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

Level of harm - Minimal Based on observations and interviews with staff, the facility failed to ensure that appropriate infection control practices were

harm or potential for actual | implemented to prevent and control the spread of infection. The findings include: a. Observation on 5/28/20 at 11:30
harm AM identified aNurse Aide (NA) #1 taking a yellow disposable gown out of a brown paper bag, don the gown and enter a

droplet precaution room. The unit was noted to have positive COVID-19 and negative COVID-19 residents. Observation on
Residents Affected - Few 5/28/20 at 11:35 AM identified several brown paper bags on carts throughout the unit in front of droplet precaution rooms
that contained disposable isolation gowns, the bags were |abeled with staff names. Interview with NA #2 on 5/28/20 at 11:35 AM

identified that she gets one isolation gown per resident that is on droplet precautions per day, she removes the gown

once she leaves the room and places it in the paper bag, when she has to re-enter the droplet precaution room she takes the gown out
and putsit back on to enter the room, but discardsit at the end of the day. Interview with the administrator and the infection control
nurse on 5/28/20 at 1:00 PM identified that the yellow gowns were disposable, and the facility had an adequate supply of gowns. The
administrator further identified that the staff should not be re-using the gowns, and should

be discarding the gown after use, not putting it back on. Review of Centers for Disease Control guidelines identified that

disposable gowns should be discarded in a trash receptacle once doffed. b. Observation of NA #2 on 5/28/20 at 11:45 AM

identified that she exited a room where the patient had a COV1D-19 negative status. Interview with NA #2 on 5/28/20 at

11:45 AM identified that she cared for 2 COVID-19 positive residents prior to caring for the COVID-19 negative resident.
Sheidentified that she had the proper PPE on when caring for the 2 positive residents, and had doffed the PPE after caring for those
residents, and then moved on to care for the COVID-19 negative resident. NA#2 identified that she had not been

trained to care for the COVID-19 negative residents prior to taking care of the positive residents. Interview with NA #3 on 5/28/20 at
11:50 AM identified that she did not have any COVID-19 positive residents on her assignment currently, but had

cared for COVID-19 positive and negative residents on her assignment recently, and had not been trained to care for the

negative residents prior to the positive residents. Interview with the Infection Control Nurse on 5/28/20 at 1:30 PM

identified that staff should be caring for the negative residents prior to the positive residents. He further identified

that although he had educated the staff verbally to provide care to the negative residents prior to providing care to the

positive residents, he had not done any formal education/in-servicing. Review of CDC guidelines in responding to COVID-19

in nursing homes directed in part to assign dedicated health care professionals to work only on the COVID-19 designated
unit.
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