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Provide and implement an infection prevention and control program.

 Based on observation, staff interview, review of facility policy, and review of the Centers for Disease Control and
 Prevention (CDC) recommendations, the facility failed to follow infection control guidelines to mitigate the transmission
 of COVID-19 when their staff was found wearing the same personal protective equipment between residents with an unknown
 COVID 19 status on the facility quarantine unit. This had the potential to affect 17 residents (#1, #2, #3, #4, #5, #6, #7, #8, #9, #10,
#11, #12, #13, #14, #15, #16, #17) who resided in the facility's designated quarantine unit. The facility
 census was 100. Findings include: Interview on 06/29/20 at 3:41 P.M., with Licensed Practical Nurse (LPN) #25 revealed she
 must wear full personal protective equipment (PPE) while in the building. LPN #25 stated the required PPE included face
 mask, face shield, gown, gloves, and a hair covering. LPN #25 stated she wore the same PPE the entire shift to care for all her
residents unless they were on transmission-based precautions or the PPE became soiled. LPN #25 stated if a resident was placed in
transmission-based precautions there would be a sign on the resident's door and an additional bin of PPE outside
 of the resident room. LPN #25 stated she would then don a second gown over top of the one she was already wearing to care
 for the resident, remove it before leaving the room, and return to the community in the original gown she was wearing.
 Interview 06/29/20 3:54 P.M., with the Director of Nursing (DON) revealed the facility has one quarantine zone that they
 use to house new admissions, readmissions, and residents who are returning from outside appointments. The facility also has a
separate isolation unit for confirmed cases of COVID-19. DON stated the residents in the quarantine unit are to stay on
 the unit for 14 days. DON stated the quarantine zone uses designated staff that remain in that area for the entire shift.
 While in the quarantine zone the staff members follow wear the same face facemask, face shield, gown, gloves, and hair
 covering for the entire shift while caring for all residents on the unit, unless a resident is placed is in
 transmission-based precautions, or the PPE that is being worn becomes soiled or unusable. Per DON, any resident who is
 placed in transmission-based precautions would require a second gown and a second facemask to be placed over the top of the
original PPE the staff member has on. Observation on 06/30/20 at 9:38 A.M., during a tour of the facility quarantine unit
 with the Administrator and DON revealed one unidentified staff member who walked down the hallway that houses resident
 Rooms 201-210. The staff member then walked into a resident room without stopping outside the room to don any additional
 PPE or change the current PPE being worn. Interview at this time with the Administrator and DON verified the quarantine
 zone included two halls. Hall one included Rooms 201-210. Hall two included Rooms 234-243. Review of the facility policy
 titled COVID 19 Transmission-Based Precautions, dated 06/09/20, revealed staff are to utilize PPE when providing care for
 all residents in the facility if a positive COVID-19 resident resides in the building, which includes mask, eye protection, gowns,
gloves, shoe covers, and hair nets if available. The policy also stated when extended use of gowns are used, the
 same gown by the same healthcare worker is permitted while interacting with multiple residents with the same known
 infectious disease (COVID-19). Review of the Centers for Disease Control and Prevention Recommendations for Nursing Homes
 and Long-Term Care Facilities, dated 06/25/20, revealed if extended use of gowns is implemented as part of crisis
 strategies, the same gown should not be worn when caring for different residents unless it is for the care of residents
 with confirmed COVID-19 who are cohorted in the same area of the facility and these residents are not known to have any
 co-infections (e.g., Clostridioides difficile). The facility identified 17 residents (#1, #2, #3, #4, #5, #6, #7, #8, #9,
 #10, #11, #12, #13, #14, #15, #16, #17) who resided in the facility's designated quarantine unit.
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