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F 0830 Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on observation and interview, it was determined the facility failed to ensure appropriate personal protective
harm or potential for actual | equipment practices were followed by staff who wore the same gown to provide personal care to residents whose COVID-19
harm status was unknown. The facility identified 23 residents who resided in the quarantine unit of the facility and whose

COVID-19 status was unknown. Findings: The Center for Disease Control guidance titled, Preparing for COVID-19 in Nursing
Residents Affected - Some Homgs c)iocumented, .Managing New Admissions and Readmissions Whose COVID-19 Status is Unknown .HCP (health Care
Provider,

should wear an N95 or higher-level respirator (or facemask if arespirator is not available), eye protection (i.e., goggles or a
disposable face shield that covers the front and sides of the face), gloves, and gown when caring for these residents

. On 06/15/20 at 9:30 am., observations were made of the quarantine unit of the facility. Gowns were observed hanging on

the doors at the front of the hall. At 9:32 am., CMA #1 was observed to remove her gown, lay it across the medication cart and exit
the unit. At 9:35 am., the CMA was asked if she had been in any resident rooms prior to removing her gown. She

stated, yes. She was asked if she wears the same gown in multiple resident rooms. She stated Y es, we have to. The CMA was
observed to don the same gown from the medication cart and continue with her duties. At 9:40 am., LPN #1 was asked why the
residents on the unit had been quarantined. She stated most of them had been exposed to a therapist who had tested
positive for COVID-19 and some were residents who went out of the facility for routine[MEDICAL TREATMENT] treatments.

The LPN was asked how often she changed her gown. She stated she would wear the same gown. If she had to leave the unit for any
reason then she would remove the gown, hang it up then put if back on when she returned. She was asked if having worn

the same gown while providing care from resident to resident, whose infectious disease status was unknown, would risk the
spread of infection. The LPN stated, yes. CMA #1 was asked if she understood the risk to the residents. She stated yes, she had
known the risk but they had been instructed to do it that way. LPN #1 was asked if they had been low on their PPE

inventory. She stated, not that she had been aware of. At 9:48 am., the DON was asked if the staff who provided carein

the quarantine unit should have worn the same gown with all the residents. She stated, no. The DON was informed of the

staff's practice and that they stated they had been instructed to do so. She stated she had not been aware that was how

they had done it. The DON stated she would not have ever instructed the staff on incorrect practices.
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