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Provide and implement an infection prevention and control program.

 Based on observation, interview and record review the facility failed to appropriately use Personal Protective Equipment
 (PPE) related to COVID-19 on 1 out of 3 units. Findings include: During an interview on July 29, 2020 at 7:44 A.M., the
 Director of Nurses said the staff was wearing full PPE (gown, gloves, eye protection and a mask) for high contact care for
 the COVID-19 negative residents. Review of a Department of Public Health Memorandum for the Comprehensive use of PPE, dated
July 6, 2020 indicated that gowns should be prioritized for the following activities: . During the following high-contact
 patient care activities that provide opportunities for transfer of pathogens to the hands and clothing of healthcare
 providers, such as: dressing, bathing/showering, transferring, providing hygiene, changing linens, changing briefs or
 assisting with toileting, device care or use, wound care. During an observation and interview on the Aspen Unit on July 29, 2020 at
9:10 A.M., Nurse #1 went into a Resident #1's room that was listed on the Census sheet, given to the surveyor by
 the Director of Nursing, as being a COVID-19 negative resident. There was no PPE outside of the room or sign to indicate
 which PPE was required. Nurse #1 told the surveyor that the resident had never tested   positive for COVID-19 and that he
 wore a mask, eye protection at all times and gloves if he were to come in close contact with the resident. He said he did
 not need to wear a gown. During an observation an interview on the Aspen Unit on July 29, 2020 at 9:48 A.M., Certified
 Nurse Aide (CNA) #1 went into a COVID-19 negative resident (Resident #2) room with a mask and eye protection on. CNA #1
 went to Resident #2 and repositioned him/her in the bed. CNA #1 exited the room and performed hand hygiene. CNA#1 told the
 surveyor that Resident #2 is COVID-19 negative and he only needed to wear a mask and eye protection when caring for him/her.
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