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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, record reviews and staff interview it was determined the facility staff failed to follow the posted
 transmission-based precautions required to prevent the spread of COVID-19 infection while entering Resident #3 and Resident #4's
room. This was evident for 2 of 4 residents reviewed during this COVID-19 Focused Survey. The findings include:
 Residents #3 and Resident #4 in room [ROOM NUMBER] were placed on transmission-based precautions on 7-22-2020 due to
 Resident #2 in room [ROOM NUMBER] exhibiting COVID-19 like symptoms. rooms [ROOM NUMBERS] share a bathroom that is
open to
 both rooms. Resident #2's physician ordered on 7-22-2020 for the resident to be placed on droplet precautions and to have a chest x-
ray to rule out pneumonia. Resident #2 was also treated with antibiotics and waiting for the results of their
 ordered COVID-19 test. The Centers for Medicare and Medicaid COVID-19 Focused Survey states that for residents with an
 undiagnosed   respiratory infection the staff should follow Standard, Contact, and Droplet Precautions requiring mask,
 gown, goggles, and gloves when caring for the residents. On 7-24-2020 at 10:10 AM while touring the facility it was noted
 that rooms [ROOM NUMBERS] had isolation precautions signs posted stating Droplet Precautions. The signs with descriptive
 drawings further stated that to enter the rooms the facility staff would need to wear a mask, goggles, gown, and gloves. A
 container was outside the rooms with gowns and gloves. The facility staff were noted during the tour to all be wearing
 masks. On 7-24-2020 at 10:15 AM Nurse #1 was observed opening the container outside room [ROOM NUMBER] and donning a
gown
 and gloves. Nurse #1 was wearing a mask but no goggles. Nurse #1 then entered room [ROOM NUMBER], closed the door and
 completed a task. Nurse #1 then opened the door at 10:20 AM and had removed the gown and gloves in the room and left the
 room using hand sanitizer. On 7-24-2020 at 10:20 AM this surveyor asked Nurse #1 if she wore the goggles that the posted
 precautions sign required he/she should wear to enter room [ROOM NUMBER]. Nurse #1 responded, no, goggles have been
 assigned to us but we're not really wearing them. Mine are at the nurses station. Interview with Environmental Service
 Staff (EVS) #2 on 7-24-2020 at 10:25 AM revealed he/she did not know where the goggles are kept but would put on a gown and
gloves to clean room [ROOM NUMBER]. During the entrance conference on 7-24-2020 at 10:15 AM in the facility conference room
this surveyor noted multiple boxes containing Personal Protective Equipment including goggles. Nurse #1 not wearing the
 required goggles to enter room [ROOM NUMBER] and EVS #2 not knowing where to find goggles was confirmed with the Director
 of Nursing on 7-24-2020 at 12:30 PM.
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