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Residents Affected - Some

Provide and implement an infection prevention and control program.

 Based on observation, the facility failed to follow proper infection control practices for COVID-19 transmission based
 precautions and appropriate use of personal protective equipment (PPE). On 7/13/20, the following observations were made on the
first floor unit: * At 7:20 A.M., two staff members entered a resident room without eye protection or isolation gowns.
 The resident was on full personal protective equipment (PPE) precautions. * At 7:30 A.M., an observation was made of the
 soiled utility room being propped open with a bag full of soiled linen. * At 7:35 A.M., two kitchen staff members were in
 the unit kitchen speaking to each other with their masks pulled below their chin. On 7/13/20, the following observations
 were made on the second floor unit: * At 7:40 A.M., a kitchen staff member was preparing shakes with mask pulled below
 his/her nose. At 7:50 A.M., the same kitchen staff member's mask was completely pulled off while he/she was working in the
 unit kitchen. * At 7:45 A.M., two certified nursing aides (CNA) were in a Covid 19 negative resident room without eye
 protection. The resident was on full personal protective equipment (PPE) precautions. * At 7:55 A.M., a certified nursing
 aide exited a resident room with used gloves carrying a bag of soiled linen down the hall. * At 8:00 A.M., a housekeeping
 staff member exited a resident room while wearing a used gown in the hallway. * At 8:05 A.M., a housekeeping staff member
 was in a resident room without wearing eye protection. The resident was on full personal protective equipment (PPE)
 precautions. On 7/13/20, the following observations were made on the third floor unit: * At 8:15 A.M., a certified nursing
 aide walked from one resident room to another with used gloves on. The certified nursing aide walked through the hallway
 wearing the used gloves.
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