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

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 during the COVID 19 crisis. The dedicated COVID-19 unit barrier was observed unzipped and open, staff was observed

harm coming from the dedicated COVID-19 unit onto the regular unit to wash up and change clothes at the end of the shift, and

resident's charts were located on the COVID-19 unit for residents on the regular unit. This had the potential to affect 44
Residents Affected - Some | residentsin the facility. Findingsinclude: On 4/16/2020 at 4:10 am. RN 1 was observed in the hall on the regular skilled unit. RN 1
indicated she was working on the dedicated COVID unit, but she was the only nurse on staff for the night. She

indicated staff on the dedicated COVID unit entered and exited through the COV1D-19 unit doors and should not be coming
onto the regular skilled part of the facility. She indicated she had to come to the regular skilled unit earlier to obtain

ablood specimen from Resident C for the laboratory to take to the laboratory. When laboratory specimens were obtained,

they were placed into ared laboratory plastic bag and either the laboratory personnel would take the specimen or the

specimen would be placed into arefrigerator or the laboratory bin. The resident's |aboratory specimen should never be

taken from the regular skilled unit onto the dedicated COVID-19 unit or vice versa. The laboratory staff would double bag

the specimens when they obtained the specimens, but it was not the policy of the facility to double bag the specimens. On
4/16/2020 at 6:31 am., thefirst plastic barrier from the regular skilled unit to the dedicated COVID-19 unit was observed to be
unzipped and partially opened. QMA 1 was observed to walk up the hall, enter the barrier clean areaand zip the

barrier shut after entering the barrier area. On 4/16/2020 at 6:45 a.m., RN 1 was observed to exit the dedicated COVID-19

unit into the regular skilled unit. RN 1 indicated she was going home. She was unable to go out through the dedicated
COVID-19 exit door as the room to clean up and change her clothes did not have alock on the door. She indicated the other
staff members who had worked with her on the dedicated COVID-19 unit had exited through the designated COV1D-19 unit door
after cleaning themselves, obtaining their temperatures, and doing their assessments. She indicated she worked in

management and was going to clean up and change her clothes in the bathroom close to the front lobby, prior to obtaining

her temperature, doing her own assessment, and exiting the front lobby door. On 4/16/2020 at 7:49 am., LPN 1 indicated RN

1 had cross-contaminated when she came from the COV1D-19 unit to the regular unit to change her clothes and clean up prior
to leaving the building. The facility normally has 2 nurses on the night shift, one for the dedicated COVD-19 unit and one for the
regular skilled unit. One of the usual night nurses had been off work for awhile and the facility had been using

agency staff. LPN 1 indicated the hard charts contained the laboratory results in them but the regular skilled 200 hall

resident's charts were located on the COVID-19 unit at thistime. If the facility obtained alaboratory result, the unit

manager on the dedicated COVID-19 unit would notify the physician of those results. Laboratory specimens should never be
taken from one unit to another. The hospital laboratory personnel would bring their own bags for double bagging the
specimens but the facility did not double bag the specimens. The specimens were either refrigerated or placed into abin

for the laboratory staff to pick up. The facility tried to schedule all the routine laboratory tests for Mondays but the

laboratory staff would obtain the specimens whenever they were needed. On 4/16/2020 at 11:05 am., the Administrator
indicated the facility had an entrance and exit for the dedicated COVID unit in which the employees were to use for

entering and exiting. The facility was not aware the lock on the changing room was broken. They realized they had only 1
nurse on the night shift and there should be 2. They had recently hired a new night shift nurse and had been using agency
staffing to assist with their staffing needs. The facility recognized the hard charts for the non-dedicated facility

residents on the 200 hall were |eft on the dedicated COVD-19 unit. The current facility policy, Novel Coronavirus
(COVID-19), effective date 3/10/2020, last revised 3/19/2020, obtained from the Staff Development Coordinator, on 4/16/2020 at
10:10 am., included, but was not limited to, The purpose of this guideline is to provide clarification for steps the

facility will take regarding the novel Coronavirus (COVID-19) and ensure the health and safety of the facility's resident

to meet the standards required to help each resident attain or maintain their highest level of well-being. Considering the

recent spread of COVID-19, our Organization will attempt to minimize exposures to respiratory pathogens and promptly
identify residents/patients with clinical features and risk for COVID-19. Where possible, staff who were assigned to

affected units will not work unaffected units. This Federal tag relates to Complaint IN 656. 3.1-18(b)(1)
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