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Residents Affected - Few

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on clinical record reviews, review of facility documentation, observations and interviews, for two sampled resident
 (Resident #1 and #2) who were recently admitted   and under a fourteen (14) day period of quarantine on the observation
 unit, the facility failed to utilize proper personal protective equipment (PPE), ensure proper resident cohorting and
 failed to implement infection control measures during an aerosolized treatment. The findings include Resident #1's
 [DIAGNOSES REDACTED]. A physician's orders [REDACTED]. A facility training document dated 5/22/20 identified an N95
mask
 was needed for aerosolized procedures on COVID-19 positive or suspected positive residents. Observations of Resident #1's
 room on 7/29/20 at 10:30 AM identified the entrance door was open and the privacy curtain was pulled back between Resident
 #1 and the roommate (Resident #2) beds, both residents were recently admitted   to the facility and on a fourteen (14) day
 quarantine unit, to be observe for signs and/or symptoms of COVID-19. Upon further observations Resident #1 was noted to be
receiving a nebulizer treatment administered by the 7AM-3PM charge nurse, Licensed Practical Nurse (LPN) #1. Although LPN
 #1 was wearing a surgical mask, she was not wearing the recommended personal protective equipment for use during an
 aerosolized breathing treatment, which included an N95 mask, face shield and gown. Interview with the Director of Nursing
 (DON) on 7/29/20 at 11:20 PM identified LPN #1 should have been wearing an N95 mask, a gown and a face shield. The DON
 stated she had been monitoring physician's orders [REDACTED].#1. Interview with LPN #1 on 7/29/20 at 11:55 AM identified
 she thought she only needed full droplet precaution PPE when giving direct care. LPN #1 indicated direct care would include
assisting a resident with eating, bathing, and getting dressed, and not administering medication. LPN #1 failed to wear the appropriate
personal protective equipment, create a barrier between Resident #1 and Resident #2 during the aerosolized
 treatment and failed to close the door to the resident room while the treatment was administered.
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