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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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 36303

Based on medical records review, staff interview, observation, review of facility policy, and review of Centers 
of Disease Control and Prevention (CDC) guidance, the facility failed to ensure staff wore appropriate 
personal protective equipment (PPE) while caring for a resident who was positive with Coronavirus Disease 
2019 (COVID-19). This affected one (#1) out of three residents reviewed for infection control. The census 
was 90.

Findings include:

Review of Resident #1's medical record revealed an admitted [DATE]. Diagnoses listed included cerebral 
atherosclerosis, hypertension, vascular dementia, and chronic kidney disease.

Review of a quarterly Minimum Data Set (MDS) assessment dated [DATE] revealed Resident #1 was 
severely cognitive impaired and receiving Hospice services.

Review of physician orders revealed an order dated 01/13/25 for contact and droplet precautions due to 
COVID-19.

Review of progress notes dated 01/13/25 at 12:36 P.M. revealed Resident #1 tested positive for COVID-19 
with a rapid test nasal swab.

Observation on 01/15/25 at 11:06 A.M. revealed Certified Nursing Assistant (CNA) #100 in Resident #1's 
room standing at the right side of her bed. CNA #1 was gathering bed linens and repositioning Resident #1's 
bedding. CNA #100 was not wearing a gown, faceshield or goggles. CNA #100 was wearing a surgical style 
face mask. Observation of Resident 1's room entry revealed a sign stating to use contact and droplet 
precautions. A bin outside the door contained PPE. 

Interview with CNA #100 on 01/15/25 at 11:09 A.M. confirmed Resident #1 was in contact and droplet 
precautions due to being COVID-19 positive. CNA #100 confirmed she did no wear a gown, faceshield or 
goggles, or N95 (respirator) while in Resident #1's room providing care.

Review of the facility's Covid QAPI Plan dated revised August 2024 revealed all staff must use PPE when 
going into a COVID-19 positive resident room- N95, eyewear, gown, and gloves.
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Review of the CDC Infection Control Guidance: SARS-CoV-2 revealed healthcare personnel who enter the 
room of a patient with suspected or confirmed SARS-CoV-2 infection should adhere to standard precautions 
and use a NIOSH (National Institute for Occupational Safety and Health) approved particulate respirator with 
N95 filters or higher, gown, gloves, and eye protection (i.e., goggles or a face shield that covers the front and 
sides of the face).

This deficiency is based on incidental findings discovered during the course of this complaint investigation.
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