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Residents Affected - Some

Provide and implement an infection prevention and control program.

50488

Based on observation, interview and record review, the facility failed to ensure 3 of 6 staff members (Staff A, 
B, and C) used personal protective equipment in accordance with the Centers for Disease Control (CDC) 
guidelines when caring for residents with known COVID 19 (an infectious virus causing respiratory illness 
that may cause difficulty breathing and could lead to severe impairment or death) infections. This failure 
placed residents and staff at risk for contracting and spreading the illness. 

Findings included .

A 03/18/2024 CDC update titled, Interim Infection Prevention and Control Recommendations for Healthcare 
Personnel During the Coronavirus Disease 2019 Pandemic, showed when health care personnel enter the 
room of a patient with suspected or confirmed COVID 19, they should use a N95 respirator (a mask that 
filters 95% of airborne particles), gown, gloves, and eye protection. When leaving the room, all Personal 
Protective Equipment (PPE) including the N95 respirator should be removed.

Review of Resident 1's progress note, dated 09/25/2024, showed Resident 1 tested positive for COVID 19.

On 10/01/2024 at 11:51 AM, Staff A, Certified Nursing Assistant (CNA) entered Resident 1's room wearing a 
N95 respirator, gown, gloves, and a face shield. Staff A exited the room after disposing of the gown and 
gloves in the room. Staff A proceeded down the hall to the nurse's station where the face shield was 
removed and set on the counter. Staff A performed hand hygiene and wiped the shield with disinfectant. The 
counter was not cleaned nor was hand hygiene performed again. Staff A did not remove the N95 respirator 
and replace it with a new one before passing trays to other residents on the unit. 

Review of Resident 2's progress note, dated 09/26/2024, showed Resident 2 tested positive for COVID 19.

On 10/01/2024 at 12:20 PM, Staff C, CNA, walked out of Resident 2's room with a face shield, an N95 
respirator, and gloves. Another staff member across the hall asked if there were any face shields in the 
isolation cart next to Staff C. Staff C opened the drawers of the isolation cart and searched with the gloves 
worn in Resident 2's room. Staff C then removed the gloves and the face shield and performed hand 
hygiene. The N95 respirator was not removed and replaced with a new one before Staff C went into 
Resident 4's room who had not tested positive for COVID 19. 
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Review of Resident 3's progress note, dated 09/30/2924, showed Resident 3 tested positive for COVID 19.

On 10/01/2024 at 1:35 PM, Staff D, Agency Licensed Nurse, walked out of Resident 3's room with a N95 
respirator in place. Staff D did not remove and replace the N95 respirator before proceeding down the hall. 
One resident and several staff members were also on the hall. 

At 2:07 PM, Staff C, Float Infection Control Licensed Nurse, said the expectation was that all staff members 
wore an N95 in the facility when there was an outbreak of COVID 19. Staff C said staff should remove all 
PPE before leaving a COVID 19 positive room and then put on a new N95 respirator. 

At 3:00 PM, Staff B, Director of Nursing, said all rooms with positive COVID 19 residents should have 
garbage cans placed outside of their door. Staff B said gloves and gowns should be removed in the room 
and hand hygiene performed. After exiting the room, staff should remove eye protection and perform hand 
hygiene. Staff B said the N95 respirator should be removed, hand hygiene performed, and a new N95 
respirator put on. Staff B said all staff had been trained on correct usage of PPE. 
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