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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 observations, record review and interview the facility failed to implement infection control practices for the
 prevention of the spread of infection, 1. A Certified Nursing Assistant (CNA) had direct contact with a resident without
 performing hand hygiene, and 2. The facility failed to ensure staff donned full personal protective equipment (PPE:gown,
 glove, eye shield and face mask) while caring for COVID-19 negative residents (COVID-19 negative residents are at risk for
 exposure to COVID-19 from staff and/or visitors to the facility). Finding include: 1. Review of the facility's policy
 titled [MEDICAL CONDITION] preparedness plan, dated 4/16/20 and revised 6/9/20 indicated the following under policies and
 procedures, point C; Hand hygiene; Hand hygiene must be performed after direct contact with every resident, prior to glove
 donning and after removal of the gloves and or any intimate object in immediate vicinity of a resident or contaminated
 surface. On 6/29/2020 at 10:09 A.M., CNA #1 was observed using her ungloved hand to touch a doorknob to enter a room. The
 CNA did not enter that room and went across the hall and entered a resident's room, using her contaminated hand to touch
 the resident's bare arm and then touched the resident's lower legs to position them on the wheelchair footboard. On
 6/29/2020 at 10:14 A.M., CNA #1 said she should have washed her hands and put on gloves before having contact with the
 resident. 2. Review of Centers of Medicare and Medicaid titled Covid-19 Long-Term Care Facility Guidance, dated 4/2/2020,
 indicated the following at point 4. If Covid-19 transmission occurs in the facility, healthcare personnel should wear full
 PPE for the care of all residents irrespective of Covid-19 [DIAGNOSES REDACTED]. During observations on the facility's 2
 resident care units, it was observed that staff were wearing surgical masks and no other PPE when in contact with residents and
providing care, who are considered negative for Covid-19. During an interview with Unit Manager #1 on 6/30/2020, she
 said the staff have been using masks since the Covid-19 pandemic began when caring for residents, who are negative for the
 Covid-19 virus. During an interview on 6/29/2020 at approximately 12:00 P.M., the DON said full PPE was used for resident's who
are under investigation for [MEDICAL CONDITION], along with droplet precautions and for residents that are negative
 only face coverings (surgical masks) were in use.
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