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F 0830 Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on observation, interview, and record review, the facility failed to ensure staff removed a gown worn inside a
harm or potential for actual | Covid-19 isolation room prior to exiting the room, and before entering a non-Covid-19 room. This appliesto 1 resident (R4) outside
harm the sample (the resident residing in the non-Covid-19 room). The findings include: On 7/21/20 at 12:24 PM, V7

(Certified Nursing Assistant-CNA) carried ameal tray down the hall to room [ROOM NUMBER] and entered the room. The
Residents Affected - Few residents in room [ROOM NUMBER] are on contact/droplet isolation due to Covid-19. V7 exited the room wearing the same gown
she wore into room [ROOM NUMBER] and walked back up the hall to the dining area to place atray and food cover with the

other trays. V7 then walked back down the hall and went into room [ROOM NUMBER] (R4's room) wearing the same gown she
wore

into room [ROOM NUMBER]. V7 closed the door to room [ROOM NUMBER]. V7 exited the room at 12:29 PM wearing the same
gown. On 7/21/20 at 12:29 PM, V7 said she went into the Covid positive room to take ameal tray to one of the isolated residents. V7
said she just leaned in and placed the meal tray on the resident's bed table. V7 said as long as she did not go al the way into the room,
she did not have to change her gown. This surveyor informed V7 that she had entered the room and was not

just leaning in the room. V7 said she only went to the first bed and did not go over to the roommate's side, on the far

side of the room, so she did not think she had to change her gown, because the first resident did not test positive for

Covid-19. At 1:01 PM, V2 (Director of Nursing) said R5 (the resident in the first bed in room [ROOM NUMBER]) was having
symptoms (coughing) and therefore was under suspicion for Covid-19. V2 said the minute staff cross the doorway threshold of an
isolation room they should wear full PPE (persona protective equipment) and should remove the gown and glovesin the

room prior to exiting the room so they do not spread germs to other residents or to themselves. At 1:34 PM, V3 (Assistant

Director of Nursing) said staff should remove the gown and gloves before coming out of an isolation room so they do not

spread the infection. The facility's undated policy and procedure titled Removing PPE shows Remove PPE at doorway before
leaving patient room or in anteroom. (A small room between areas of contamination and other areas such as treatment areas). An
undated sign posted on room [ROOM NUMBER] titled Contact Precautions shows Before Care .3. Wear gown to enter the room.
Discard gownsin the room. Do not re-use.
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