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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 review of the facility policy, the facility failed to properly contain coronavirus
 (COVID)-19 for all 41 residents residing on the COVID Isolation /Locked Memory Care Unit. Failures on the COVID
 Isolation/Locked Memory Care Unit included: one (1) staff did not perform appropriate hand hygiene before retrieving ice
 for Resident #4; one (1) staff did not put on a gown before entering Resident #5's room per facility policy; and reusable
 gowns were being worn by different staff without cleaning in between use. On the facility's COVID-19 Isolation/Locked
 Memory Care Unit, there were 23 residents that had tested   positive for COVID-19. Findings include: 1. Review of the
 facility's documentation on the Census List indicated that Resident #4 had tested   positive for COVID-19 on 7/15/2020.
 During the observation on 8/3/2020 from 10:30 a.m. to 11:00 a.m., Certified Nursing Assistant (CNA) #1 was passing ice to
 the residents on the 500 Wing (where residents that had been tested   positive for COVID-19 resided). The CNA removed
 her/his gloves inside Resident #4's room and brought the resident's mug out of the room to the ice chest to put ice in it.
 The CNA touched the resident's privacy curtain prior to retrieving the resident's mug. The CNA exited the room, then put on gloves
in the corridor standing by the ice chest without first cleaning her/his hands. The CNA used a Styrofoam cup to
 scoop the ice out of the ice chest. The CNA's gloved fingers that were around the Styrofoam cup could be seen touching the
 ice in the ice chest. During an interview on 8/3/2020 at 10:40 a.m., CNA #1 indicated there was no scoop for the ice. In an interview
on 8/3/2020 at 10:41 a.m., the ADON indicated the CNA should get a scoop from the kitchen and that all the ice in the ice chest
would have to be thrown out. During the observation on 8/3/2020 from 10:30 a.m. to 11:00 a.m., the Assistant
 Director of Nursing (ADON) was overheard at 11:00 a.m. telling a CNA that the ice that was brought up to the exit of the
 500 Wing was going to have to be thrown out. During an interview on 8/3/2020 at 4:00 p.m., the ADON indicated the ice in
 the ice chest was thrown out and the CNA was retrained. Review of the facility's policy with the reference 2001 Med-Pass,
 Inc. (Revised September 2010) indicated Putting on Sterile Gloves 1. Wash hands . Review of in-service training for CNA #1
 revealed she/he had in-service training on handwashing, PPE and isolation precautions on 7/22/2020. 2. Review of the
 facility's documentation on the Census List indicated that Resident #5 had tested   positive for COVID-19 on 7/15/2020. On
 8/3/2020 at 10:46 a.m., CNA #2 was seen entering Resident #5's room. There were two (2) gowns hanging on the door of the
 room. The CNA was wearing a gown but did not put on one of the gowns hanging on the door. In an interview on 8/3/2020 at
 approximately 10:46 a.m., the ADON said CNA #2 should have put on a second gown before going into Resident #5's room. In an
interview on 8/3/2020 at 10:30 a.m., the ADON said when the gowns became visibly soiled they were removed and washed; they
 were cloth gowns. The ADON stated the staff were to don the gown hanging on the door over their base gown (they wore
 continuously while they were on the COVID Unit) prior to entering the room. After finishing in the resident's room, they
 were to hang the used gown on the resident's door for other staff to wear until the gown was visibly soiled. In an
 interview on 8/3/2020 at 9:45 a.m. the Director of Nursing (DON) said the staff on the secure unit, where the residents who tested
positive for COVID-19 resided, wore a gown, goggles and mask all the time. There was a second gown they were to
 don before going into a resident's room. The DON stated they took off the second gown after coming out of the room. In an
 interview on 8/3/2020 at 2:38 p.m. the DON indicated that staff on the secure unit wore the base gown all day and then if
 going into a room where a resident had tested   positive, they were to put on a gown that was hanging on the door. When
 they were finished they were to hang up that gown for other staff to reuse. The DON indicated she/he had a copy of the CDC
 (Center for Disease Control) guidelines for reuse of gowns. In an interview on 8/3/2020 at 4:00 p.m., the DON said, It does not say
you can or can't have more than one staff wear the gown. The DON indicated it was unclear whether there was risk
 involved for more than one staff to wear the same gown that had already been used by other staff. Review of the CDC
 guidance presented indicated it had been printed on 3/20/2020 with the following web address:
 www.cdc.gov/coronavirus/2019-ncov/hcp/ppe-strategy/isolation-gowns.html. The document indicated, Consideration can be made
 to extend the use of isolation gowns (disposable or cloth) such that the same gown is worn by the same HCP (health care
 professional) when interaction with more than one patient known to be infected with the same infectious disease when these
 patients housed in the same location (i.e., COVID-19 patients residing in an isolation cohort). This can be considered only if there are
no additional co-infectious [DIAGNOSES REDACTED]. If the gown becomes visibly soiled, it must be removed and
 discarded as per usual practices .Cloth isolation gowns could potentially be untied and retied and could be considered for
 re-use without laundering in between .for care of patients with suspected or confirmed COVID-19, HCP risk from re-use of
 cloth isolation gowns without laundering among (1) single HCP caring for multiple patients using one gown or (2) among
 multiple HCP sharing one gown is unclear. The goal of this strategy is to minimize exposures to HCP and not necessarily
 prevent transmission between patients. Review of the facility's policy with the reference 2001 Med-Pass, Inc. (Revised
 September 2010) indicated .Reusable gowns shall be laundered after each use in accordance with established laundry
 procedures. Review of in-service training for CNA #2 indicated the CNA had Isolation Precautions and PPE (personal
 protective equipment) training on 6/16/2020.
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