
DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED:11/9/2020
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF
DEFICIENCIES
AND PLAN OF
CORRECTION

(X1) PROVIDER / SUPPLIER
/ CLIA
IDENNTIFICATION
NUMBER

245266

(X2) MULTIPLE CONSTRUCTION
A. BUILDING ______
B. WING _____

(X3) DATE SURVEY
COMPLETED

06/23/2020

NAME OF PROVIDER OF SUPPLIER

BENEDICTINE HEALTH CENTER OF MINNEAPOLIS

STREET ADDRESS, CITY, STATE, ZIP

618 EAST 17TH STREET
MINNEAPOLIS, MN 55404

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)

F 0880

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Many

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview and document review, the facility failed to implement recommended COVID-19 infection
 control procedures for the use of personal protective equipment(PPE) including eye protection for 12 of 12 residents (R4,
 R5, R6, R7, R8, R9, R10, R11, R12, R16, R17 and R18) who required eye protection worn by staff with direct contact with
 residents. In addition, the facility failed to ensure equipment was sanitized between 3 of 3 residents (R13, R14 and R15)
 observed during vital monitoring by nursing staff. Further, the facility failed to implement hand hygiene for 2 of 2
 residents (R16 and R17) observed while providing cares. This deficient practice had the potential to affect all 73
 residents currently residing in the facility. Findings include: On 6/23/20, at 8:10 a.m. during entrance conference,
 Administrator confirmed the facility currently had 3 residents and 2 staff positive for COVID-19. PPE First floor: During
 observations of serving breakfast trays on the first floor on 6/23/20 at 8:10 a.m. license practical nurse (LPN)-A was
 observed wearing a surgical mask which covered her nose and mouth area and had black eye glasses on. LPN-A obtained a room
 tray out of the silver serving cart, walked down the hallway, entered R5's room, set the breakfast tray on R5's bedside
 table while R5 sat on the edge of her bed. LPN-A told R5 her breakfast was here, talked briefly and left the room. LPN-A
 went back to the silver serving cart obtained another breakfast tray, walked down the hallway, entered R6's room, R6 was
 seated on the edge of the bed, LPN-A set the breakfast tray on the bed next to R6, talked briefly with R6 and left the
 room. - at 8:17 a.m. LPN-A obtained a breakfast tray from the silver serving cart, walked down the hallway, entered R7's
 room, R7 was laying in bed covered up, LPN-A talked with R7 briefly, set the breakfast tray on R7's chair setting next to
 her bed, and left the room. - at 8:20 a.m. health information coordinator (HIC) walked up to the silver serving cart and
 was observed wearing a surgical mask which covered her nose and mouth area and had black eye glasses on. HIC obtained a
 breakfast tray from the silver cart, walked down the hallway, entered R8's room, set the breakfast tray on the bed side
 table next to resident while he sat on the edge of his bed, left the room. LPN-A and HIC continued to serve breakfast trays to the
residents on the first floor and was not observed to be wearing proper eye protection while assisting resident with
 their breakfast trays. Third floor: During observations of serving breakfast trays on 6/23/20 at 8:29 a.m. the social
 worker (SW) was observed wearing a surgical mask and had no eye protection on. The SW obtained a breakfast out of the
 silver serving cart, set the tray down on the table next to R18, poured him some beverages and visited with him. She
 proceeded to walk across the dining room area, stood right next to R10, bent down and spoke to R10 briefly then walked
 away. SW walked down the hallway, entered R9's room while he laid in the bed, and stood next to registered nurse (RN)-B who stood
approximately 4 feet away from R9. RN-B wore a surgical mask, prescription glasses on and held her face shield in her right hand.
The SW talked briefly to R9 and RN-B and SW exited R9's room. RN-B walked down the length of the hallway back
 to her medication cart with her face shield in her hand, while the SW obtained a breakfast tray out of the silver serving
 cart, walked down the hallway, entered R11's room, sat her breakfast tray on her bedside table while R11 sat on her bed. SW stood
directly in front of R11 while she visited with her a little bit, and proceeded to exit the room. SW walked down the
 entire hallway back to the dining room area, walked up to R10, approximately one to two feet away, and visited with R10. SW and
the RN-B was not observed to be wearing eye protection while assisting residents with their breakfast meals. On
 6/23/20, at 9:13 a.m. maintenance technician (MT)-A was observed in R4's room on the fourth floor,while mopping. MT-A was
 wearing a white mask, with no eye protection. R4 was in a wheelchair near a table in the room while MT-A completed the
 mopping. R4 then moved his wheelchair to a different area of the room, while MT-A mopped where R4 had been sitting. At 9:16 a.m.
MT-A stopped mopping, swept the carpet in the doorway of R4's room, proceeded to walk back into the room, fold up R4's walker,
place it out of the way, then closed R4's door. MT-A was observed multiple times while in R4's room less than 6
 feet away from R4. On 6/23/20, at 9:17 a.m. MT-A indicated the usual housekeeper was off, so he was doing all the cleaning
 on the floor that day. MT-A confirmed he was not wearing eye protection, and had not worn eye protection while cleaning
 R4's room. MT-A indicated he had eye protection available but did not wear eye protection unless he was in a room with a
 resident who had COVID-19, then he would wear all personal protective equipment (PPE). MT-A indicated that specific wing
 did not have any COVID-19 positive residents, so he did not wear any eye protection. MT-A indicated he had never been told
 he should wear eye protection in residents' rooms, and confirmed he did not wear eye protection for regular cleaning. - at
 9:50 a.m. R12 was lying in bed, covered with the head of his bed up, MT entered R12's room wearing a surgical mask and had
 no eye protection on. MT began to mop R12's entire floor while R12 continued to watch him from his bed. MT finished mopping
R12's floor, came out of his room, replaced the mop head with a clean one, entered R12's room again and began to mop the
 floor. MT mopped under R12's bed and around him while coming in close contact with R12 and was observed not to be wearing
 any eye protection while cleaning R12's room. MT-A was observed multiple times while in R12's room less than 6 feet away
 from R12. On 6/23/20 at 1:48 p.m. HIC indicated she assisted staff to pass meal trays on the first floor for breakfast and
 lunch and confirmed she does not wear any eye protection while passing the meal trays to the resident rooms. HIC indicated
 she only wore her surgical mask and her regular eye glasses when passing room trays. HIC indicated she had not been told
 she needed to wear eye protection when passing the meal trays to residents. HIC indicated she was not providing cares to
 the residents and thought she did not need to wear eye protection. On 6/23/20, at 2:44 p.m. environmental services director (ESD)-A
indicated his expectation did not include housekeeping staff to wear eye protection when cleaning all residents'
 rooms, but they all had goggles on their cart available. ESD-A indicated he would expect the staff to wear eye protection
 only if a resident was showing symptoms of COVID-19 and he expected them to wear full PPE in COVID-19 positive residents'
 rooms. On 6/23/20, at 3:28 p.m. during joint interview with director of nursing (DON) and Administrator, DON confirmed she
 expected all nursing staff to wear eye protection at all times for direct patient care. DON confirmed this included while
 medication administration was completed by nurses. DON indicated if staff were not in the nursing department, she would not
consider passing meal trays as direct care, so eye protection would not need to be worn at that time by them. Both
 confirmed if staff were in resident rooms, eye protection should be worn. DON indicated hand hygiene should be performed
 before and after all cares. DON indicated the MDH Contingency Standards Of Care For COVID-19 was being used for personal
 protective equipment use in the facility. DON also confirmed her expectation was for nursing staff to disinfect high touch
 areas of equipment between each resident with the green top wipes, including the vital machines.

 Disinfecting common use equipment and Handwashing Fourth floor: During continuous observations on 6/23/20, at 9:20 a.m. R13
was lying in bed, when registered nurse (RN)-A entered her room wearing a surgical face mask and face shield. RN-A was
 carrying a blue plastic tray which contained R13's medication and brought the portable vital sign machine into R13's room.
 RN-A proceeded to give R13 her medications, apply gloves to both hands, and took R13's vital signs using the oximeter,
 blood pressure cuff and thermometer from the portable vital machine. After RN-A completed R13's vital signs, he brought the blue
plastic medication tray and the portable vital machine out of R13's room, walked down the hallway to the nurses
 station, and placed the portable vital machine next to the medication cart. RN-A was not observed to clean the portable
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(continued... from page 1)
 vital machine after leaving R13's room. -at 9:41 a.m. R14 was lying in bed covered with the head of her bed in a seated
 position, RN-A entered her room wearing a surgical face mask and face shield covering his entire face. RN-A carried a blue
 plastic tray which contained R14's medication and brought in the portable vital machine into R14's room. RN-A administered
 R14's medications, applied gloves and took R14's vitals using the oximeter, blood pressure cuff and thermometer from the
 portable vital machine. RN-A brought the portable vital machine out of R14's room, and placed the portable vital machine
 next to the medication cart. RN-A was not observed to clean the portable vital machine after leaving R14's room. - at 9:57
 a.m. R15 was lying in bed, covered with head of bed slightly elevated, RN-A entered her room with the portable vital sign
 machine. RN-A took R15's vitals using the oximeter, blood pressure cuff and thermometer from the portable vital machine.
 RN-A proceeded to move the portable vital machine out of R15's room, and placed the portable vital machine next to the
 medication cart. RN-A did not clean the portable vital machine after he left R15's room. RN-A did not clean/disinfect the
 portable vital machine between resident uses. On 6/23/20 at 10:08 a.m. RN-A confirmed he had not sanitized the portable
 vital sign machine after each resident use and indicated he usually sanitized the machine in the morning before he started
 to use it. RN-A indicated he has not been cleaning the vital machine or other equipment after being in a residents room
 unless the resident had symptoms of COVID 19. RN-A indicated if the resident was positive for COVID 19 then the resident
 would have their own equipment to use and the equipment would be left in the room. RN-A indicated he should be cleaning the
equipment after each resident use so he doesn't spread anything to other residents. Hand Hygiene On 6/23/20 at 2:02 p.m.
 NA-A entered R16's room with his face shield on top of his head, and approached R16 while she sat on the edge of her bed.
 NA-A pulled his face shield down while standing next to R16 on the left side, placed a gait belt around her waist and
 proceeded to assist R16 to standing position and transfer from her bed to her wheelchair using a gait belt. NA-A removed
 the gait belt from R16's waist, hung it in the bathroom, gave R16 her Ipad, removed his gloves, threw them away and
 immediately left the room. NA-A was not observed to wash his hands after removing his gloves and caring for the resident. - at 2:08
p.m. NA-A grabbed gloves off the top of a cart as he walked down the hallway gloving his hands and entered R17's
 room. R17 was laying further down in bed on his back while the bed was in low position and his feet were hanging off the
 right side of the bed and NA-B was standing at the end of the bed wearing a surgical mask, eye protection. R17 complained
 of his ankle hurting, NA-A removed his gloves, threw them in the garbage and immediately left R17's room. NA-A walked down
 to the nurses station, then walked down another hallway, entered R15's room to answer her call light and told R15 he would
 be right back in a few minutes and to shut her call light off. NA-A proceeded to walk back up to the nurses desk, reported
 R17's ankle to LPN-B and immediately walked back into R17's room. NA-A was not observed to wash his hands after removing
 his gloves and caring for the resident. PPE - at 2:15 p.m. NA-A, NA-B and LPN-B were present in R17's room. NA-A stood at
 the end of R17's bed and lifted up his face shield and placed it on top of his head, raised the bed to a working level
 while LPN-B held R17's feet and checked R17's ankles. NA-A was approximately 3 to 4 feet away from R17. NA-A proceeded to
 walk to the side of R17, while LPN-B to the other side, together they used a draw sheet to boost R17 up in bed. NA-A
 continued to wear his face shield on top of his head, while he assisted to reposition R17 in bed. On 6/23/20, at 2:16 p.m.
 during a joint interview with infection control registered nurse (ICRN)-A and ICRN-B, both confirmed they were using the
 Minnesota Departement of Health (MDH) Contingency Standards Of Care For Covid 19, dated 5/29/20, for PPE guidance for
COVID 19 infection control practices, which was kept in binders on each wing. ICRN-A and ICRN-B confirmed all nurses and
nursing
 assistants should be wearing their eye protection at all times. They confirmed all facility staff should be wearing eye
 protection when interacting with the residents. ICRN-A indicated the facility expected all housekeeping staff to be wearing eye
protection at all times, even when residents were not in the rooms being cleaned. ICRN-A and ICRN-B confirmed they
 expected equipment to be disinfected between residents when shared, including the vitals machines (medical devises used to
 check blood pressure, pulse, temperature and oxygen level). On 6/23/20 at 2:33 p.m. NA-A indicated staff were to wear their surgical
face masks and face shields at all times when working with the residents and indicated they do not take them off
 until they leave for the day. NA-A indicated he puts his face shield up sometimes because he has breathing problems at
 times and indicated he knows he was not to take his shield off when working with the residents. NA-A indicated he should be
washing his hands before and after working with residents and confirmed he was not washing his hands earlier. On 6/23/20,
 at 3:10 p.m. during a follow up interview ICRN-A confirmed he expected all nurses and nursing assistants to wear eye
 shields at all times. Review of the Clorox Health Care Cleaning And Disinfecting Equipment After Resident Care, undated,
 which ICRN-B identified as the facility guide used for equipment cleaning in the facility. The guide identified Healthcare
 Hydrogen Peroxide wipes were to be used for resident rooms after resident care. The guide identified Healthcare Bleach
 Germicidal wipes were to be used for resident rooms for [DIAGNOSES REDACTED] (Clostridiodes difficile bacterial infection)
 + Isolation+ Outbreaks. The protocol instructed to remove soil, apply disinfectant, wait (contact time), then discard wipe. The guide
identified key surfaces which included a picture of a vitals machine. The facility policy titled 2019 Novel
 Coronavirus, undated, identified the purpose was to minimize chance of exposure to residents and associates. The policy
 included instructions to wash your hands often with soap and water for at least 20 seconds and to use alcohol based hand
 sanitizer if soap and water was not available. The policy also instructed to clean and disinfect frequently touched objects and surfaces.
The facility policy titled Personal Protective Equipment, dated 6/17, identified personal protective
 equipment (PPE) as specialized clothing or equipment worn by the associates for protection against blood or other
 potentially infectious materials from reaching their clothing, eyes, mouth or other mucous membranes. The policy instructed
associates to wash hands immediately after removing gloves or other PPE , or as soon as feasible. The policy instructed
 associates to remove PPE after it became contaminated and before leaving the work area and PPE should never be worn outside of
resident room or work area. The policy further included instructions to wear appropriate face and eye protection when
 splashes, sprays, splatters, or droplets of blood or other infectious materials posed a hazard to the eye, nose or mouth.
 The CDC (Centers For Disease Control and Prevention) Coronavirus Disease 2019 (COVID-19) Healthcare Infection Prevention
 and Control FAQs for COVID-19, updated 6/5/20, identified HCP (health care provider) working in facilities located in areas with
moderate to substantial community transmission are more likely to encounter asymptomatic patients with COVID-19. If
 COVID-19 is not suspected in a patient presenting for care (based on symptom and exposure history), HCP should follow
 Standard Precautions (and Transmission-Based Precautions if required based on the suspected diagnosis). They should also:
 Wear eye protection in addition to their facemask to ensure the eyes, nose, and mouth are all protected from splashes and
 sprays of infectious material from others. The memo also instructed HCP working in areas with minimal to no community
 transmission, the universal eye protection and respirator recommendations (described above) for areas with moderate to
 substantial community transmission are optional. However, HCP should continue to use eye protection or an N95 or
 higher-level respirator whenever recommended for patient care as a part of Standard or Transmission-Based Precautions. The
 Minnesota Departement of Health (MDH) Contingency Standards Of Care For COVID 19, dated 5/29/20, included instructions for
 personal protective equipment for long term care, assisted living and other non acute care facilities. The form identified
 HCP (health care personal) with face-to-face contact with COVID negative residents to wear surgical mask, eye protection
 and hand hygiene, and to implement extended use universal surgical mask and eye protection The form further instructed
 non-HCP with periodic face-to-face contact with residents to wear surgical mask, eye protection and hand hygiene and if
 employees go into resident care area to don surgical mask and eye protection for that period of time. The facility policy
 titled Hand Hygiene dated 6/17, identified infection prevention begins with the basic hand hygiene. The policy identified
 times to perform hand hygiene included: before and after direct resident contact.
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