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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

 Based on observations, review of facility documentation, and interviews, the facility failed to ensure staff and residents
 were protected from risk of infection when staff working on a wing of the facility with COVID-19 positive, COVID-19
 negative and COVID-19 recovered residents failed to don the appropriate Personal Protective Equipment (PPE), and failed to
 appropriately doffed PPE prior to exiting a room with a COVID-19. The findings include: Tour of the facility on 6/12/20 at
 12:30 PM identified trash cans in the hallways of both wings of the facility. Observation of contents in the trash cans
 identified used PPE including gowns and gloves. In an interview with LPN #1 on 6/12/20 at 12:45 PM LPN #1 stated trash cans used
to hold used gowns were always located in the hallways on the resident wings. During a tour of the facility on 6/12/20 at 1:PM NA #1
was observed entering Resident #1's room wearing a surgical mask without the benefits of a face shield and
 later exiting Resident #1's room, doffed gown outside the resident's room and placed the used gown in a trash can that was
 located in the hallway outside Resident #1's room. A review of the facility's Resident COVID-19 Line List identified
 Resident #1 was tested   positive for COVID 19 on 6/4/20. In an interview with the Director of Nursing Services (DNS) on
 6/12/20 at 1:30 PM, the DNS indicated that all staff were in-serviced on donning and doffing, and it was the expectation
 that staff doff and discard single use gowns just prior to exiting rooms. Subsequent to surveyor's observations and
 investigation, the DNS moved trash cans to inside the residents' rooms and initiated re-in-servicing of staff on
 appropriate donning and doffing.
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