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F 0830 Provide and implement an infection prevention and control program.

Level of harm - Minimal The facility reported a census of 49 residents. Based on observation, interview, and record review, the facility failed to
harm or potential for actual | follow the Center for Medicare and Medicaid Services (CMS) and Centers for Disease Control and Prevention (CDC) recommended
harm practices to prevent transmission of COVID-19. Record review revealed the facility failed to ensure all staff and visitors
were screened appropriately on 20 occasions from 06/01/20 through 06/30/20. Per observation, the facility failed to ensure
Residents Affected - Many | hand hygiene performed appropriately during ice pass and failed to ensure all staff donned/doffed the appropriate personal
protective equipment (PPE) appropriately when entering and exiting a room of aresident that was on quarantine. The failure to screen
appropriately, perform proper hand hygiene, and don/doff appropriate PPE, increased the risk of transmission of

the pandemic COVID-19 virus to the vulnerable residents of the facility. Findings included: - Record review of the

Staff/Medical Personnel/Vendor Health Screening form, dated 06/01 through 06/30/2020 lacked documentation of a temperature
recorded and/or symptoms and/or other screening questions answered on 20 occurrences. On 06/30/20 at 04:12 PM,
Administrative Nurse D confirmed she would expect a temperature to be recorded on the form and not just answered no next to
question that asked if afever was present. Furthermore, Administrative Nurse D confirmed that she would expect al

questions to be answered on the form. On 7/1/2020 at 09:41 AM, Administrative Nurse D confirmed the expectations for staff

and visitor screening included the completion of the form in its entirety to include the temperatures and the questionnaire form. She
confirmed the facility did not have a plan in place for auditing the completion of the screening. The Human

Resource staff member collected the forms and scanned them to maintain records but dd not audit. The facility had a

dedicated screener on duty from 05:00 AM through 06:00 PM and the expectation was that they would ensure the completion of
the documentation. The facility policy, Novel Coronavirus (2019-nCoV) (COVID-19), dated 05/05/20, indicated that upon

entry, the visitor will complete the facility's pre-screening questionnaire. Facilities will vigilantly monitor any

possible infected individuals, including residents, staff members, and essential visitors throughout the day. Furthermore,

all staff will betested for elevated temperature prior to his’her shift. Additionally, a brief tour was conducted of the facility at 09:00
AM. Several resident rooms had a sign on the door frame to indicate standard isolation and for staff to

wear mask and gloves when in the room, and that nursing and housekeeping staff only in the room. 06/30/20 at 09:02 am,
Administrative Nurse D revealed that staff put a new mask on when entering a quarantine room and dispose of it when

exiting. On 06/30/20 at 02:31 PM, Certified Nurse Aide (CNA) M, exited aresident room after adding ice to the water

pitcher and assisting with a blanket without performing hand hygiene. Then CNA M entered another room, brought pitcher out

to ice cart and added ice, returned the pitcher to the room, and exited the room with performing hand hygiene. CNA M then

entered another resident room, that was on quarantine and failed to change mask when going in the room and when exiting.

After performing hand hygiene she entered another resident room, added ice to the pitcher from the cart, adjusted the

resident's blinds, adjusted her mask, adjusted her pants, scratched behind her ear, shut the door to the room, and did not

perform hand hygiene before moving on to another room. On 06/30/20 at 02:47 PM, CNA M revealed she was not aware she needed
to put on adifferent mask when going into aresident room that was on quarantine, and hand hygiene should be performed

after contact with resident water pitcher and other surfaces. On 06/30/20 at 02:53 PM, Licensed Nurse (LN) G confirmed that when
ice is being passed out to the residents, the staff should sanitize or wash their hands between water pitchers.

Furthermore, she confirmed that when entering a room of aresident on quarantine that the facemask was to be changed, then
removed when exiting the room and another facemask applied. On 06/30/20 at 03:20 PM, Administrative Nurse D confirmed that
hand hygiene should be performed after each resident during ice pass, and when entering a resident room on quarantine a new mask
should be placed and when exiting the room. On 07/01/20 at 12:16 PM, Administrative staff A revealed besides our

regular infection control processes, we do not have a specific process to use in the quarantine rooms. The facility policy

Hand Hygiene, dated 05/19/20, that indications for hand washing or using alcohol-based hand rub included before and after

contact with inanimate objects. The facility policy COVID-19 Isolation Precautions, dated 05/19/20, directed that if a

resident is seen in medical situations outside of the facility that the following isolation precautions will be instituted

for 14 days. Thisincluded that staff will utilize appropriate PPE during al cares or while in the room. The facility

failed to screen appropriately, perform proper hand hygiene, and don/doff appropriate PPE, which increased the risk of
transmission of the pandemic COVID-19 virus to the vulnerable residents of the facility.
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