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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 an infection prevention and control
 program during the COVID-19 crisis with potential to effect 4 of 4 residents observed. A staff member was observed to wear
 a cloth face mask in hallway while ambulating a resident, and a staff member indicated an isolation gown was not worn
 during resident Covid testing. (Resident 51, Resident 52, Resident 53, Resident 81) Findings include: 1. On 10/15/2020 at
 8:59 a.m., a rolling cart containing COVID-19 rapid testing supplies was observed in the hallway outside room [ROOM
 NUMBER], with 3 staff members working with supplies. RN 1 was observed to be wearing a N95 mask, goggles, and left the
 hallway to obtain isolation gowns, then returned and added a bag of isolation gowns to the supply cart. RN 1 proceeded to
 perform COVID-19 testing while wearing correct PPE (Personal Protective Equipment). RN 1 indicated she had just taken over
 the testing of residents and the DON (Director of Nursing) had been doing testing previously. On 10/15/2020 at 9:17 a.m.,
 the DON was interviewed and indicated they were doing COVID-19 testing to be sent to the lab and rapid testing. She
 indicated she wore a mask, goggles, and gloves to obtain the test swabs this morning, and had not been wearing an isolation gown
during the obtaining of samples from the residents she had swabbed. room [ROOM NUMBER] was observed to have Resident
 51 and Resident 52, and room [ROOM NUMBER] was observed to have Resident 53 in them, they had been tested   by the DON. 2.
 On 10/15/2020 at 9:05 a.m., the Restorative Aide was observed wearing a black cloth mask with Trick or Treat across it, and eye
protection while ambulating Resident 81 in the hallway, on the Green Zone 100 Unit. No underlying surgical mask was
 observed. Restorative Aide indicated she believed it was a N95 mask due to the way it was made and she usually wore a blue
 surgical mask under it. On 10/15/2020 at 9:17 a.m., the DON indicated the Restorative Aide usually wore a surgical mask
 under the cloth mask. On 10/15/2020 at 1:56 p.m., the Administrator indicated the Restorative Aide had been told a million
 times to wear a surgical mask under the cloth one. On 10/15/2020 at 2:04 p.m., the Administrator provided the current
 facility policy COVID-19 Testing Policy, last reviewed date 8/25/2020. The Policy indicated, but was not limited to, Don
 appropriate PPE: gown, gloves, mask, and eyewear. 3.1-18(b)(1)
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