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Provide and implement an infection prevention and control program.

 Based on observation, interview and record review, the facility failed to ensure that staff were trained and competent in
 disinfecting disposable isolation gowns for extended use when Certified Nursing Assistant (CNA) 2 did not disinfect her
 gown after providing patient care and when Licensed Nurse (LN) 1 was unable to demonstrate how or when to disinfect her
 gown. This failure put residents at risk of being exposed to infection or contagious illness such as COVID-19, which can be life-
threatening. Findings: A review of a facility policy, titled, Optimizing the Supply of Personal Protective Equipment
 (PPE), created 6/6/20, indicated that staff would be trained on the appropriate doffing (removing) of PPE and be able to
 demonstrate competency. During concurrent observation and interview on 8/12/20, at 8:45 AM, while on a tour of the
 facility, the Director of Nursing (DON) stated that following confirmation of a staff member testing positive for COVID-19, the
facility had transitioned all resident rooms to droplet precaution isolation and required staff to wear full PPE. DON
 stated this included N95 respirator facemasks, gloves, gowns, and eye protection. DON confirmed that the gowns observed
 hanging by each resident room doorway were to be wiped down and disinfected after each use. During an interview on 8/12/20, at
9:05 AM, the Infection Preventionist (IP) stated that the facility was rapidly using their supply of gowns, had
 implemented extended use of gowns in accordance with CDC recommendations, and had specified that staff would be limited to
 the use of one gown per staff member, per room, per shift. IP stated that staff had been educated and trained to disinfect
 each gown with peroxide wipes between caring for individual residents and prior to removing the gowns to be hung at the
 entrance to the room upon completion of care. During an interview on 8/12/20, at 10:05 AM, CNA 1 stated she had received
 education at several inservices on the facility's expectations regarding use of PPE. CNA 1 stated that she had been
 instructed to wipe down disposable gowns between resident use and that each room had containers of disinfectant wipes out
 of the reach of the residents, for staff to use. CNA 1 stated that after caring for residents in a room, she would wipe
 down her gown, remove it and hang it by the door. During a concurrent observation and interview on 8/12/20, at 10:15 AM,
 CNA 2 stepped out of a room on Unit One after completing resident care, removed her gown and hung it by the door. CNA 2 was
observed to not wipe down or disinfecting the gown prior to removing it. When CNA 2 was asked if she had wiped down the
 gown, she stated she had not. When asked what the facility's expectation was about disinfecting gowns between or after
 resident care, CNA 2 stated that gowns only needed to be wiped down if visibly soiled, otherwise gowns only needed to be
 wiped down at the end of the shift. During an interview on 8/12/20, at 10:45 AM, the Director of Staff Development (DSD)
 stated that the facility was low on gowns and staff had been told to conserve them as much as possible. DSD stated that to
 do so, staff were expected to reuse one disposable gown per room and discard them at the end of their shift. DSD stated
 that they had started to bag the gowns at the end of the shift and reuse them an additional day. DSD stated it was
 important that all staff disinfect their gowns between caring for residents and prior to removing them. DSD stated that a
 gown should never be left unwiped (not disinfected) until the end of a shift and that CNA 2 should have wiped down her gown with
disinfectant before leaving the resident's room. During a concurrent observation and interview on 8/12/20, at 11:00
 AM, Licensed Nurse (LN 1) was preparing to enter a patient room on Unit two and had just put on a new gown. LN 1 was asked
 to explain the process for disinfecting the gown. LN 1 stated she did not know. When asked if she had received education
 and training on use of PPE and the current expectation for extending the use of gowns, she said she had but could not
 recall the steps required for cleaning the gowns. When asked to point out or describe what she would use in the room to
 wipe down a gown, LN 1 was unable to do so. LN 1 stated she did not know where the wipes were or how often she should clean her
gown.
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