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Provide and implement an infection prevention and control program.

 Based on observations, a review of the facility documentation, staff interviews, and a review of the facility policies and
 procedures, the facility failed to ensure proper storage and disposal of single use isolation gowns, and/or failed to
 ensure the screening process was followed during visitor entry to the facility, and/or failed to ensure single use
 isolation gowns were not laundered and re-used on a COVID-19 exposed unit. The findings include: 1.Obseravtion during a
 tour of station two with RN Supervisor #1 on 5/30/20 at 8:39 AM identified a living room area with a droplet precaution
 sign and an isolation cart outside the room. Further observation identified a blue plastic single use isolation gown
 hanging from a fire extinguisher sign on the outside of the living room entry. Interview with the RN Supervisor #1 at the
 time of observation indicated the single use isolation gowns were to be disposed after each use and should not have been
 saved. Interview with NA #1 on 5/30/20 at 8:42 AM identified the blue plastic single use isolation gown was hanging from
 the fire extinguisher sign when she reported for duty on the first shift on 5/30/20. Subsequent to surveyor inquiry, the
 single use isolation gown was disposed of by RN Supervisor #1. 2.Observation upon entering the facility on 5/30/20 at 8:15
 AM, at the designated entrance failed to screen individuals for COVID-19 prior to entry. Interview with the RN Supervisor
 #1 on 5/30/20 at 8:20 AM indicated the receptionist was the designated person to screen all individuals upon enterance to
 the facility, however on weekends receptionists did not begin work until 9:00 AM. RN Supervisor #1 identified the entry
 door should have been locked prior to 9:00 AM. Interview with NA #2 on 5/30/20 at 8:44 AM identified she was directed to
 cover the front desk and screen all individuals upon entrance to the facility until the receptionist arrived and did not.
 NA #2 indicated she was screened by one of the nurses this morning as she walked through the entrance to the facility and
 the entrance door was open when she entered at 6:30 AM. Interview with the Administrator on 5/30/20 at 9:46 AM identified
 the designated entrance to the facility should have been locked unless there was someone at the reception desk. The
 facility policy entitled Active Screening Process for All Visitors and Medically Necessary Personnel policy directed in
 part that the facility must have a screener at the designated entrance continuously, covering a full 24-hour period.
 3.Observation on Station Two, the Exposed Unit, on 5/30/20 at 8:52 AM identified a trash bin with signage on top of the lid gowns
only, to be laundered with isolation gowns overflowing from the trash bin. Interview with LPN #1 at the time of
 observation identified the yellow isolation gowns were to be laundered. LPN #1 indicated the staff was directed to place
 the yellow isolation gowns in the bin after use on the exposed unit to be laundered and re-used. Interview with Laundry
 Attendant #1 on 5/30/20 at 9:04 AM identified she washed the yellow isolation gowns and then dried the gowns on the cool
 cycle. Furthermore Laundry Attendant #1 indicated she then would bring the washed yellow isolation gowns to the unit and
 place the washed gowns in the isolation carts. Laundry Attendant #1 indicated she had been washing the yellow isolation
 gowns for two to three weeks as directed per management. Review of the Medline manufacturer guidelines identified the cover gown
was nonsterile, single use only. Review of the facility policy for washing of disposable gowns directed to gently
 remove the disposable gown as to not tear the tie string and place the gown in a sealed bag and transport it to the soiled
 laundry receptacle in the soiled utility room. The laundry employee would place the gowns into a mesh bag or washer basket
 under the correct Ecolab gown cycle, which was slower than other cycles and use bleach as a disinfectant. Additionally, the policy
directed to dry the gowns in the dryer on a cool cycle and ensure the gowns were fully dried and inspected. Torn or
 damaged gowns would be discarded in the trash.
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