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

Level of harm - Minimal Based on observations, areview of the facility policy and staff interviews, the facility failed to ensure Personal
harm or potential for actual | Protective Equipment (PPE) was utilized in accordance with infection control standards and the facility policy. The
harm findings included: Observation on 5/13/20 at 9:20 AM with the Assistant Director of Nursing (ADNS) and the Administrator
identified Nurse Aide (NA #1) hung along sleeve blue isolation gown on the door hook in a positive COVID-19 resident's
Residents Affected - Few room. NA #1 identified she/he only received one isolation gown per week and she/he reuses the same gown. NA #1 sprays the
gown with peroxide to disinfect it and hangs on the door after taking it off to go for lunch or to assist in COVID-19

negative residents room during her/his shift. NA #1 identified at the end of each shift she/he sprays the isolation gown

with peroxide to disinfect the gown and stores it in a brown bag to reuse the gown the following day when she/heis

scheduled to work. Further interview identified NA #1 always wore a hospital gown under the blue isolation gown for

personal protection. Interview with the ADNS on 5/13/20 at 9:40 AM identified the blue isolation gown provided to NA #1 was
disposable and designated for single use. Further interview indicated protective coverallsidentified as DuPont Tyvek 400

was also provided to the facility staff on aweekly basis to provide care to residents with suspected or confirmed COVID-19 and were
also indicated for single use only. Interview with the Administrator on 5/13/20 at 10:00 AM identified isolation

gowns and coveralls were short in supply and the facility provided new replacement gowns and protective coveralls to staff

every 7 days and/or when the PPE was ripped or stained. The facility staff was directed to disinfect the gowns and

coveralls by spraying them with peroxide and storing them in brown paper bags to reuse for the week. The Administrator

further identified she/he was not aware that isolation gowns and coveralls were not recommended to be reused during

COVID-19 pandemic. The Administrator identified isolation gowns and coveralls would be available immediately outside of the
COVID-19 positive resident rooms and staff will be provided education regarding extended use but not reuse of PPE. Review

of facility policy on Isolation Gown Strategy Guidelines directed the facility to follow the strategies for PPE shortage

guidelines from the Centers for Disease Control and Prevention (CDC). The policy further directed extended use of isolation gowns
and consideration can be made to extend the use of isolation gowns such that the same gown is worn by the same staff

when interacting with more than one patient known to be infected with the same infectious disease when these patients were

housed in the same location (i.e., COVID-19 patients residing in an isolation cohort).
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