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Residents Affected - Some

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview and record review the facility failed to maintain infection control standards to prevent
 the further spread of COVID-19 in the facility. Findings include: During inspection of the facility on 6/26/20, at 8:45
 A.M., the surveyor observed all staff on the unit without Personal Protective Equipment (PPE) including gloves and gowns.
 At 10:04 A.M., the surveyor observed the resident in room [ROOM NUMBER] attempting to leave his/her room in a wheelchair.
 The surveyor then observed Nurse #1 enter room [ROOM NUMBER] without a clothing protector and gloves on. Nurse #1 touched
 items in the resident's environment, including the resident's wheelchair, exited the room and then donned full PPE. She
 then reentered the resident's room while redirecting the resident, who was still trying to exit the room in a wheelchair.
 During an interview on 6/26/20, at 9:15 A.M., the Director of Nursing said that they had discontinued the wearing of full
 PPE because there were no longer COVID-19 positive residents in the facility. The Director of Nursing then said that the 2
 residents in the facility that had never had COVID-19, had dementia and could not effectively be quarantined in their
 rooms. She also said that the state assigned epidemiologist had not been consulted regarding the discontinuation of full
 PPE prior to doing so. During an interview on 6/26/20, at 10:33 A.M., Epidemiologist #1 said that she consulted with
 another epidemiologist and they both agreed that because the residents, who were negative for COVID-19, had dementia and
 could not be quarantined effectively in their respective rooms, the guidance was for all staff to wear full PPE at all
 times. Epidemiologist #1 said that the concern was that although the other residents were all recovered, it was the staff
 that could bring [MEDICAL CONDITION] in from the community and infect the remaining COVID-19 negative residents. Review
of
 the policy titled Personal Protective Equipment (PPE) and dated 4/29/20, failed to indicate what PPE staff are to wear when COVID-
19 negative residents with dementia are not able to effectively quarantine in their rooms.
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