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Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, staff interview, record review, review of signage posted outside of the quarantine unit, and review
 of the facility protocol documents, the facility failed to ensure staff performed hand hygiene after contact with a
 resident or objects in the residents room for 4 of 4 residents (Resident #1, #2, #3 and #4), failed to ensure staff donned
 and doffed Personal Protective Equipment (PPE) per Centers for Diseases and Prevention (CDC) guidelines when entering and
 exiting resident rooms on a quarantine unit for 4 of 4 residents (Resident #1, #2 #3,and #4), failed to ensure proper use
 of face coverings were worn while in the facility, failed to display isolation signage per CDC guidelines to indicate
 Enhanced Droplet Contact Precautions on the designated quarantine unit for 4 of 4 residents (Resident #1, #2, #3, and #4),
 the facility failed to develop and implement policies on all staff wearing face coverings, the facility failed to implement policies for
screening visitors upon entry to the facility (1 of 1 visitors), failed to develop and implement a policy on
 sanitation of multi-use equipment used in rooms on the quarantine unit (blood pressure cuff, pulse oximeter, thermometer,
 clipboard, and pen), failed to implement policies on wearing PPE and performing hand hygiene when entering and exiting
 resident care rooms for residents on the quarantine unit and failed to develop and implement policies on transmission-base
 precautions that included Enhanced Droplet Contact Precautions. These failures in infection control practices per the CDC
 recommended guidelines occurred during a COVID-19 pandemic and had the potential to affect all residents and staff in the
 facility through the transmission of COVID-19. Findings included: 1. According to the facility protocol document titled
 Handwashing/Hand Hygiene revised 06/2020, all staff should follow the handwashing/hand hygiene procedures to help prevent
 the spread of infections to other personnel, residents, and visitors. Hand hygiene was to be performed before and after
 direct contact with residents, after contact with objects (e.g., medical equipment) in the immediate vicinity of the
 resident, and before and after staff entered isolation precaution settings. It further indicated the use of gloves did not
 replace handwashing/ hand hygiene. Integration of glove use, along with routine hand hygiene, was recognized as the best
 practices for preventing healthcare-associated infections. According to the facility protocol document titled Personal
 Protective Equipment- Gloves revised 2009, gloves should be used only once and discarded into the appropriate receptacle
 located in the room in which the procedure is being performed. According to the facility protocol titled Isolation-Notices
 of Transmission-Based Precautions revised 2010, appropriate isolation notices were to be used to alert staff of the
 implementation of Transmission-based precautions, while it protected the privacy of the resident. It further indicated when
transmission-based precautions were implemented, an appropriate sign would be placed on the doorway of the resident's room.
According to the facility protocol titled Precautions- Categories of Transmission- Based Precautions revised 2-2020,
 standard precautions would be used when caring for residents at all times regardless of their suspected or confirmed
 infection status. Transmission-based precautions would be used when caring for resident who were documented or suspected to have
communicable diseases or infections that can be transmitted to others. The protocol addressed transmission-based
 precautions such as airborne, contact, and droplet precautions but did not address the Enhanced Droplet Contact Precaution
 transmission-based precaution designated for COVID-19 care units per CDC guidelines. A continuous observation on 08/03/20
 that began at 11:50 AM and ended at 12:00 PM revealed Nurse Aide (NA) #1 entered and exited rooms on the quarantine unit to
obtain resident vital signs. Residents #1, #2, #3, and #4 each resided on the facilities quarantine unit, but no visible
 signage that indicated Enhanced Droplet Contact Precautions was observed on the doors of Resident #1-4's rooms. NA #1
 entered the room of Resident #1. NA #1 wore a gown, gloves, mask, and a face shield as he entered Resident #1's room and
 carried a wrist blood pressure cuff, thermometer, pulse oximeter, a clipboard, and pen. NA #1 placed the clipboard and pen
 on Resident #1's bedside table and obtained vital signs for Resident #1, recorded them on the clipboard, then exited the
 room. NA #1 then entered and approached Resident #2's bed, placed the clipboard on the residents' bed, and obtained his
 vital signs. NA #1 then recorded the vital signs on the clipboard and exited Resident #2's room. NA #1 entered Resident #3
 and #4's room, placed the clipboard on Resident #3's bedside table, obtained her vital signs, recorded them on the
 clipboard, and walked directly over to Resident #4 to obtain her vital signs. NA #1 was not observed to perform hand
 hygiene, change gloves, or clean and disinfect any of the multi-use equipment used between Resident #1, Resident #2,
 Resident #3, or Resident #4 who resided on the quarantine unit in the facility. An interview with NA #1 on 08/03/20 at
 12:07 PM revealed he had entered the quarantine unit to perform every 4-hour vital sign checks. NA #1 said he was assigned
 to float in the facility and he donned a KN95 face mask, face shield, gown, and gloves when he entered the unit, but
 acknowledged he failed to change gloves between Resident's #1-4 and failed to sanitize the multi-use equipment between
 residents when he used it to obtain vital signs and the clipboard and pen which made contact with potentially contaminated
 objects in the resident rooms who were located on the quarantine unit. An interview with Nurse #2 on 08/03/20 at 1:00 PM
 revealed she was the unit manager for day shift. Nurse #2 indicated vital signs were taken by staff every 4 hours on the
 quarantine unit. Nurse #2 stated full PPE to include a gown, KN95 mask, a face shield and gloves were to be worn when in
 resident rooms on the quarantine unit. Nurse #2 elaborated that NA #1 should have doffed his gloves between residents,
 performed hand hygiene, and donned clean gloves before NA #1 entered each resident room and between residents who resided
 in semi-private rooms on the quarantine unit. Nurse #2 explained the multi-use equipment to include the blood pressure
 cuff, thermometer, pulse oximeter, clipboard, and ink pen should be sanitized after contact with the resident or
 potentially contaminated objects in the resident's room before NA #1 approached another resident room. Nurse #2 stated she
 was unaware the recommended isolation signage for a COVID-19 quarantine unit was Enhanced Droplet Contact Precautions and
 indicated she did not know why there was no signage on individual resident doors in the quarantine unit that indicated any
 form of isolation precautions. An interview with the Director of Nursing (DON) on 08/03/20 at 2:42 PM revealed a staff
 member was assigned each shift to obtain vital signs on all residents whom resided on the quarantine unit. The DON
 explained all staff who enter the quarantine unit must wear full PPE to include a gown, face shield, a KN95 face mask, and
 gloves. The DON indicated gloves were to be worn when in a resident room and were to be changed between residents and hand
 hygiene was to be performed every time gloves were removed. The DON expressed all multi-use equipment should be sanitized
 between each use and NA #1's clipboard and pen must be sanitized if it is placed in contact with an object in a resident's
 room who was on the quarantine unit. An interview with the Administrator on 08/03/20 at 3:27 PM revealed NA #1 should have
 changed his gloves between contact with each resident, performed hand hygiene, and applied clean gloves between each
 resident contact while he obtained vital signs. The Administrator explained multi-use equipment is required to be sanitized between
each resident contact. The Administrator acknowledged NA #1's clipboard and pen should not have contacted a surface in a resident's
room without sanitation performed in order to prevent cross contamination in the quarantine unit. 2.
 According to the facility's protocol document titled Personal Protective Equipment- Using Face Masks revised 2010, face
 masks are to be used to protect the wearer from inhaling droplets and to prevent transmission of some infections that are
 spread by direct contact with mucous membranes. It further indicated the wearer must ensure the face mask covers the nose
 and mouth while performing treatments or services for the patient and do not remove the face mask while performing
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 treatment or services for the patient. The facility did not have a policy addressing the use of face covering for all staff during the
COVID-19 pandemic to include use by non-clinical staff. a. An observation on 08/03/20 at 10:45 AM revealed the
 Activity Director opened the front entrance of the facility for a visitor and had her mask placed only over her mouth. The
 mask was not observed to cover her nose according to the CDC guidelines for face mask usage. An interview with the Activity
Director on 08/03/20 at 10:45 AM revealed she acknowledged her face mask should always cover both her mouth and nose when
 in the facility. The activity director stated she approached the front door where families are allowed to bring personal
 belongings and leave them for the residents to allow the surveyor to enter. The activity director stated she had been
 educated she was to wear her mask over her nose and mouth at all times when in the facility. b. An observation on 08/03/20
 at 10:47 AM revealed the Receptionist who greeted a visitor (surveyor) upon entrance to the facility wore his face mask
 placed only over his mouth. The mask was not observed to cover his nose according to the CDC guidelines for face mask
 usage. An interview on 08/03/20 at 10:47 AM revealed Receptionist who greeted the visitor (surveyor) acknowledged he had
 received education and should have worn his face mask that fully covered his mouth and nose when in the building. c. An
 observation on 08/03/20 at 10:55 AM revealed Nurse #1 stood in the hallway at the nurses' station with her mask placed
 around her chin while she spoke to another nurse on the unit. The mask was not observed to cover her mouth or nose
 according to the CDC guidelines for face mask usage. An interview on 08/03/20 at 11:20 AM revealed Nurse #1 acknowledged
 she had worn her face mask around her chin. She stated she was educated that her mask was always to be worn over her mouth
 and nose, but she had removed it to speak to another employee about a lab to be drawn that morning. d. An observation on
 08/03/20 at 11:17 AM revealed NA #2 stood in the hallway next to Resident #5 who was seated at the central nurses' station
 for observation from a recent fall. NA #2 wore her face mask placed around her chin while she spoke to Resident #5, but did not
return the mask to the proper position after speaking to Resident #5. The mask was not observed to cover her mouth or
 nose according to the CDC guidelines for face mask usage. Due to the residents' medical condition, a mask was not on
 Resident #5 who was seated in the hallway. An interview on 08/03/20 at 11:17 AM revealed NA #2 acknowledged she should have
worn her mask over her mouth and nose and stated she pulled it down around her chin to speak loud enough for Resident #5 to hear
her clearly, but forgot to return the mask to cover her mouth and nose. e. An observation on 08/03/20 at 11:25 AM
 revealed Physical Therapy Assistant (PTA #1) was in Resident #6's room as she conducted a lower body exercise treatment
 with Resident #6. PTA #1 pulled down her mask to tell Resident #6 to continue to pedal the foot bike as she had instructed
 but was not observed to return her mask to the correct position until after she completed the treatment and exited Resident #6's room.
The mask was not observed to cover her mouth and nose according to the CDC guidelines for face mask usage. PTA
 #1 was not observed to attempt to increase the volume of her voice before she pulled the mask down and began to speak to
 Resident #6 who had not worn a mask. An interview on 08/03/20 at 11:27 AM revealed PTA #1 stated she was educated she was
 always to wear her mask, but she removed it to speak to Resident #6. She indicated she must remove the mask to speak to
 many residents due to the difficulty in a resident's comprehension of words through the mask. PTA #1 stated she had not
 attempted to increase her volume before she removed her mask. An interview with Nurse #2 on 08/03/20 at 1:00 PM revealed
 she was the unit manager for day shift. Nurse #2 indicated face masks were always to be worn to cover the mouth and nose
 when on duty. The face mask was not to be handled without hand hygiene performed and the standard surgical mask must be
 exchanged with a KN95 face mask if the individual entered the COVID-19 quarantine unit. An interview with the DON on
 08/03/20 at 2:42 PM revealed all employees were to wear a surgical face mask when on duty except when an employed entered
 the COVID-19 unit and then the surgical face mask must be exchanged for a KN95 mask while on the unit. The DON indicated a
 face mask must always be worn to cover the mouth and nose and were not to be pulled down to speak to other individuals. She stated
hand hygiene was to be performed anytime the facemask was touched with the bare hand. An interview with the
 Administrator on 08/03/20 at 3:27 PM revealed all staff were always to mask when on duty. Each staff member had received
 education on proper application and removal of all PPE to include a face mask. The Administrator stated staff should not
 remove the mask to talk to other staff nor residents to decrease the risk of potential transmission of infection. 3.
 According to the facility protocol document titled, Visitation, COVID-19 revised 07/20/20 indicated under the section
 titled exception to visitor limitations that the nursing home must confirm the health care personnel's temperature upon
 arrival. The worker's temperature must be below 100.0 degrees F for him or her to enter the facility and provide care. It
 further indicated screening and temperature checks also apply to other health care personnel, such as hospice workers,
 [MEDICAL TREATMENT] technicians, nurse aides and nursing students, Emergency Medical Services (EMS) personnel in
 non-emergency situations that provide care to residents. All health care personnel are permitted to come into the facility
 if they meet the CDC guidelines for health care personnel. According to the CDC, the screening process should consist of
 questions such as does the visitor have any symptoms such as fever, sore throat, cough, shortness of breath, nausea,
 vomiting, or diarrhea. In the past 14 days, has the visitor been in close physical contact with a person with a known lab
 confirmed case of COVID-19 or anyone with symptoms consistent with COVID-19, was the visitor self-isolated or quarantined,
 or did the visitor have a pending COVID-19 test result. A continuous observation on 08/03/20 began at 10:45 AM and ended at 4:00
PM revealed a visitor (surveyor) was not screened upon arrival nor after multiple staff learned the visitor had
 entered the facility without being screened despite contact with residents on every unit in the facility. Attempts x 3 were made to
contact the receptionist without success. An interview with Nurse #2 on 08/03/20 at 1:00 PM revealed she was the
 day shift unit manager. She stated all employees and visitor were to be asked symptom and exposure questions and the
 individuals' temperature must be taken before allowed to enter the facility. Nurse #2 indicated an individuals' temperature must be
less than 100 degrees and they must exhibit no symptoms to enter. If entry was allowed, a mask was always to be
 worn when in the facility. Nurse #2 made no attempt to screen the visitor (surveyor) once she obtained knowledge the
 visitor (surveyor) was not screened upon entry to the facility. An interview with the Director of Nursing (DON) on 08/03/20 at 2:42
PM revealed she was also the Infection Control Coordinator for the facility. The DON mentioned the facility
 screening for visitors was conducted at the receptionist desk on the lower level entrance to the facility and employees
 enter through a door on the upper level and were screened by an COVID screener from the clinical department. The DON
 indicated everyone who entered the facility was to be screened each time they came into the facility. The DON explained a
 visitor or employee's temperature must be no greater than 100 degrees Fahrenheit and they must not exhibit symptoms of
 COVID-19 or entry can be denied. The DON had been notified that the visitor (surveyor) was not screened on arrival, but she did not
attempt to screen the visitor once she had gained knowledge of the situation. An interview with the Administrator
 on 08/03/20 at 3:27 PM revealed all visitors and employees were to be screened at the time of arrival to the facility and
 should not be permitted to enter if the individual has any COVID-19 symptoms or a fever greater than 100 degrees
 Fahrenheit. The Administrator indicated the receptionist was expected to perform the screening for the visitor (surveyor)
 upon arrival and he was unsure why the screening was not conducted for the visitor.
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