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Provide and implement an infection prevention and control program.

 Based on observation, record review, review of enhanced droplet/contact precautions policy, preparing for COVID-19 in
 nursing homes policy and What to do when COVID-19 gets into your long term care facility policy, staff interview and
 physician interview, the facility failed to implement their policies and procedures when 1 of 3 staff members (nursing
 assistant (NA) #1) who worked with residents who were on enhanced droplet/contact precautions, was observed not wearing PPE
including; gloves or gown and not performing hand hygiene when entering and exiting the residents room. These failures
 occurred during the COVID19 pandemic. Findings included: The document titled What to do when COVID-19 gets into your long
 term care facility dated 3-26-20 was reviewed and revealed in part; consider having health care providers wear all
 recommended PPE to include gown, gloves, eye protection and face mask for the care of all residents regardless of presence
 of symptoms. The document titled preparing for COVID-19 in nursing homes dated 3-28-20 revealed in part under the
 sub-heading create a plan for managing new admissions and readmissions whose COVID-19 status is unknown; Health care
 providers should wear face mask, eye protection, gloves and a gown when caring for these residents. Review of the
 facility's enhanced droplet/contact precautions policy and procedure dated August 2020 revealed in part; Hand hygiene shall be
performed before and after any direct contact with a patient or patient equipment, before contact with the next patient
 and before leaving the patient room. A face mask shall be worn when providing care to a patient, gloves should be worn
 before entering a patient room and removed before leaving the patient room, gowns are worn before entering the patient room and
removed before leaving the patient room. During an interview with the Administrator on 9-29-20 at 10:38am, the
 Administrator discussed the facility not having any positive cases of COVID19. He stated the facility did have a quarantine unit for
new admissions and residents returning from the hospital on hall 400. He further explained each resident on hall
 400 were on enhanced droplet/contact precautions. Observation of the quarantine hall occurred on 9-29-20 at 1:30pm. The
 observation revealed 13 residents were present and located in separate rooms. Each room was observed to have an enhanced
 droplet/contact precaution sign posted on the door frame. There were isolation carts located outside of each resident room
 that contained gowns, gloves and goggles/face shield. Hand sanitizing dispensers were also observed spaced out between the
 resident rooms. NA #1 was observed on 9-29-20 between 1:35pm and 1:45pm. NA #1 was noted to be feeding Resident #4 on the
 quarantine hall without donning a gown or gloves. The NA was observed leaving Resident #4's room without performing hand
 hygiene and returned the resident's lunch tray to the food cart, then, walked into Resident #5's room without performing
 hand hygiene, touched items on the resident food tray without gloves, walked out of the resident room without performing
 hand hygiene and brought the residents food tray to the food cart then proceeded into Resident #6's room without performing hand
hygiene, touched items on the residents food tray without gloves, walked out of the residents room without performing
 hand hygiene and brought the resident's lunch tray to the food cart. An interview with NA #1 occurred on 9-29-20 at 2:13pm. NA #1
stated she had received education on hand hygiene, enhanced droplet/contact precautions and the use of proper PPE.
 She confirmed she had not performed hand hygiene before or after contact with a resident. The NA said, I just forgot to
 sanitize my hands between each room, but I should have. She also confirmed she had not been wearing a gown or gloves while
 feeding a resident and she stated she did not know she needed to wear a gown and gloves when she was feeding a resident.
 The NA acknowledged the residents she was in contact with were on enhanced droplet/contact precautions. During an interview with
the Administrator on 9-29-20 at 2:26pm, the Administrator stated all staff had been educated on the use of PPE,
 enhanced droplet/contact precautions and infection control. He further discussed the facility would provide further
 education. The Infection Control Preventionist (ICP) was interviewed on 9-29-20 at 3:16pm. The ICP stated NA #1 was a new
 employee and had received training in orientation related to infection control, enhanced droplet/contact precautions, hand
 hygiene and COVID19. She discussed the quarantine unit being a 14-day isolation unit for new admissions or residents
 returning from the hospital. She further discussed the expectation on the quarantine unit was for staff to wear full PPE
 every time they enter a resident room. The ICP explained she provided education to the staff weekly regarding different
 topics of infection control measures, hand hygiene, enhanced droplet/contact precautions and COVID19. The facility
 physician was interviewed on 9-30-20 at 9:49am by telephone. The physician stated the facility had discussed the issue of
 the NA not using PPE and proper hand hygiene. He discussed he did not know what happened because staff was educated weekly
 but felt the situation was concerning. He further commented that there was a chance of cross contamination if one of the
 quarantine residents would become positive.
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