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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, staff interview and clinical record review, it was determined that facility staff failed to maintain
 infection control practices for 5 of 5 residents (Residents #1, #2, #3, #4, & #5) in the survey sample on the quarantine
 and isolation units. The findings included; Resident #1 was admitted to the facility on [DATE] and readmitted on [DATE]
 with [DIAGNOSES REDACTED]. Resident #1's most recent MDS (minimum data set) assessment was an annual assessment with an
ARD (assessment reference date) of 2/4/20. Resident #1 was coded as being severely impaired in cognitive function scoring 08
 out of possible 15 on the BIMS (Brief Interview for Mental Status) exam. Resident #2 was admitted to the facility on [DATE] with
[DIAGNOSES REDACTED]. Resident #2's most recent MDS assessment was an annual assessment with an ARD of 8/12/20.
 Resident #2 was coded as being severely impaired in cognitive function scoring 09 out of possible 15 on the BIMS (Brief
 Interview for Mental Status) exam. Resident #3 was admitted to the facility on [DATE] and readmitted on [DATE] with
 [DIAGNOSES REDACTED]. Resident #3's most recent MDS assessment was a quarterly assessment with an ARD of 7/16/20.
Resident
 #3 was coded as being moderately impaired in cognitive function scoring 12 out of possible 15 on the BIMS. Resident #4 was
 admitted to the facility on [DATE] and readmitted on [DATE] with [DIAGNOSES REDACTED]. Resident #4's most recent MDS
 assessment was a quarterly assessment with an ARD of 7/16/20. Resident #4 was coded as being cognitively intact in the
 ability to make decisions scoring 15 out of possible 15 on the BIMS. Resident #5 was admitted to the facility on [DATE]
 with [DIAGNOSES REDACTED]. Resident #5's most recent MDS assessment was a quarterly assessment with an ARD of 7/23/20.
 Resident #5 was coded as being severely impaired in cognitive function scoring 09 out of possible 15 on the BIMS (Brief
 Interview for Mental Status) exam. On 8/25/20 at 11:34 a.m., observation was made of the 114-124 hallway. Resident #1 was
 on droplet precautions. PPE (personal protective equipment) was located outside the resident's room. On 8/25/20 at 11:49
 a.m., CNA (certified nursing assistant) #1, was observed walking into Resident #1's room. CNA #1 already had a face mask
 and face shield in place. CNA #1 did not don gloves or a gown prior to entering the room. CNA #1 walked over to Resident
 #1, tapped her on the shoulder (with her bare hands) and began to assist Resident #1 with her lunch. CNA #1 then stopped
 assisting and donned gloves. CNA #1 did not sanitize or wash her hands prior to donning gloves. CNA #1 then proceeded to
 assist Resident #1 with her lunch. CNA #1 was approximately one foot away from Resident #1 while assisting. At 11:52 a.m.,
 RN (Registered Nurse) #1 walked by Resident #1's room and observed CNA #1 not wearing a gown. RN #1 poked her head in the
 doorway and told the CNA to put a gown on. RN #1 then handed CNA #1 a gown. At 11:56 a.m., CNA #1 was finished with
 assisting Resident #1 and doffed (removed) her gown. CNA #1 washed her hands for 20 seconds and left the room. On 8/25/20
 at 12:04 p.m., an interview was conducted with CNA #1. When asked why Resident #1 was on droplet precautions, CNA #1 stated
that Resident #1 was a readmission from the hospital and that she was placed on a 14 day quarantine. When asked how long
 Resident #1 was on quarantine, CNA #1 stated that she was not sure. CNA #1 stated, I am getting back from quarantine
 myself. When asked about the PPE that should be worn while working with a resident on droplet precautions, CNA #1 stated
 that she should be putting on a gown, mask, face shield, and gloves prior to entering the room. When asked if she had
 donned a gown and gloves prior to entering Resident #1's room, CNA #1 stated that she did not put on a gown prior to entry, and that
she put on gloves after she had been in Resident #1's room. CNA #1 then stated, I should have. When asked if she
 knew the COVID status of Resident #1, CNA #1 stated that she wasn't sure but she would think the nurses would tell her if
 Resident #1 was positive. On 8/25/20 at 12:05 p.m., an interview was conducted with RN #1. When asked the COVID status of
 Resident #1, RN #1 stated that Resident #1 was last tested   at the hospital on [DATE] and was negative for COVID-19. RN #1
showed this writer the hospital discharge paperwork dated 8/17/20. Review of Resident #1's clinical record revealed that
 she was sent out to the hospital on [DATE] and readmitted     back to the facility on [DATE]. Resident #1 did not have an
 order for [REDACTED].#2 stated that they had some completely negative residents on the hallway as well; such as residents
 who refused to leave their rooms when the pandemic started or residents who were bed bound and would not be in contact with a
COVID positive resident. ASM #2 also stated that there were residents on the COVID unit that were positive at one point
 and now negative; or were possibly exposed to their roommate who tested   positive for COVID. On 8/25/20 at 12:43 p.m.,
 observation of the COVID isolation unit was conducted. On 8/25/20 at 12:50 p.m., CNA #2 was observed in Resident #2's room.
Resident #2 was on droplet precautions for COVID-19. CNA #2 was observed inside the room wearing a gown, face shield and
 mask. CNA #2 was not wearing gloves. CNA #2 touched the vital sign machine with his left hand and then wheeled it out of
 the room. CNA #2 did not doff (remove) his gown or wash his hands prior to leaving Resident #2's room. CNA #2 then walked
 up to the nurses station wearing the same gown and put the vital sign machine against the wall. CNA #2 then leaned over the nurses
station desk and started writing on a piece of paper on top of the desk. CNA #2's gown was pressed up against the
 desk coming into direct contact with the desk. CNA #2 was not observed wiping down the vital sign machine. At 12:56 p.m.,
 CNA #2 was observed sanitizing hands from hand sanitizer dispenser in hallway. CNA #2 was then observed walking into
 Resident #3 and #4's room, a room that was also on droplet precautions. CNA #2 was wearing the same gown he was wearing in
 Resident #2's room. CNA #2 shut the door. At 12:58 a.m., CNA #2 was observed leaving the room, wearing the same gown, going to
the linen cart and grabbing sheets. CNA #2 then walked to a second linen cart to grab more sheets. CNA #2 went back into Resident
#3 and 4's room, and dropped off the linen. At 1:00 p.m., CNA #2 removed his gown in the hallway on his way to the soiled utility
room and disposed of his gown. CNA #2 then sanitized his hands. Review of Resident #2's clinical record
 revealed that she had a physician's orders [REDACTED]. Review of Resident #3's clinical record revealed that he was placed
 on droplet precautions on 7/5/20 for a fever. He tested   negative for COVID on 7/9/20. Resident #3's order for droplet
 precautions were still active. Review of Resident #4's clinical record revealed that he was placed on droplet precautions
 on 7/20/20 for a positive COVID result on 7/9/20. Resident #4 was already on droplet precautions prior to 7/20/20 due to
 his roommate (Resident #3) being on precautions since 7/5/20. On 8/25/20 at 1:05 p.m., an interview was conducted with RN
 #2, the unit manager. When asked if there were residents on the COVID unit that were never positive, RN #2 stated that she
 would have to check her list. When asked why Resident #3 and #4's room was on droplet precautions, RN #2 stated that one
 resident had tested   positive for COVID on June 30th; but has not been retested  . RN #2 stated that no one is currently
 positive in that room but that the residents were still on droplet precautions. When asked if it was okay for staff to
 leave a COVID positive room wearing the same PPE ( gown, face shield and mask) into the hallway, RN #2 stated of course
 gloves and gown should be discarded prior to leaving a room on droplet precautions. RN #2 stated that it was okay for staff to wear
the same face shield and mask going from a COVID positive resident to negative resident. When asked if staff should be wearing
gloves in a COVID positive room, RN #2 stated they should don gloves prior to entering the room. When asked if
 gloves should be worn while obtaining vitals on a COVID positive resident, RN #2 stated yes. When asked if a separate vital sign
machine was used for COVID positive residents, RN #2 stated that the vital sign machine should be wiped down in
 between residents. When asked why staff should remove PPE and wipe down the vital sign machine after leaving a room on
 droplet precautions, especially if positive for COVID; RN #2 stated, If not, staff could potentially spread COVID to other
 residents. On 8/25/20 at 1:22 p.m., an observation was made of CNA #3 grabbing the vital sign machine that was sitting in
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(continued... from page 1)
 the hallway and still not sanitized after being in Resident #2's room. CNA #3 walked down to Resident #5's room with the
 vital sign machine. CNA #3 was then observed obtaining a blood pressure and pulse-ox on Resident #5's. CNA #3 did not
 sanitize the blood pressure cuff or pulse ox prior to using it on Resident #5. Resident #5 was not on any type of
 precautions. On 8/25/20 at 1:26 p.m., an interview was conducted with CNA #3. When asked what vital signs were obtained on
 Resident #6, CNA #3 stated, All of them. Even pulse-ox; yes her pulse-ox was 90. When asked if she sanitized the vital
 machine prior to use on Resident #5, CNA #3 stated, No, I did not. CNA #3 then stated that Resident #5 was not on any type
 of precautions for COVID-19. CNA #3 was told about the observations of the vital sign machine being in a COVID positive
 room earlier in the shift and not sanitized after use. CNA #3 stated that she was not aware of that. CNA #3 stated she
 would have sanitized the machine had she known it was not wiped down. CNA #3 was then observed sanitizing the vital sign
 machine when she got back to the nurses station. On 8/25/20 at 1:34 p.m., further interview was conducted with RN #2. When
 asked if Resident #5 was ever positive for COVID-19. RN #2 checked her resident list/roster and stated that Resident #5 was never
positive for COVID-19. RN #2 stated that Resident #5 was last tested   on [DATE]th and her results were negative. RN
 #2 stated that the resident did not want to leave her room or the unit when the pandemic started and was left on the unit.
 On 8/25/20 at 1:46 p.m. an interview was conducted with CNA #2. When asked when he was in Resident #2's room what he was
 doing, CNA #2 stated that he was obtaining vital signs on Resident #2. When asked what PPE he should remove after working
 with COVID positive resident prior to leaving room, CNA #2 stated, Everything except for face shield and mask, and then
 wash my hands. When asked if vital sign machine should be wiped down after using it on a COVID positive resident, CNA #2
 stated that staff should be wiping it down. When asked if gloves should be worn while obtaining vitals for a resident who
 is COVID positive, CNA #2 stated yes. When asked if he wore gloves while obtaining vital signs on Resident #2, CNA #2
 stated, I don't think I did. CNA #2 stated however that he did wash his hands prior to leaving room. This writer did not
 observe CNA #2 wash his hands. When asked if he removed his gown after leaving room, CNA #2 stated that he didn't think he
 did. This writer told CNA #2 about the above observations regarding him leaning up against the nurse's station desk wearing the same
gown used in Resident #2's room, CNA #2 confirmed that that did happen. When asked if it was possible to spread
 COVID-19 to other residents or staff if he is wearing a gown in the hallway that was used in a positive COVID-19 room; CNA
 #2 stated that it was possible. On 8/25/20 at 2:30 p.m., ASM #2, the DON was made aware of the above concerns. Facility
 policy titled, Isolation-Categories of Transmission based precautions documents in part, the following: Droplet precautions maybe
implemented for an individual documented or suspected to be infected with microorganisms transmitted by droplets
 (Large particle droplets (large than 5 microns in size) that can be generated by the individual coughing, sneezing,
 talking, or by the performance of procedures such as suctioning .masks will be worn when entering the room, gloves,
 goggles, and gown will be worn if there is a risk of spraying respiratory secretions .Contact precautions .staff and
 visitors will wear gloves and gown when entering the room .gloves will be removed and hand hygiene performed before to
 leaving the room. Staff and visitors will wear a disposable gown upon entering the room and remove before leaving the room
 . Facility policy titled, Cleaning and Disinfection of Surfaces, documented in part, the following: .non-critical items are those that
come into contact with intact skin but not mucous membranes .non-critical surfaces will be disinfected with with an EPA registered
intermediate or low level hospital disinfectant according to the label's safety precautions and use
 directions. No further information was presented prior to exit.
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