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Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview and record review the facility failed to provide a safe, and sanitary environment to help

prevent the spread of infections during the Coronavirus (COVID-19 - an iliness caused by [MEDICAL CONDITION] that can

spread from person to person) crisis by failing to: 1. Ensure one facility staff who entered the Y ellow/PUI unit (residents under
investigation for Covid-19 that do not have a confirmed Covid-19 diagnosis) would go through screening and would wear the proper
personal protective equipment (PPE- is equipment worn to minimize exposure to a variety of hazards.) 2. Doff

(remove) staff's gloves prior to exiting the room inside the red zone (this area was for residents with laboratory

confirmed COVID-19 diagnosis ) in Station 2. 3. Separate residents who were negative for COVD-19 from residents confirmed

positive for COVID-19. These deficient practices have the potential to spread infection, which could result in residents

and staff illness from Covid-19. Findings: 1. On 7/16//20, an unannounced visit was made to the facility regarding an

increase in Covid-19 cases. On 7/16/20 at 2:06 pm, during a concurrent observation and interview, Licensed Vocational Nurse 1
(LVN 1) entered the yellow zonein station 3. LVN 1 entered through a door that was not a designated entrance to station

3, LVN 1 was wearing aface mask but was not wearing a gown and eye protection. During an interview, LVN 1 stated she

entered this door because she was in a hurry to use the bathroom and was coming to signin. LVN 1 stated this door was

locked but she knocked and another staff member opened the door for her. LVN 1 stated she was aware she was not supposed to enter
through this door and the designated entrance to Station 3 had the donning station/doffing station. LVN 1 stated she

did not go through the front lobby which was the designated screening area. On 7/16/20 at 2:08 p.m., during a concurrent

interview with Registered Nurse 1 (RN 1) said that LVN 1 failed to use the designated entrance to the yellow unit, failed

to don the appropriate PPE prior to entering the unit, failed to follow the facilities protocol to enter through the

screening prior to enter the facility. RN 1 said this failure to follow infection control guidelines could result in the

spread of infection to the residents and the staff. A review of the facility's Mitigation Plan updated 6/26/2020 titled

Infection Prevention and Control, indicated the facility has a designated staff who screens and documents every individual
entering the facility (including staff) for COVID-19 symptoms. Proper screening includes temperature checks, at least at

the start of the work shift and at the end of the shift. A review of the facility's Mitigation Plan updated 6/26/20 titled

Designated Space, indicated there is an areain the Yellow Zone for staff to don and doff PPE. 2. On 7/16/20 at 2:42 pm,

during an observation of the facility's Covid-19 designated unit in Station 2, the COVID area did not have a sealed

physical barrier that divided the unit from the hallway leading to the yellow zone. One activities staff member (AS 1) came out of a
room in the COVID area, AS 1 was wearing a face mask, eye protection, a disposable gown over areusable gown and

gloves while still in the room. AS 1 removed the disposable gown inside the room but kept her gloves, walked out of the

room without using hand sanitizer and still with gloves on, AS 1 talked to another staff member and scratched her head,

wearing the same gloves. During a concurrent interview, AS 1 stated that she touched her head with soiled gloves. AS 1

stated she should have removed her gloves prior to exiting the room. AS 1 stated she should have used the alcohol based

hand sanitizer because | can contaminate herself and could get infected with the Covid-19 virus. A review of the facility's Mitigation
Plan updated 6/26/20 titled Cohorting Residents During Covid-19 indicated all healthcare personnel have been

trained on infection prevention measures, including the use of and steps to properly put on and remove recommended personal
protective equipment (PPE). 3. On 7/16/20 at 6:18 pm, during an observation in the patio for station 4 and 5. Station 4 was the
facility's other Y ellow zone and station 5 was the facility's other Red zone (unit designated for residents confirmed

with Covid-19). Residents from Y ellow zone were mixed with residents from the Red Zone. There were nine residentsin the
patio. During this same observation, there were no staff members monitoring the residentsin the patio from the red zone,

there was one facility staff that could be seen behind the glass doorsin the yellow zone. During a concurrent interview,

Certified Nursing Assistant 1 (CNA 1) said that there were about 9 residents at the patio and at least one resident,

Resident 2 was confirmed positive with COVID-19. Resident 1 (who was residing in the yellow zone) was observed in the patio at
the same time as Resident 2. There was no separation of residents confirmed and not confirmed with Covid-19 at the

patio. A review of the facility's Mitigation Plan updated 6/26/2020 titled Cohorting Residents During Covid-19, indicated

that residents with active COVID-19 infection confirmed by testing, or those residents who are recovering from COVID-19
infection, have been separated from residents who are not infected or have unknown infection status.
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