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F 0830 Provide and implement an infection prevention and control program.

Level of harm - Minimal Based on observations, review of policies and and interviews, the facility failed to ensure appropriate infection control
harm or potential for actual | practices were implemented to prevent and control the spread of infection during the COVID-19 pandemic. The findings
harm include: During atour of the facility with Registered Nurse (RN) #1 on 5/9/20 at 11:50 AM identified a droplet precaution
sign was posted and an isolation cart with Personal Protective Equipment (PPE) were outside of a resident room who had
Residents Affected - Few pending COVID-19 test results. Observations identified a blue and a white isolation gowns were hanging from a hook in the
resident's room. At thistime anurse aide, Nurse Aide (NA) #1 was observed to obtain a pair of gloves from the isolation
cart and enter the resident's room and once in the room, NA #1 removed the blue isolation gown hanging from the hook and
donned the gown. NA #1 fastened the snaps to close the blue isolation gown with ungloved hands, then NA #1 adjusted the
isolation gown, so it fit correctly and proceeded to don the gloves without the benefit of sanitizing her hands. Interview
with NA #1 at the time of observation identified that she did not wash her hands before donning gloves because she was just going to
ask the resident a question. Interview with RN #1 at the time of observation identified that when working on the
COVID-19 unit, staff were provided with a disposable isolation gown at the beginning of the shift and it was the practice
to wear the gown when caring for residents who were on droplet precautions. RN #1 indicated that the gown would be removed
after care, hung in a designated room and re-worn for the entire shift when performing care to the COVID-19 positive or
COVID-19 pending residents. Interview with the Director of Nursing (DON) on 5/9/20 at 12:05 PM identified the staff were
re-using isolation gowns for the shift. The DON indicated that NA #1 should have sanitized her hands before donning the
gloves. Review of the process for reuse and extended use of PPE policy directed the practice of wearing the same PPE for
repeated close contact encounters with aresident, removing it in between resident encounters. The PPE was to be stored in
a paper bag, or the gowns on a hook in the resident room when available, between encounters to be put on again (donned)
prior to the next encounter with aresident, gowns may be reused for one resident, by one staff member for one shift based
on availability, avoid touching the front of the respirator, mask, face shield or goggles and gowns and also your face and
perform hand hygiene before and after touching or adjusting the PPE (if necessary, for comfort or to maintain fit).
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