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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, 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 an interview on 6/17/20, at 11:00 A.M., the
 Director of Nursing said that the facility had current residents that were COVID-19 positive and there had been community
 spread. The Director of Nursing said that all staff were to be wearing full personal protective equipment (PPE) which
 included gloves, masks, gowns, and eye shields. During observation of the 2nd floor unit on 6/17/20, at 11:42 A.M., the
 surveyor observed Nurse #1 enter room [ROOM NUMBER] without gloves on, carrying a glass of water and a souffle cup of
 medications. Nurse #1 was then observed to administer the medications to the resident. During an interview on 6/17/20, at
 11:44 A.M. Nurse #1 said that she should have had gloves on. During an observation of the 2nd floor unit on 6/17/20,
 beginning at 11:44 A.M., the surveyor observed Certified Nurse's Aid (CNA) #1 enter rooms # 215 and then room [ROOM
 NUMBER], each time without gloves on. In room [ROOM NUMBER] CNA #1 patted a resident's arm without gloves on, while in
room [ROOM NUMBER] CNA #1 was observed to carry in clean linen without wearing gloves and place the linen on a resident's
chair. At 12:02 P.M., CNA #1 was observed to enter room [ROOM NUMBER] and was touching several of the residents belongings
without gloves on. During an interview on 6/17/20, at 12:05 P.M., CNA #1 said that she should be wearing gloves any time she enters
a resident's room. During an observation of the 2nd floor unit on 6/17/20, at 11:48 A.M., the surveyor observed Nurse
 Practitioner #1 in the hallway physically redirecting a resident without gloves on, touching the resident multiple times
 and then enter another resident's room without performing hand hygiene (HH) or donning gloves. During observation of the
 1st floor unit on 6/17/20, at 12:10 P.M. the surveyor observed multiple staff members passing out food trays going in and
 out through a set of closed double doors which were used to separate the COVID-19 quarantine unit from the COVID-19
 negative unit without changing personal protective equipment (PPE). The surveyor also observed that the right side of the
 double doors did not close all the way, leaving an approximately 18 inch opening. On 6/17/20, at 12:13 P.M. Nurse #2 said
 that the doors were supposed to close automatically and did not notice when she had passed through the doors that one side
 was not closing properly. Review of the facility policy titled Infection Control indicated that full PPE included the use
 of mask, gloves, gown and eye protection.
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