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Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview, record review, review of the facility's policies/procedures, and review of the Centers for Disease
Control and Prevention (CDC) guidelines, it was determined the facility failed to prevent the possible spread of
 COVID-19. Observations on 07/22/2020 and revealed three (3) sampled residents, Resident #3, Resident #8 and Resident #15,
 were not placed on infection control precautions despite being admitted   to the facility within fourteen (14) days. The
 Dietary manager and Administrator were observed on 07/22/2020, wearing their facemasks pulled down below their nose and
 mouth. Observation of the noon meal on 07/22/2020, revealed staff delivered resident trays and fed residents without
 performing hand hygiene between residents. Observation of incontinence care on 07/23/2020 revealed staff assisted a
 resident to clean themselves after toileting and did not perform hand hygiene or change gloves prior to transferring the
 resident, and did not assist the resident to wash his/her hands. Further observations revealed biohazard containers for
 residents in infection control precautions were located in the hallway outside the resident's room. Furthermore,
 observation and interviews revealed residents who exhibited symptoms, or were suspected to have COVID-19, and resided in a
 semi-private room, remained in the room with a roommate. Additionally, Personal Care Attendants (PCA) were scheduled to
 provide care to COVID-19 positive residents and residents in isolation precautions, despite not being allowed to do so per
 facility policy and State mandate. The findings include: Interview with the Administrator on 07/22/2020, revealed the
 facility had dismantled their COVID Unit on 07/21/2020, due to the facility not having any positive COVID-19 cases. Review
 of a waiver from the Kentucky Inspector General dated 04/14/2020 titled Temporary COVID-19 Personal Care Attendant (PCA)
 revealed the temporary waiver permits a long-term care facility to employ a trained PCA to perform defined resident care
 procedures that do not require the skill or training required for a State Registered Nurse Aide (SRNA). The waiver stated
 that the facility must fully notify its certified and licensed staff members that PCAs have a limited scope of permissible
 work, and detail what duties may not be delegated to PCAs. If the facility learns that any PCA is performing duties outside the limited
scope of permissible work, it must immediately intervene, stop the PCA, and reassign those duties to authorized personnel. According
to the waiver, the PCA should not be assigned or provide care or services to a resident in Isolation
 Precautions. Review of the facility's policy Temporary COVID-19 Personal Care Attendant dated 04/14/2020 revealed a
 temporary waiver would permit a long-term care facility to employ a trained PCA to perform defined resident care
 procedures. The PCA position is a temporary accommodation made by the Commonwealth to address work increases and staffing
 shortages caused by the COVID-19 pandemic. The policy also stated the PCA would not be assigned or provide care or services to a
resident in Isolation Precautions. Review of the facility's COVID-19 Standard of Practice policy and procedure revised 04/03/2020,
revealed if a resident was suspected to have COVID-19, and resided in a private room, the resident would remain isolated in the
private room. If a resident in a semi-private room were suspected to have COVID-19, one of the resident's
 would be moved to a private room if available. Review of the facility's policy Control of COVID-19 with a review date of
 03/05/2020 revealed all staff would adhere to standard precautions including performing hand hygiene with soap and water or alcohol
based hand rubs frequently and before and after all resident contact, and contact with potentially infectious
 material. Continued review of the policy revealed droplet precautions would be implemented for residents with suspected or
 confirmed COVID-19 until 24 hours after the resolution of fever and respiratory symptoms, whichever is longer. Residents
 with suspected or confirmed COVID-19 would be placed in a private room or area. Review of the facility's protocol
 Identification of Possible COVID-19 with a revision date of 04/09/2020, revealed The facility would identify dedicated
 employees to care for COVID-19 patients and would provide the correct supplies to ensure easy and accurate use of PPE.
 Signage would be posted outside of the resident room that clearly described the type of precautions needed and the required PPE,
make PPE, including facemasks, eye protection, gowns, and gloves available immediately outside of the resident room,
 and position a trash can near the exit inside of the resident room to make it easy for employees to discard PPE. Review of
 the CDC Preparing for COVID-19 in Nursing Homes updated 06/25/2020, revealed as demonstrated by the COVID-19 pandemic, a
 strong infection prevention and control (ICP) program was critical to protect residents and healthcare personnel (HCP). The facility
should position a trash can near the exit inside the resident room to make it easy for staff to discard PPE prior
 to exiting the room. The facility should identify space that could be dedicated to monitor and care for residents with
 COVID-19 as well as identify HCP who would be assigned to work only on the COVID-19 care unit when it was in use. Continued
review of CDC guidance revealed the facility should create a plan for managing new admissions and readmissions whose
 COVID-19 status was unknown to include: placing the resident in a single person room or in a separate observation area so
 the resident can be monitored for evidence of COVID-19; and HCP should wear an N95 or higher level respirator, eye
 protection (goggles or a face shield that covered the front and sides of the face), gloves, and gown when caring for these
 residents. Further review revealed residents could be transferred out of the observation area to the main facility if they
 remain afebrile and without symptoms for 14 days after their admission. Review of the CDC Responding to COVID-19 in Nursing
Homes Considerations for the Public Health Response to COVID-19 in Nursing Homes updated 04/30/2020, revealed all
 facilities should adhere to current CDC infection prevention and control recommendations. The guidance stated when
 establishing a designated COVID-19 care unit for residents with confirmed COVID-19, the unit should be physically separated from
other rooms or units housing residents without confirmed COVID-19 (a separate floor, wing, or cluster of rooms).
 Dedicated staff should be assigned to work only on the COVID-19 care unit and at a minimum should include primary nursing
 assistants (NAs) and nurses. Continued review of guidance revealed residents with new-onset suspected or confirmed COVID-19
should be isolated and placed in a single room if possible pending results of COVID-19 testing. 1. Observations of Resident #7 on
07/22/2020 at 9:40 AM revealed the resident required infection control precautions. Further observation revealed the
 biohazard disposal bin, utilized by staff to discard contaminated items utilized for Resident #7, was located out in the
 hallway adjacent to the resident's door, requiring staff to remove contaminated items out of the resident's room without
 being covered or contained. In addition, the contaminated items in the biohazard bin were accessible to anyone passing by
 Resident #7's room, including cognitively impaired and wandering residents. 2. Review of Resident #3's medical record
 revealed the facility admitted   the resident on 07/21/2020. Observation on 07/22/2020 at 10:05 AM revealed there was no
 signage posted adjacent to the resident's room or PPE located outside the resident's door. Subsequent observation on
 07/22/2020 at 1:34 PM revealed signage and PPE had been placed outside the resident's room. However, the biohazard bin was
 also located outside the resident's room in the hallway. Interviews with SRNA #15 and SRNA #16, on 07/22/2020 at 1:34 PM
 revealed they began their shift on 07/22/2020 at 6:00 AM and was not told that Resident #3 required infection control
 precautions, and had provided care to the resident without utilizing PPE. They stated when they returned from lunch at
 approximately 11:30 AM Resident #3 had a PPE cart with supplies, signage, and a biohazard trash bin outside of the room.
 Observation on 07/23/2020 at 9:39 AM revealed the biohazard trash bin without a lid remained outside in the hallway
 adjacent to Resident #3's room. 3. Review of Resident #8's medical record revealed the resident required isolation
 precautions. However, the biohazard bin utilized to dispose of contaminated items used for Resident #8, was located outside
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 the resident's room in the hallway. 4. Observation of the facilities kitchen on 07/22/2020 at 10:02 AM revealed the Dietary Manager
was wearing her facemask pulled down below her chin. A post survey interview conducted with the Dietary Manager on
 08/03/2020 at 3:40 PM revealed she was educated to wear her facemask covering her nose and mouth when working. However,
 stated she had pulled her facemask down below her chin because she was hot. 5. Observations on 07/22/2020 revealed at 10:16 AM
the Administrator was standing at the C/D Nurse's station talking with staff in close proximity with her facemask pulled down below
her chin. At 11:36 AM, the Administrator was observed in the hallway outside the Activity Room with her mask
 again pulled down below her chin talking to staff. Continued observation on 07/23/2020 at 9:24 AM revealed the
 Administrator standing in the hallway outside of her office with her facemask pulled down below her chin talking with
 facility staff within close proximity. A post survey interview with the Administrator on 08/03/2020 at 5:00 PM revealed she pulled
her facemask down below her mouth without thinking when she was talking to someone. 6. Observations of the noon meal on
07/22/2020 from 11:44 AM until approximately 12:13 PM revealed State Registered Nurse Aide (SRNA) #10 delivered and
 setup meal trays to Resident #4, Resident #6, Resident #11, Unsampled Resident A, Unsampled Resident J, and Unsampled
 Resident K, without washing or sanitizing her hands between trays. Further observations of SRNA #10 revealed she attempted
 to feed Resident #6, then exited the resident's room and entered Resident #11's room and sat down and began to feed the
 resident lunch without performing hand hygiene. Interview with SRNA #10 on 07/27/2020 at 3:30 PM revealed she should have
 performed hand hygiene between each tray she delivered and before and after feeding a resident. 7. Observation on
 07/22/2020 at 12:45 PM revealed Licensed Practical Nurse (LPN) #2 was at the C/D Nurse's Station with her facemask under
 her chin, not covering her nose or mouth. A post survey interview with LPN #2 on 08/13/2020 at 1:30 PM revealed she was
 trained to wear her facemask covering her nose and mouth. However, she stated because the facemask caused her glasses to
 fog up, she had placed the facemask below her chin. 8. Observation on 07/23/2020 at 9:45 AM revealed Unsampled Resident H
 was in isolation precautions due to being admitted to the facility on [DATE]. Further observation revealed an uncovered
 biohazard bin, utilized to dispose on contaminated equipment used for Unsampled Resident H was placed outside the
 resident's room in the hallway. 9. Review of Resident #17's medical record revealed the resident was in isolation
 precautions. Observation of Resident #17 on 07/23/2020 at 9:22 AM revealed the biohazard bin, used to dispose of
 contaminated items used for Resident #17, was located outside the resident's room in the hallway. In addition, Resident G,
 who did not require infection control precautions, was residing in the room with Resident #17. Interview with LPN #6 on
 07/23/2020 at 9:23 AM revealed Resident #17 was placed in droplet precautions due to a pending COVID-19 test that was
 performed on 07/22/2020. 10. Observation of perineal care performed by SRNA #11 on Resident #2 on 07/23/2020 at 11:20 AM
 revealed Resident #2 attempted to clean him/herself after toileting. However, when the resident was not able to adequately
 perform the care, SRNA #11 finished cleaning the resident after toileting. Continued observation revealed SRNA #11 failed
 to wash or remind Resident #2's to perform hand hygiene after the resident attempted to perform personal hygiene. Further
 observation revealed SRNA #11 did not remove her soiled gloves prior to transferring Resident #2 with a gait belt from the
 commode to the resident's wheelchair. Interview with SRNA #11 on 07/23/2020 at 11:40 AM revealed she should have offered to
assist Resident #2 with hand hygiene and should have removed her gloves and washed her hands prior to transferring Resident #2 with
a gait belt from the commode to the resident's wheelchair. 11. Interview with LPN #3 on 07/29/2020 at 9:09 PM
 revealed she routinely worked night shift at the facility. The LPN stated when she was scheduled to work, she was the
 primary nurse for the C/D/E wings which included the COVID-19 Unit, prior to it being dismantled. LPN #3 stated due to a
 lack of staff, she had to provide care to residents that were COVID-19 positive, then remove and discard her PPE and care
 for residents that were not Covid-19 positive. 12. Interviews with Personal Care Attendant (PCA) #6 on 07/24/2020 at 7:05
 PM, PCA #1 on 07/28/2020 at 9:00 AM, PCA #2 on 07/28/2020 at 9:12 AM, PCA #4 on 07/28/2020 at 11:34 AM, PCA #3 on
 07/28/2020 at 11:37 AM and PCA #7 on 08/04/2020 at 12:23 PM, revealed they had all worked with residents that were in
 infection control precautions including residents that were diagnosed   with [REDACTED]. She also stated that staff were
 required to work on the COVID-19 unit when it was operational and then care for negative resident, because the facility did not have
enough staff to allow for dedicated staff in the COVID-19 unit. She stated she when she was working, she was
 responsible for placing PPE and signage outside rooms of residents who required infection control precautions, and when she was not
scheduled to work, she had PPE carts prepared for staff to place outside resident rooms in isolation. She further
 stated that new admissions and re-admissions were placed in droplet isolation precautions for 14 days to monitor for signs
 and symptoms of COVID-19. She stated she was not sure why Resident #2, Resident #8, and Resident #15 were not in droplet
 precautions on 07/22/2020. She further stated she was not aware that biohazard trashcans were supposed to be placed inside
 the resident's room, she was trained to place them outside of the resident's room. Continued interview with the ICP
 revealed residents suspected of COVID-19 were placed in droplet precautions, however the resident was not moved to another
 room nor was there roommate because the roommate was already exposed. She stated she did not perform audits to ensure
 infection controls requirements were implemented by staff. She stated when she worked, if she observed staff not performing
infection control measures, she would perform on the spot training with the staff member observed. She further stated staff were
expected to wear a facemask covering their nose and mouth when in the facility. She also stated staff were expected to perform hand
hygiene with soap and water or hand sanitizer between passing food trays to residents and before and after
 feeding residents. Furthermore, she stated staff were expected to perform hand hygiene after removing their gloves when
 providing personal hygiene and should also offer/assist the resident in performing hand hygiene after they attempt personal hygiene
as well. A post survey interview with the ADON on 08/03/2020 at 2:41 PM revealed she was responsible for scheduling nursing staff
and SRNAs. She stated she was not aware that PCAs were not allowed to work with residents in isolation
 precautions or COVID-19 positive residents. She further stated on night shift when the facilities COVID-19 unit was
 operational, the nurse had to provide care to both positive and negative residents due to staffing constraints.
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