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Level of harm - Minimal
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harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

Based on observations, interviews, and record/policy review, the facility failed to ensure staff 1) Conducted Covid 19

Surveillance screenings to prevent or contain COVID-19 for Resident #1 out of atotal sample of four residents, and 2)

Follow standard precautions in the cleaning of shared resident care equipment to prevent the transmission of infection on

one of three units. Findingsinclude: 1. Review of lab results for Resident #1's COVID-19 testing, dated 9/14/2020,

indicated the results were Not Detected, meaning the resident was negative for COVID-19. Review of the facility policy

entitled Vital signs, Pulse Oximetry, and COVID-19 Symptom Checks, reviewed May 2020, indicated the following: -effective

3/20/20, the facility shall prepare and implement vital signs including temperature, pulse, blood pressure and

respirations, pulse oximetry (measures oxygen level in the blood) and a complete COVID symptom check every shift -every

shift is defined as every 8 hours -the facility will track this monitoring . via physician's orders with documented entries on the
Medication Administration Record [REDACTED)]. -resident COVID-19 screening is performed by licensed nurses. -COVID-19
symptom check include: fever > or equal to 100 degrees Fahrenheit, cough, shortness of breath, chills, shaking with chills, muscle
pain, headache, sore throat, loss of smell, pain in chest, new onset of confusion or difficulty arousing, recent

travel, pre-existing cardiac, respiratory or kidney disease, -prompt evaluation of outliers, Physician notification,

testing as ordered, labs as ordered and precautions activated. Review of the September 2020 Physician's Ordersindicated a
current order for COVID-19 Evaluation Vital Signsdaily on every morning shift (initiated 9/17/2020), and an order

(initiated 9/19/2020) for staff to obtain vital signs daily on the day shift. There were no other current orders for
fCOQ/I D-19 symptom screenings. Review of the current September 2020 Medication Administration Record [REDACTED]. No

urther

order or screening was documented for the remainder of September. The existing documentation was incomplete on two of the
evening shiftsand 9 night shifts out of the 16 dates in September that the order was in place. During the exit conference, at 3:15 P.M.,
the Infection Prevention Nurse (IPN) indicated that the resident should have been screened every shift for

COVID-19 and she would have the orders for the resident corrected to adhere to facility policy for screening on every

shift. 2) During an observation on 9/29/2020 at 10:05 A.M., Certified Nursing Assistant (CNA) #1 and CNA#2 transferred a
fully dressed resident from the bed to the shower chair using alift. The resident's hair appeared damp and the shower

chair was noted to have drops of water on the bottom of the seat and on the frame indicating it had just been used for the
Resident's shower. The Resident was wheeled into the shower room by CNA#1 to obtain aweight. Upon return to the room, the
Resident was transferred into a chair and CNA#1 instructed CNA#2 to return both the lift and the shower chair to the shower room
across the hallway. The chair and lift were wheeled into the shower room and left. Review of the facility policy

entitled Standard Precautions, dated 2017, indicated the following under Resident Care Equipment: -Ensure that reusable
equipment is not used for the care of another resident until it has been appropriately cleaned and reprocessed. In an

interview on 9/29/20 at 10:15 A.M., immediately following the observation, CNA#1 indicated that the facility's policy is to use Sani
wipes or spray cleanser to clean equipment between uses. She did not wipe down the equipment prior to its return

to the shower room and she should have. In an interview on 9/29/2020 at 2:10 P.M., the Infection Prevention Nurse (IPN)
indicated that resident care equipment should be cleaned between uses.
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