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Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview, and record review, the facility failed to ensure personal protective equipment (PPE) was
 doffed and donned appropriately when caring for a resident who required droplet plus isolation (special precautions to
 prevent the spread of germs that are spread in tiny droplets caused by coughing and sneezing) precautions for 1 of 3
 residents reviewed for infection control (Resident B). Findings include: On 10/14/20 at 11:55 a.m., Certified Nursing
 Assistant (CNA) 4 was observed to leave Resident B's room wearing an isolation (special precautions to prevent the spread
 of germs) gown. Signs on Resident B's door indicated the resident required isolation precautions. At the same time Licensed Practical
Nurse (LPN) 3 instructed CNA 4 she should not have worn the isolation gown into the hallway. CNA 4 removed the
 isolation gown, with ungloved hands, and placed it into an uncovered trash can in the hallway. CNA 4 was not observed to
 perform hand hygiene. CNA 4 proceeded to the linen room, retrieved linens, and returned to Resident B's door. CNA 4 removed an
isolation gown from the [MEDICATION NAME] on Resident B's door, and entered the room, without donning the isolation
 gown. After CNA 4 entered Resident B's room, LPN 3 indicated Resident B required droplet plus isolation (special
 precautions to prevent the spread of germs that are spread in tiny droplets caused by coughing and sneezing) precautions
 because she had an elevated temperature a the day before. She was unsure if Resident B was tested   for COVID-19 after she
 developed an elevated temperature. Personal protective equipment (PPE) should have been doffed before exiting the room, and
donned before entering the room, when caring for residents who required droplet plus isolation precautions. Hand hygiene
 should have been done with the PPE was removed. The isolation gown should have been disposed of in the resident's room.
 Resident B's record was reviewed on 10/14/20 at 1:46 p.m. A quarterly Minimum Data Set (MDS) assessment indicated the
 resident had a moderate cognitive impairment. A vital signs record, dated 10/13/20, indicated the resident's temperature
 was 100.4 degrees Fahrenheit (F). A physician's orders [REDACTED]. A COVID-19 test, dated 10/13/20, was negative. A care
 plan, dated 10/13/20, indicated the resident required droplet isolation precautions. During an interview, on 10/14/20 at
 12:03 p.m., CNA 5 indicated she provided care for residents who required droplet plus isolation precautions. PPE should
 have been donned before staff entered the room, and doffed before staff left the room. Hand hygiene should have been
 performed after PPE was doffed. Isolation gowns should not have been worn in the hallway. During an interview, on 10/14/20
 at 2:20 pm., the Director of Nursing (DON) indicated PPE should have been donned before staff entered the room and doffed
 before staff left the room for residents who required droplet plus isolation precautions. Isolation gowns should have been
 disposed of in the resident's room, not in the hallway. On 10/14/20 at 2:02 p.m., the DON provided a document titled, USE
 OF PPE WHILE IN THE FACILITY, and indicated it was the policy currently being used by the facility. The policy indicated,
 .New Admissions, Residents Who Have Been Exposed (Yellow Quarantined/Observation Area) Residents with S&S of COVID, but
 does not have a positive or waiting on results of their test: These are residents who 'may' be contagious but DO NOT SHOW
 any signs and symptoms of COVID. (Quarantined area: Full PPE will be used. Full PPE consist N95 masks, gloves, gown and eye
covers .Gowns must be disposed of when exiting the resident room and/or changed out between patients 3.1-18(b)(2)
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