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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, interviews, and record reviews, the facility failed to demonstrate the appropriate removal and

harm or potential for actual | discarding of a PPE (Personal Protective Equipment - works as a barrier between an individual's skin, mouth, nose, or eyes

harm and [MEDICAL CONDITION] and bacterial infections), when Certified Nursing Assistant (CNA) A did not remove and discard her
protective gown prior to exiting Resident 1's room, where Resident 1 was quarantined due to being a PUI (Person Under

Residents Affected - Few Investigation for possible COVID-19; Coronavirus Disease of 2019 - [MEDICAL CONDITION] identified as the cause of an
outbreak of respiratory illness). This failure had the potential for the transmission of COVID-19 infection to other

residents of the facility. Findings: During areview of afacility document titled, Resident Census, dated 7/11/20, it

indicated Resident 1 and Resident 2 were roommates. During an observation on 7/14/20, at 10:10 am., at the facility's, Red Zone,

areawhere residents with diagnosed COVID-19 infections were confined, the rooms therein were separated from the

rest of the facility by awhite, non-transparent, plastic barrier. Just outside of this enclosed area was another resident

room. During an interview on 7/14/20, at 10:15 am., in the Conference Room, Licensed Staff B stated the facility began

testing facility staff and residents for COVID-19 infection after a housekeeper was diagnosed as having COVID-19

infection on 7/7/20. Licensed Staff B stated, the facility received the results of the COVID-19 tests on 7/11/2020, at 12

p.m., and three residents, Resident 2, Resident 3, and Resident 4, all tested as having COVID-19 infection. Licensed

Staff B stated Resident 1 was placed on isolation precaution because she was aroommate of Resident 2. Licensed Staff B

stated the facility had adequate supply of PPE available to staff. During a concurrent observation and interview on

7/14/20, at 1 p.m., CNA A was coming out of aresident room, while still wearing her gown, even though there was a trash

bin located just outside the room, and the proper steps of donning and doffing of PPE was posted on this room's door. This

room housed aPUI. CNA A removed her face shield and wiped it off with a disinfectant wipe. CNA A then proceeded to the

nurses station to perform hand washing with soap and water at the sink. When CNA A was asked about the training she

received regarding the proper donning and doffing (wearing an removing of PPE) when entering an isolation room (isolation

rooms assist in separating people who were exposed to a contagious disease and help protect the public by preventing

further exposure), she stated she knew she made an error by not removing the gown prior to exiting this resident room. At

the hallway, in front of another room, CNA A removed the protective gown and walked all the way to Station 2's shower room

to discard the gown. During an interview on 7/14/20, at 2:55 p.m., Licensed Staff B was asked about her expectation of

donning and doffing of PPE in an isolation room. Licensed Staff B stated she did in-services on donning and doffing every

week. Licensed Staff B stated, and acknowledged, some staff were still not able to appropriately perform the task, and the

training's were ongoing. Licensed Staff B stated she expected staff to remove the gown and discard it inside the room,

prior to exiting the isolation room.
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