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Provide and implement an infection prevention and control program.

 Based on observation, interview and record/policy review, the facility failed to ensure infection control practices,
 specifically not wearing a gown and gloves and not performing hand hygiene, for one resident on contact precautions
 (Resident #1), on one of three resident units (Unit 1, which consisted of negative COVID-19 residents, and new admissions
 under quarantine for 14 days. Findings include: Review of the facility's policy/procedure entitled: Novel Coronavirus
 Prevention and Response (updated 6/26/20) and use of Personal Protective Equipment (PPE) indicated the following: - Promote easy
and correct use of PPE by posting signs on the door/wall outside of the resident's room that clearly describe the type of precautions
needed and required PPE. - Wear gloves, gowns, goggles/face shields and masks upon entering the room. For
 Resident #1, admitted   to the facility in March 2019 for long term care, Certified Nursing Assistant (CNA) #1 failed to
 ensure a gown and gloves had been donned at the door of this resident's room. CNA #1 failed to ensure hand hygiene before
 exiting the room after providing direct care, for this resident identified with a sign posted outside the door indicating
 the resident was on Droplet/Contact precautions. During the initial tour of Unit 1 on 7/30/2020 at 10:29 A.M., the surveyor observed
CNA #1 in Resident #1's room standing at the bedside touching the resident as he attached a pad that was under the resident
back/buttocks to a mechanical lift device. CNA #1 was not wearing a protective gown and gloves. The surveyor then
 observed as CNA #2 walked up the hallway wearing eye protection and a mask, entered Resident #1's room and instructed CNA
 #1 to draw the privacy curtain around the resident. The surveyor observed as CNA #1 pulled the privacy curtain to the end
 of the resident's bed. CNA #2 then walked into the Resident's bathroom, cleaned hands and donned all required PPE, such as
 a gown and gloves according to what the precaution sing identified. The surveyor asked CNA #2 if CNA #1 should be wearing
 the same PPE, and CNA #2 said yes. CNA #2 then walked to where CNA #1 was standing, now behind the curtain and said you're
 supposed to be wearing a gown. The surveyor then observed as CNA #1 began to exit the room without washing his hands. At
 this time, the surveyor pointed out what had been observed, and asked CNA #1 what PPE he should have worn when providing
 direct care for Resident #1. CNA #1 said he should have worn a gown and gloves. During an interview with Nurse #1 on
 7/30/20 at 10:53 A.M., she said that she worked the desk. Nurse #1 said that she was considered a PPE coach and among other duties,
she would monitor staff periodically to ensure the appropriate PPE had been worn, as required. The surveyor pointed out that CNA #1
had not worn a gown or gloves when he was providing direct care for Resident #1, nor did he perform hand
 hygiene before exiting the resident's room. Nurse #1 said that the precaution sign posted outside of many of the resident's rooms,
were a reminder for staff to wear the required PPE, and she would ensure the Unit Manager was aware. Nurse #1 said
 that CNA #1 was relatively new, and was asked to work on Unit 1 this morning as there was a call-out. During an interview
 on 7/28/20 at 11:50 A.M., the Director of Nursing said that CNA #1 was a new hire, usually works on Units 2 and 3 where
 residents are recovered, and that CNA #1 should have known what PPE was required.
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