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Provide and implement an infection prevention and control program.

 Based on observations, review of facility policy, and interviews the facility failed to to ensure appropriate infection
 control practices were implemented to prevent and control the transmission of COVID-19. The findings include: Observation
 on 5/20/2020 at 10:33 A.M. on the facility's designated COVID-19 exposed unit identified one yellow plastic rain poncho
 hanging up on a hook inside a resident room. Observation on 5/20/2020 at 10:34 A.M. identified multiple yellow plastic rain poncho's
hanging from the corner of the bathroom door of a resident room. Interview with Nurse Aide ( NA #1) on 5/20/20 at
 10:35 A.M. NA #1 indicated he/she receives a plastic like long sleeve rain poncho for his/her shift which he/she dons to
 provide resident care then doffs it prior to exiting the resident room. NA #1 indicated he/she hangs the poncho on the hook inside the
resident room for the duration of the shift donning and doffing as needed to provide care. NA #1 identified the
 poncho is sprayed with a disinfectant at the end of shift and re-used the next time he/she reports to work unless the
 poncho gets torn or ripped. Interview with Licensed Practical Nurse ( LPN #1) on 5/20/20 at 10:50 A.M. LPN #1 identified
 he/she dons a disposable gown prior to entering a resident room he/she then removes the gown and hangs it to re-use through out
his/her shift. LPN #1 indicated at the end of the shift he/she discards the disposable gown. An interview with the
 Director of Nursing Services ( DNS) and Administrator on 5/20/20 at 11:05 A.M. identified the facility was using the
 disposable gowns and rain ponchos' in a conservation strategy due to the limited supply. The DNS indicated staff are to use the
disposable gowns for only one shift then discard. Subsequent to surveyor inquiry, the DNS immediately removed the rain
 poncho's hanging in the two resident rooms and discarded the poncho's. The DNS indicated the facility will no longer re-use rain
poncho's or the disposable gowns. A review of the facility Optimizing supply of Isolation Gowns policy identified
 currently the facility is operating between 'conventional capacity and contingency capacity'. Conventional capacity use
 isolation gown alternatives such as rain coats long sleeves, snap front with hood. Contingency capacity shift from gown use to cloth
isolation gowns if possible (reusable, washable gowns made of polyester or polyester cotton fabrics).
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