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Provide and implement an infection prevention and control program.

 Based on observation and interview, the facility failed to ensure staff wore the appropriate personal protective equipment
 (PPE) and failed to ensure staff doffed (removed) PPE and place into appropriate receptacles according to Centers for
 Disease Control (CDC) and Centers for Medicare and Medicaid Services (CMS) guidelines for mitigating transmission of
 COVID-19. This had the potential to affect all residents on the transitional care unit. Findings include: Observation on
 6/22/20, at 1:20 p.m., identified housekeeper (H)-A who removed trash on 2nd floor of the long term care unit. She was in
 the resident hallways and did not wear a face shield or goggles. She identified staff were not required to wear eye
 protection unless they went into a quarantined room. Observation and interview on 6/22/20, at 2:28 p.m., registered nurse
 (RN)-A was in the hallway of the 2nd floor long term care unit. He did not wear eye protection. RN-A identified all staff
 were required to wear a face shield or goggles when they went into every resident room. Staff were not required to wear eye
protection in the hallways. Observation and interview on 6/22/20, at 1:59 p.m., with registered nurse (RN)-B identified she was in the
hallway of the transitional care unit (TCU) and did not wear eye protection in the hallways and her respirator
 mask was around her right upper arm. RN-A identified staff were to wear eye protection when in direct contact with
 residents and when they provided care. There were three residents on quarantine in the TCU, Resident (R2) tested   positive for
COVID-19 and was asymptomatic. Observation on 6/22/20, at 2:26 p.m., of nursing assistant (NA)-A who exited R2's room,
 wore a gown, surgical mask and prescription eye glasses. She did not wear a face shied. NA-A exited the room and removed
 her gown in the hallway. NA-A draped the gown over her arm and carried it across the hallway and placed it in the soiled
 utility room linen bin. NA-A identified R2 was on quarantine status. NA-A said, gowns were hung on the inside of the
 doorway and used for an entire shift. At the end of the shift, gowns were removed from the rooms and placed in the soiled
 utility rooms to be laundered. Quarantined rooms had a blue sign on the door. PPE carts were not placed outside the rooms.
 Staff acquired PPE supplies from the soiled utility room. Staff wore face shields or goggles when they provided care to
 residents. NA-A identified she wore glasses while in the room. She had not worn a face shield and had not changed her mask
 prior to her exit from the room. Interview on 6/22/20, at 2:35 p.m., with RN-C identified staff were expected to wear eye
 protection at all times because there were several residents on quarantine status in the TCU. Interview on 6/22/20, at 5:00 p.m. with
RN-D identified gowns were reused for a shift and stored in resident rooms. Staff were to bag the gowns prior to
 their exit of the room to transport to the soiled utility room for to be laundered. Interview on 6/22/20, at 3:57 p.m.,
 with infection preventionist (IP)-A and the director of musing (DON) identified direct care staff were expected to wear a
 surgical mask and face shield. The exception to this would be if staff charted behind the nurse desk. Housekeeping staff
 were expected to wear a face shield and surgical mask while on the resident units. Gowns were reused in quarantine rooms
 and were changed at the end of each shift. IP-A expected staff to doff gowns and place them into clear trash bags to
 transport to the soiled utility room for laundering.
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