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Provide and implement an infection prevention and control program.

 Based on observation, interview and record review the facility failed to maintain infection control standards to prevent
 the further spread of COVID-19 in the facility. Findings include: During inspection of the Galway unit on 6/24/20, at 10:10 A.M., the
surveyor observed a staff member exit the elevator, walk through the unit, obtain a clear pitcher from the dining room without wearing
complete Personal Protective Equipment (PPE). CNA #1 left the unit when Nurse #2 told her she did not
 have on the required PPE. During an interview on 6/24/20, at 10:12 A.M., Nurse #2 said that the kitchen staff should not
 come on to the unit without the appropriate PPE. During inspection of the Gardener II unit on 6/24/20, at 10:15 A.M., the
 surveyor observed Nurse #1 with a mask on covering only her mouth. The surveyor also observed Nurse #1 not to be wearing a
 protective covering over her clothes. Nurse #1 was observed to be wearing a short, white jacket, open and exposing her
 clothing beneath. The surveyor also observed Certified Nurse's Aide (CNA) #1 with a protective gown on but not buttoned and
exposing her clothing beneath. The surveyor also observed a staff member enter the unit through the double doors separating the
COVID-19 positive unit onto the adjoining unit without PPE other than a mask. The staff member walked past 9 occupied
 rooms before reaching the PPE storage area where she donned her PPE. During an interview on 6/24/20, at 10:26 A.M., Nurse
 #1 said that she was not wearing the required PPE. She said that the jacket she had on on top of her clothing was her
 personal jacket. Nurse #1 also said she couldn't keep her mask from falling off of her nose. Nurse #1 said all staff are
 supposed to completely close the clothing protectors to prevent contamination of their clothes. During an interview on
 6/24/20, at 11:30 A.M. the Director of Nursing said that all staff are to wear full PPE on the units. He also said that
 staff are not allowed to wear their own clothing as protective equipment. Review of the facility policy titled Guidance for the
selection and use of Personal Protective Equipment and not dated indicated that when donning a mask, place it over the
 nose and adjust to fit snugly. The policy further indicates that PPE should be used for both standard precautions and
 expanded or transmission based precautions with the patient or the environment of care.
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