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Provide and implement an infection prevention and control program.

 Based on observation, interview and document review, the facility failed to ensure staff was appropriately using Personal
 Protective Equipment (PPE) while assisting a resident. Findings include: On 7/8/20 at 12:35 P.M., CNA #1 was observed in a
 COVID-19 negative resident room helping to feed a resident his/her lunch. CNA #1 was seated next to the resident and CNA #1 was
wearing her mask under her chin, not covering her mouth or nose. CNA #1 was wearing her eye protection on top of her
 head, not covering her eyes. During an interview on 7/8/20 at 12:46 P.M. CNA#1 said that eye protection and a face mask are
required while in COVID-19 negative rooms and she couldn't answer why she hadn't been wearing her eye protection or mask
 while in the COVID-19 negative room and assisting the resident. During an interview on 7/8/20 at 12:50 P.M., Nurse #1 said
 that eye protection and a mask must be worn while in a COVID-19 negative room. Review of facility document titled Updated
 PPE Guidance, dated 7/6/20, indicated the following PPE is required in a COVID negative room: general wearing of mask and
 eye protection.
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