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Provide activitiesto meet all resident's needs.

**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on record review and interview, the facility failed to ensure activities were provided to meet the needs and

interests of the residents to promote social well-being for 3 (Residents#1, 2 and 3) of 5 sampled residents who resided on the 100
Hall. Thefailed practice had the potential to affect 25 residents who resided on the 100 Hall, as documented on a

Room Bed List, provided by the Director of Nursing on 7/22/2020 at 3:44 p.m. The findings are: 1. Resident #1 had
[DIAGNOSES REDACTED]. An Admission Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of 6/13/2020
documented

the resident scored 12 (8-12 indicates moderately impaired) on a Brief Interview for Mental Status (BIMS); it was very

important that he listen to music he liked, important to keep up with the news; and important to go outside when the

wesather was good. a. A Care Plan dated 6/11/2020 documented, . Problem . (Resident #1) is at risk for altered activity

patternsr/t (related to) [MEDICAL CONDITION] . Approaches . Provide 1:1 (one-on-one) visits d/t (due to) COVID-19
restrictions . Consider impact of medical problems on activity level . b. On 7/20/2020 at 2:17 p.m., Resident #1 was

sitting in awheelchair, awake, in the 100 Hallway by aresident room. He was asked, How long have you been at this

facility? He stated, I've been here awhile. He was asked, Since the concerns with COV1D-19, has anyone been doing

activities with you all? He stated, No. c. On 7/23/2020 at 1:55 p.m., the Activities Director was asked, Has group

activities been cancelled at this facility? She stated, We don't do group. She was asked, For the residents on the 100

Hall, are you doing any activities with them? She stated, Yes. So, | do one-on-onein their rooms. If they are independent, | give them
independent choices from what is on my cart every time | go down there. If they have their TV's (televisions)

turned on, | record that as an activity. She was asked, When do you do the one-on-one activities with them? She stated,

Well | doit 3to 4 times aweek, but | don't do it every day because sometimes | have to go out to the store and | buy

cigarettes and other things that they want me to get for them, so I'd say every other day. Sometimes | take them out to

smoke, or | give them ice cream or popcorn. She was asked, When are activities scheduled for the residents? She stated,

Well | don't do it every day because | have other things that | do. She was asked, For the days that you do not do

activities, who does it? She stated, The CNAs (Certified Nursing Assistants). She was asked, |s this documented? She

stated, | have aform. It's asheet that | fill out. She was asked, Do the other staff members document when the activities are done?
She stated, No ma'am. d. On 7/23/2020 at 1:55 p.m., the Activities Director was asked to provide documented

activities for the resident from 7/1/2020 through 7/17/2020. The forms provided had Resident #1's name on them, but there

were no dates listed on the documentation provided to indicate activities were provided. 2. Resident #2 had [DIAGNOSES
REDACTED]. An Annual MDS with an ARD of 5/4/2020 documented the resident scored 14 (13-15 indicates cognitively intact) on
aBIMS; it was very important for him to listen to music he liked, be around animals such as pets, do favorite activities,

and go outside and get fresh air when the weather was good. a. A Care Plan with arevised date of 5/7/2020 documented, .
Problem . (Resident 2) is at risk for altered activity patternsr/t (related to) Dementia . Approaches . Offer variety of

activity types and locations . (Resident 1) likes to smoke, watch TV (television), adult movies/ magazines, collecting

cans as ahobby, likesto play hisradio . b. On 7/20/2020 at 2:19 p.m., Resident #2 was sitting in awheelchair in the

hallway by the doorway of aresident room. He was asked, Does anyone do activities with you since the concerns with
COVID-19? He stated, We used to do exercises. He was asked, Where did you used to do them? He stated, We used to go through the
doors and there's aroom that we used to go to. He was asked, Does anyone offer you books, such as magazines or

puzzles? He stated, Sometimes. ¢. On 7/23/2020 at 1:55 p.m., the Activities Director was asked to provide documentation for
activities for this resident from 7/1/2020 through 7/17/2020. The forms provided had Resident #2's name on them, but there

were no dates listed to indicate activities on the documentation provided. 3. Resident #3 had a[DIAGNOSES REDACTED]. An
Admission MDS with an ARD of 6/8/2020 documented the resident scored 13 (13-15 indicates cognitively intact) on aBIMS; it
was very important for him to listen to music he liked, do favorite activities, and go outside and get fresh air when the

weather was good. a. A Care Plan with arevised date of 6/11/2020 documented, .Problem . (Resident 3) is at risk for

altered activity patterns r/t (related to) bilat. (bilateral) [MEDICAL CONDITION], DM (Diabetes Mellitus) . Approaches
.Provide activities that are not mentally strenuous for (Resident 3) . Offer (Resident 3) avariety of activity types and

locations . Provide 1:1 (one-on-one) visits prn (as needed) d/t (due to) COVID-19 . b. On 7/20/2020 at 2:20 p.m., Resident

#3 was sitting in his wheelchair, awake, in the doorway of his room. He was asked, How long have you been aresident here?

He stated, I've been here about 8 weeks. He was asked, Has any of the staff members offered any activities since the

concerns with COVID-19? He stated, Every now and then we would do dominos. He was asked, Where did you all do thisat? He
stated, There's aroom through the double doors that we used to go to. He was asked, Since you are not allowed through the

doors, has there been any activities back here? He stated, No. ¢. On 7/23/2020 at 1:55 p.m., the Activities Director was

asked to provide documentation for activities for this resident from 7/1/2020 through 7/17/2020. The forms provided had
Resident #3's name on them, but there were no dates listed to indicate activities on the documentation provided.

Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, record review, and interview, the facility failed to ensure staff members wore a face mask and that

it covered the nose and mouth, to decrease the potential spread of respiratory particles and infection in 1 of 1 facility

that had positive cases of COVID-19, and failed to ensure the Infection Control Log contained the necessary components,

such as tracking and trending of residents who were prescribed Antibiotic Therapy from July 1, 2020 to July 17, 2020. These failed
practices had the potential to affect 25 residents who resided on the 100 Hall, as documented on a Room Bed List

provided by the Director of Nursing (DON) on 7/22/2020 at 3:44 p.m., and 16 residents who had Physician orders [REDACTED].
On 7/20/20 at 11:23 am., this surveyor was standing in front of the Nurse's Station and noticed afemale employee
(Housekeeping Supervisor) who was wearing scrubs walk by the desk. The Housekeeping Supervisor was not wearing a face mask.
The employee greeted this surveyor with a‘good morning' and walked to a hall and went through a set of double doors. This
surveyor walked up to the double doors and looked through a clear glass pane on the right door. The Dining Room was on the
other side of the double doors. The employee was leaning on ametal counter to the right of the front of the Dining area,

and her face was toward the opening into the kitchen. She did not have a mask on. The employee returned through the double
doors with awhite food carton in her hand and approached the Nurse's Station. She was asked, Excuse me, may | ask what

your name is? She stated, (Housekeeping Supervisor). She was asked, (Housekeeping Supervisor), what do you do here? She
stated, I'm the Laundry and Housekeeping Supervisor. She was asked, Do you have any other housekeepers working today? She
stated, Yes. | have one on the 500 Hall and one on the other hall (100 Hall). She was asked, Are you taking a lunch break?

She stated, Y es ma'am. She proceeded down the hall past the Minimum Data Set (MDS) Coordinator's office and entered aroom
at the end of the hallway. The Housekeeping Supervisor did not have amask on. 2. On 7/20/2020 at 11:30 am., Certified

Nursing Assistant (CNA) #5 was walking out of aresident's room on the 100 Hall. As the Surveyor approached her, CNA #5 was
wearing an N95 mask, but it only covered her mouth and not her nose the entire time the Surveyor was talking with her. Four
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male residents were sitting in wheelchairs at the end of the hallway in front of the doorway to resident rooms. 3. On

7/20/2020 at 12:46 p.m., CNA #5 was pushing a cart with white, Styrofoam food containers to the 100 Hall. CNA #5 was
wearing an N95 mask, but it only covered her mouth and not her nose. This surveyor entered the 100 Hall and CNA #5 was
assisting another CNA pass the food containers to the residents; and her mask only covered her mouth, and not her nose. 4.

A facility policy titled Coronavirus Disease (COVID-19) -Infection Prevention and Control Measures provided by the Director of
Nursing (DON) on 7/20/2020 at 11:55 am. documented, .Policy Statement . This facility follows recommended standard and
transmission-based precautions, environmental cleaning and social distancing practices to prevent the transmission of
COVID-19 within the facility . 3. To address asymptomatic and pre-symptomatic transmission, universal source control is
being implemented . a. Anyone entering the facility is required to have a cloth face covering regardless of symptoms. (2)

. Staff should wear afacemask at all timeswhen in the facility . (page 84) Personal Protective Equipment . Contingency

and Crisis Use of Facemasks (COVID-19 Outbreak) . (page 86) General Procedure for Donning or Doffing Masks . 1. To put on
mask . b. Be sure that the face mask covers the nose and mouth while wearing .

5. 0On 7/23/2020 at 3:44 p.m., the facility Infection Control Log for the month of June 2020 was provided by the DON
(Director of Nursing). A list provided by the DON documented there were several residents who had been prescribed
Antibiotics in the month of July 2020. The facility Infection Control Log did not contain the necessary components, such as tracking
and trending of residents who were prescribed Antibiotic Therapy from July 1, 2020 to July 17, 2020. The DON was
asked who the Infection Preventionist was. She stated, The ADON (Assistant Director of Nursing), but he is off. She was
asked if he had started the July 2020 Infection Control Log? She stated, | will call him and see. The DON stated, He said
that he had started one for July (2020). The July 2020 Infection Log contained no documentation for the 16 non-sampled
residents who had been placed on Antibiotic Therapy for the month of July 2020. 6. The facility policy titled Surveillance
for Infections provided by the Director of Nursing on 7/23/2020 at 3:45 p.m. documented, .The Preventionist will conduct
ongoing surveillance for Healthcare Associated Infections (HAISs) and epidemiological significant infections that have
substantial impact on potential outcome and that require transmission-based precautions and other preventative
interventions . The purpose of the surveillance of infectionsis to identify both individual cases and trends of
epidemiological significant organisms and Healthcare Associated Infections, to guide appropriate interventions, and to
prevent future infections .
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