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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 maintain an infection prevention and control
harm or potential for actual | program to help prevent the development and transmission of communicable diseases and infections by staff members not
harm wearing face masks correctly, isolation trash cans in hallways outside of isolation rooms, two nursing staff members

wearing contaminated PPE (Personal Protection Equipment) in hallway during a random observation, isolation room doors open
Residents Affected - Many | to the hallway for 5 rooms on the 100 hallway and 2 rooms on the 200 hallway, and placing residents, who were on isolation, in a
room with a non-isolation resident for 4 of 5 resident reviewed for COVID monitoring (Residents 8, 18, 52, and 61).
Findingsinclude: 1. a. An observation was made on 10/15/20 at 11:30 am., of LPN 1 (Licensed Practical Nurse) sitting at

the 1st floor nursing station with her mask pulled down below her nose and mouth leaving her nose and mouth uncovered.

Another staff member was in the nursing station at that time. b. An observation was made on 10/15/20 at 11:33 am., of HK 2
(Housekeeping) exiting aresident room with her mask pulled down leaving her nose uncovered. c. An observation was made on
10/15/20 at 11: 44 am., of CNA 3 (Certified Nursing Assistant) exiting the stairwell with afell ow staff member. CNA 3

had her mask pulled down below her nose and mouth leaving them uncovered. CNA 3 and the other staff member were walking
side by side and not 6 feet apart. An interview with IP (Infection Preventionist) was conducted on 10/15/20 at 2:58 p.m. I P indicated
the staff has been in-serviced on the proper way to wear amask, as well as, the need to wear amask at all times when in the facility. 2.
An observation was made of the 1st floor hallway on 10/15/20 at 11:29 am. a. In the hallway,

outside of Resident 8 and 18's room, was an isolation trash can containing used PPE. b. In the hallway, outside of Resident 22's room,
was an isolation trash can containing used PPE. c. In the hallway, outside of Resident 10's room, was an

isolation trash can containing used PPE. An interview with DON (Director of Nursing) conducted on 10/15/20 at 12:02 p.m.,
indicated, the trash cans should not be housed in the hallway but should have been inside the residents rooms. CDC

Infection Control Guidance for Nursing Homes and Long Term Care Facilities indicated, Position atrash can near the exit

inside the resident room to make it easy for staff to discard PPE prior to exiting the room or before providing care for

another resident in the same room. 3. a. An observation was made on 10/15/20 at 11:40 am., of LPN 2. LPN 2 had exited a

Droplet + isolation room with used PPE on and then removed the PPE in the 100 hallway. b. An observation was made on

10/15/20 at 11:43 am., of LPN 3. LPN 3 had exited a Droplet + isolation room with used PPE on and then removed the PPE in

the 100 hallway. c. An interview with DON conducted on 10/15/20 @ 12:02 p.m., indicated prior to exiting atransmission

based precaution room, staff should remove PPE prior to exiting the room. 4. An observation was made of the 1st floor

hallway on 10/15/20 at 11:29 am. The following Droplet + isolation precaution rooms had their doors | eft open to the

hallway: 128, 132, 135, 136, and 140. The Droplet + isolation resident rooms have non isolation rooms in between them. The
following rooms are next to or beside isolation rooms on the 100 hallway and have non isolation residents residing in them: 123, 125,
126, 131, 133, and 134. An observation was made of the 2nd floor hallway on 10/15/20 at 12:18 p.m. room [ROOM

NUMBER] was on Droplet + isolation precautions and had the room door open to the hallway. room [ROOM NUMBER] and room
[ROOM NUMBER] are Droplet + isolation rooms on the 200 hallway. All other residents on the 200 hallway are not in any isolation
precautions. room [ROOM NUMBER] is more toward the middle of the hallway and room [ROOM NUMBER] is at an end of the
hallway. A COVID-19 Resident Policy was provided by the DON on 10/15/20. The policy indicated, f. The doors of newly
admitted residents will remain closed unless resident's safety dictates otherwise (i.e. fall risk, bedbound who arein

critical need of observation need to open door for anxiety or behavioral reasons). Privacy curtains will remain closed and

cohorted residents will have their beds at least 6 feet apart. They will have a dedicated bathroom, bedside commode, or

bedpan .Residents Suspected or Confirmed with COVID-19 .6. The resident will be placed on Droplet Plus Precautions and
signswill be placed outside of the patient's room The door should remain shut unless the resident's safety dictates

otherwise (i.e. fall risk, bedbound who are in critical need of observation need to open door for anxiety or behavioral

reasons), or they resident on an all COVID unit that is contained by doors or by temporary solid barrier . 5. a. The

clinical record for Resident 61 was reviewed on 10/15/20. Resident 61's[DIAGNOSES REDACTED]. Resident 61 was readmitted

to the facility following a hospitalization on [DATE]. Resident 61 was readmitted  into aroom with Resident 52

and placed on Droplet + precautions. Per the facilities policy for readmission of aresident, Resident 61 was placed on

Droplet + precautions. Resident 52 had not been recently admitted /readmitted  nor was on any transmission based

precautions prior to Resident 61 becoming his roommate. This placed Resident 52 at risk for COVID-19. b. The clinical

record for Resident 18 was reviewed on 10/15/20. Resident 18's [DIAGNOSES REDACTED]. Resident 18 was readmitted  to the
facility following ahospitalization on [DATE]. Resident 18 was readmitted  into aroom with Resident 8 and placed on

Droplet + precautions. Per the facilities policy for readmission of aresident, Resident 18 was placed on Droplet +

precautions. Resident 8 had not been recently admitted /readmitted  nor was on any transmission based precautions prior to
Resident 18 becoming his roommate. This placed Resident 8 at risk for COVID-19. An interview with DON was conducted on
10/15/20 at 2:16 p.m. DON indicated, residents returning from the hospital are placed on Droplet + precautions for 14 days

no matter if they had a COVID test prior to discharge from the hospital. DON stated the readmissions should have been

placed in private rooms. A COVID-19 Resident Policy was provided by the DON on 10/15/20. The policy indicated, admissions
and readmissions with unknown COV1D-19 status should be placed in adesignated area and all residents with unknown COVID-19
status will be placed in 14-day observation for COVID-19 on Droplet + precautions. The facility should always default to

the 14-day quarantine in the observation area with transmission-based precautions in place unless special circumstances are present.
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