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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 surveyor observation, record review, and staff interview, it has been determined that the facility failed to
 ensure staff utilized Personal Protective Equipment according to professional standards to prevent the transmission of
 COVID-19 for 1 of 2 units with COVID-19 positive residents (South unit). Findings are as follows: During an entrance
 interview with the Administrator and the Director of Nursing Services (DNS) on 5/29/2020 at 8:10 AM, they revealed that all
residents residing on the South unit are currently positive for COVID-19. A surveyor observation of the South unit on
 5/29/2020 at 9:40 AM revealed a nursing assistant (Staff B) wearing full PPE in the hallway after exiting a resident's
 room. Staff B did not remove her gown and gloves upon leaving the resident's room. She was then observed walking into the
 utility room and removing her used gown and putting it under her right arm. She then walked approximately 20-25 feet before
discarding the gown in the designated container near the nursing station. Surveyor interview with Staff B was conducted
 immediately after the above observation. She revealed she had just provided AM care to one of the resident's on her
 assignment. She was unable to explain why she did not remove her gown and gloves in the resident's room and discard them
 upon leaving the resident's room. During an interview with the South unit manager on 5/29/2020 at approximately 10:45 AM,
 she revealed staff should be removing their gown and gloves in the resident's room and discarding them upon leaving the
 resident's room.
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