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Residents Affected - Many

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, record review, and interview, the facility failed utilize proper Personal Protective Equipment (PPE)
 in accordance with Centers for Disease Control (CDC) to prevent the spread of infection for 1 of 1 newly admitted
   residents (Resident #1). The facility reported a census of 33. Findings include: 1. During an observation on 6/24/20 at
 11:00 a.m., Staff B (Nurse Aide) walked with Resident #1 from her recliner to the bathroom. Staff A (Nurse Aide) placed a
 new brief on the resident. After the resident finished on the toilet, Staff B performed perineal cares while Staff A helped the resident
stand up. Staff B then walked with the resident back to her recliner. Staff B and Staff A failed to utilize a
 gowns while assisting the resident. During an observation on 6/24/20 at 11:15 a.m., Staff B and Staff A walked out of
 Resident #2's room wearing the same uniforms they wore when assisting Resident #1. Staff B stated to the surveyor they
 assisted Resident #2 to get up. An undated document entitled Isolation, provided by the DON (Director of Nursing) to the
 survey team on 6/24/20, stated Resident #1 was a new admission with an admitted [DATE]. The facility policy, Interim
 Guidance for New Admissions or Return of Residents to Long-term Care Facilities, dated 4/13/20, directed staff to place all new
admissions in isolation for 14 days. Current CDC guidelines, updated 6/22/20, directed facilities to place new
 admissions in a separate observation area for 14 days so staff could monitor the resident for evidence of COVID-19. The
 guidance directed facilities to ensure staff caring for these residents wore a mask, goggles, gloves, and a gown
 (www.cdc.gov). During an interview on 6/24/20 at 12:00 p.m., Director for Nurses stated they did not have a specific policy
regarding isolation procedures for new admissions. She stated they followed the above 4/13/20 guidelines and it was her
 understanding if residents tested   negative and showed no signs and symptoms no gown was required.
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