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Provide and implement an infection prevention and control program.

 Based on observation, interview and review of facility policy and procedures and CDC (Centers for Disease Control) Interim
 Infection Prevention and Control Recommendations for Patients with Suspected or Confirmed Coronavirus Disease 2019
 (COVID-19) in healthcare settings, it was determined that the facility failed to follow standard and transmission-based
 precautions to be followed to prevent the possible spread of infection on one of two units observed. Findings include:
 Observation on 5/13/20 at approximately 10:45 a.m. on the designated COVID-19 unit revealed Staff A (Licensed Practical
 Nurse) sitting on floor applying bandages to Resident #1's legs within approximately 1 foot from Resident #1. Resident #1
 was not wearing a face mask. Staff A was observed not to have on adequate PPE (personal protective equipment) for a
 resident on droplet precautions. Staff A was not wearing a gown, gloves, or face shield. Interview on 5/13/20 at
 approximately 10:45 a.m. with Staff B (Director of Nurses) revealed that staff should be wearing all PPE for droplet
 precautions when performing direct care on residents with COVID-19. Staff B stated that the facility had an ample supply of PPE.
Staff B revealed that Resident #1 had tested   positive for COVID-19 and was on droplet precautions. Observation on
 5/13/20 at approximately 11:00 a.m. on the designated COVID-19 unit revealed Staff A sitting on the floor touching Resident #1's
feet. The top of Staff A's mask was below Staff A's nose. Staff A's nostrils were visible. Staff A was observed for
 approximately 2 minutes and did not correct their mask to cover their nose. Resident #1 was not wearing a face mask. Review on
5/14/20 of the facility policy and procedure titled, Personal Protective Equipment during the COVID-19 Pandemic,
 undated, revealed the following: Procedure . All personnel who are in close contact with residents of nursing homes shall
 use appropriate personal protective equipment, such as masks, face shields, gloves and gowns based on the procedures being
 performed and the availability of specific forms of PPE. Review on 5/14/20 of the facility policy and procedure titled,
 Observation Unit during the COVID-19 Pandemic, undated, revealed to following: Procedure , The residents will be placed on
 Droplet precautions, following the CDC guidance for using personal protective equipment, as well as the CDC's Strategies to
Optimize the Supply of PPE and Equipment. Review on 5/14/20 of the CDC (Centers for Disease Control) Interim Infection
 Prevention and Control Recommendations for Patients with Suspected or Confirmed Coronavirus Disease 2019 (COVID-19) in
 healthcare settings, dated 4/13/20, revealed the following: .The PPE recommended when caring for a patient with known or
 suspected COVID-19 includes: Respirator or Facemask, Eye Protection, Gloves, Gowns Review on 5/14/20 of the COVID-19
 designated unit's staffing schedule from 5/ 6/20 to 5/12/20 revealed that Staff A was the nurse assigned to the COVID-19
 designated unit on the 7:00 a.m. to 3:00 p.m. shift caring for 26 residents on 5 of the 7 days reviewed (5/6/20, 5/7/20,
 5/8/20, 5/11/20, and 5/12/20).
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