a gown. Staff was not
 wearing eye protection. During an interview with Nurse #1, on 6/23/20 at 9:45 A.M., she said that when caring for residents that were
negative for Covid-19 they wear gloves, gown and facemask, but not eye protection. She said they would wear eye
 protection if a resident started showing symptoms of Covid-19 such as coughing. Review of an email dated June 17, 2020 from the
epidemiologist to the facility indicated that the recommendation was to continue wearing full personal protective
 equipment when caring for Covid-19 negative patients. The Director of Nursing called the epidemiologist on 6/23/20 and said it was
clarified that they should be wearing full PPE including eye protection when caring for residents that are Covid-19
 negative.
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