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F 0830 Provide and implement an infection prevention and control program.

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

Level of harm - Immediate | Based on observations, interviews, and record review, the facility failed to follow the Center for Disease Control and
jeopardy Protection (CDC) guidelines for the use of face masks in a healthcare setting to prevent pathogen transmission in response
to COVID-19 observed on two (2) of three (3) units, and also failed to communicate and report employee COVID-19 test
Residents Affected - Many | resultsto positive employees in order to quarantine and prevent further COV1D-19 exposure to other residents and staff
throughout the building for 25 days, for two (2) of 27 employees positive for COVID-19, which potentially affected all

residents and employees at the facility. On [DATE], the State Agency (SA) identified the facility had atotal of two (2)

positive COV1D-19 employees who were not informed of their positive test results due to the delay from the Administrator to obtain
the test results from the Mississippi State Department of Health laboratory. These two (2) employees worked with

symptoms never quarantined, and potentially exposed 135 team members and 105 residents who were not previously COVID-19

positive. The facility's failure to follow appropriate COVID-19 infection control guidelines for wearing Personal

Protective Equipment (PPE) and the failure to notify staff of positive COVID-19 lab results, had caused, or likely to cause serious
injury, harm, impairment or death to residents and staff. The SA identified an Immediate Jeopardy (1J) on [DATE],

and determined the | J existed on [DATE], when the first positive COVID-19 employee was identified at the facility by the

MSDH lab. The facility had atotal of two (2) employees positive for COVID-19, who had not been informed of their positive
test results due to the delay by the Administrator to obtain the lab results from the MSDH lab. These two (2) employees

worked with symptoms and was never quarantined. The facility was notified of the Immediate Jeopardy (1J) on [DATE] at 11:13 AM,
and an |J template was provided to the interim Administrator. The |J existed at: 42 CFR(s): 483.80(a)(1)(2)(4)(e)(f) -

Infection Prevention and Control (F880) The SA vaidated the facility's Removal Plan and the |J was determined to be

removed on [DATE] prior to exit. Therefore, the scope and severity for 42 CFR(s): 483.80(a)(1)(2)(4)(e)(f)-Infection

Prevention and Control (F880) was lowered from a L to a scope and severity of aF, while the facility develops and

implements a plan of correction and monitors the effectiveness of systemic changes to ensure the facility sustains

compliance with regulatory requirements. Findings include: Review of the facility's, COVID-19 Education, Prevention, and
Response Guide policy, dated [DATE], reveded: Ensure all staff are using appropriate PPE (Personal Protective Equipment)
when they are interacting with patients and residents. All long-term care facility personnel should wear afacemask and eye protection
while they arein the facility. Cloth face coverings are not considered PPE because their capability to protect

healthcare personnel is unknown. To ensure patient/resident safety and to comply with Center for Medicare and Medicaid
Services (CMS) guidance, implement active screening of residents and staff for fever and respiratory symptoms. All

individuals permitted entry to our centers are required to adhering to the preventions and precautionsin place to ensure

the safety and well-being of our patients, residents, and team members. Team membersin our center should wear facemask at

all times. Notify all team members working in the center any time a single new COV1D-19 case is confirmed among resident or staff
or any time three or more residents or staff have new onset respiratory symptoms within a 72-hour period. Record

review revealed, the National Guard conducted a facility wide COVID testing on [DATE], for 100% of residents and 100% of

the employees. During an observation and interview, at 10:10 AM on [DATE], Licensed Practical Nurse (LPN) #2 was observed
on the West Wing of the facility, in the hall, administering medications without amask on. LPN #2's mask was observed her

lying on her medication cart. An interview with LPN #2, confirmed that she wasn't wearing her mask. LPN #2 stated, | have
trouble wearing it because of my size but I'll get it on. LPN #2 confirmed she was aware that she should have her mask on

at all times. She also confirmed that she had not received her COVID test results from the facility wide testing on [DATE]. An
observation, on [DATE] at 10:15 AM, revealed, LPN #1 was in the hallway by the nurses desk with a cloth mask pulled

down under his chin, not covering his mouth and nose, and he was talking within a foot of two other employees. LPN #1 was

also observed, on [DATE] at 1:30 PM, at the nurses' desk, on the East Hall, with his mask down around his neck. The State
Agency (SA) asked him why he wasn't wearing his mask, and he stated, They told us that we didn't have to wear our mask when we
were at the nurses desk charting. An observation made of the East Hall nurses' desk, revealed it was an open desk area

that has no windows or doors, and was in the open common area where staff and residents are in close proximity to this

nurses desk, with some less than six (6) feet away. Another staff member was also sitting at the nurses’ desk within less

than six (6) feet from this LPN. LPN #1 also confirmed that he was not wearing his mask properly on [DATE] to cover his

mouth and nose and that he wears it pulled down below his chin often while he is working. During an interview, at 10:00 AM

on [DATE], the Administrator confirmed the facility was COVID free, and that the facility didn't have any positive tests

when the facility wide testing was completed on [DATE]. The Administrator stated he had some test results still pending

from the National Guard testing that occurred on [DATE], but he was not sure of the exact number of tests that the facility had
pending. The Administrator stated, It doesn't matter anyway, we are past our 14 days, so I'm not worried about it. An

interview, on [DATE] at 10:30 AM, with LPN #3, revealed, she stated that she had just found out her COVID results on

[DATE]. She stated that she had to call the State lab office and obtain her COVID test results and she was negative. LPN #3 stated
the staff had asked the Director of Nursing (DON) for their results, and she told them that the Administrator was

handling all of the test results and she didn't have them. LPN #3 stated she asked the Administrator and he would always

just say he had not got them yet. LPN #3 stated that Resident #1 had asked the Administrator several times for her results, but he has
not told the residents their results yet either. An interview, at 10:40 AM on [DATE], with Resident #1, who had

aBrief Interview for Menta Status (BIMS) score of 15, revealed, she stated she hadn't been told her results. She stated,

It bothers me that I've not been told something. I've asked the Administrator and he told me don't worry about it because

it has been over 14 days, but | do worry about it, | want to know something. During an interview, at 10:50 AM on [DATE],

with Certified Nursing Assistant (CNA) #1, she stated, He (Administrator) said don't worry about it that the test results

weren't any of our business and that it had been past 14 days anyway. CNA #1 stated that she had children at home, and she
wanted to know if she had it or was working with people that may have it, but he said it was none of their business. An

interview, on [DATE] at 11:15 AM, with CNA #2, revealed, she stated that she had not received her test results back from

the [DATE] facility wide testing. On [DATE] at 11:25 AM, during an interview, with the Rehab Director, she confirmed that

she had received her test results back on [DATE]. She stated, | know some people are still waiting on their results. An

interview, on [DATE] at 11:45 AM, with the Infection Control Nurse/Assistant Director of Nursing (ADON), revealed, she

stated that she was unable to confirm the numbers for the positive residents and positive employees in the building. She

confirmed that she had not had access to the test results or the numbers of pending tests, because the Adm had been

handling this outbreak. She stated this was the facility's second outbreak, and on the first outbreak, she, and the

Director of Nursing (DON) completed all the facility wide testing and logged all the results. The ADON stated they knew how many
residents and employees were positive, but on this second outbreak, they had not been given the information on the

pending tests or the results. The DON confirmed this information and stated it had been very hard to keep up with because

they were not given this information from the Administrator. The DON and ADON revealed they were told that they did not
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have any positive COVID residents or employees in the building. They stated that on [DATE], they had Resident #2 return

from Geri-psych, and shetested negative at the hospital prior to admission, but began to have symptoms and tested

positive on [DATE] at the facility. Resident #2 was discharged on [DATE] to the hospital because of elevated

temperature and change in level of consciousness. They revealed this was the only positive resident that the facility had.

They stated that they assumed all the test results were negative because they had not heard anything from the lab. Review

of Resident #2's closed medical record, revealed, the resident was admitted to the facility on [DATE] from a Geri-psych

facility, and had tested negative for COVID-19 prior to her discharge to the facility. Resident #2 was admitted by the

facility, with [DIAGNOSES REDACTED)]. Resident #2 began to have difficulty breathing, had alow oxygen level, and a change

inlevel of consciousness. Resident #2 was sent to the Emergency Department on [DATE] at 7:44 AM and was retested for

COVID-19 at the hospital on [DATE] at 8:37 AM. Resident #2 tested positive for COVID-19 viarapid test. The hospital

admitted theresident and shedied at the hospital on [DATE]. On [DATE] at 12:15 PM, during an interview, the

Administrator stated they had not received al of the test results back from the facility wide testing on [DATE]. The
Administrator confirmed that he had called multiple times to the |ab, and they told him that the results were still

pending. The Administrator stated, I've called every day, mineis one of the tests that we are still waiting on, but I'm

not worried about it now, we are past our 14 days, so it don't matter. The Administrator confirmed, the facility was

waiting on 58 staff test results and 42 residents test results. The Administrator stated that for both outbreaks, so far,

the facility has had 21 positive residents, 25 positive employees and three (3) deaths. The Administrator stated this

outbreak started with a resident admission from Geri-psych facility on [DATE], and the resident went to the hospital and

expired there, making the facility deaths at three (3). The State Agency (SA) informed the Administrator, DON and ADON that they
had observed staff on the hallways not wearing mask. The Administrator stated, That's unacceptable, tell me the names

of the employees, and I'll go write them up right now. The Administrator was asked by the SA why he didn't have a mask on,

and he stated, I'm staying six (6) feet away. The Administrator was observed sitting less than six feet away from another
employee and the SA surveyor, without a mask on. During an interview, with the DON and ADON, on [DATE] at 12:20 PM, the
DON stated, We have in-serviced until we are blue in the face about the staff wearing their masks. The ADON and DON stated they
could guess the two (2) employee names that were not wearing their masks. They stated it was LPN #1 and LPN #2 that the SA
saw in the hallway not wearing a mask. They confirmed that they have had multiple discussions with these two employees

regarding face coverings, and they still refuse to wear them. The SA asked if these employees had 1:1 in-services or

disciplinary actions, and the DON stated that she wasn't sure, but she would have to check to see. Review of the facility's in-services,
indicated that the last in-service LPN #1 attended was a group in-service on [DATE], titled COVID-19 Update,

which covered wearing amask. The last in-service LPN #2 attended was a group in-service on [DATE], titled COVID-19 which
covered staff wearing mask during their shift. The ADON, who also serves as the Education Nurse, confirmed, these were the

last in-services these two (2) employees attended and aaled, | thought we had in-serviced them recently, but | couldn't

find it. During an interview, at 12:40 PM on [DATE], the Administrator revealed to the SA, that he had just received a

package of test resultsin the mail. The SA reviewed the envelope and observed it had a postmark date of [DATE] on the

package and was mailed from Mississippi State Department of Health (M SDH). The package contained employees COVID test
results that were negative. The SA asked the Administrator to contact the MSDH lab and check to seeif the 100 pending

COVID lab test results from [DATE] were completed. An interview with the Receptionist, on [DATE] at 1:00 PM, she stated the
facility had received two (2) big manila envelopes and one (1) small white envelope package from the MSDH lab. She

confirmed that she knew they were the test results because she saw the address and knew that they were from the lab. The
Receptionist stated she had handed the packages to the Administrator right away. She confirmed the first big, yellow manila package
came on [DATE] and stated, | remembered the date because the first week of August we started getting phone calls

from families saying that they had gotten an automated call that we had positivesin our building. An interview with the

ADON, on [DATE] at 1:40 PM, revealed, she stated, The facility has an automated alert system that notifies familiesif we

have a positive COVID in the building, we email the alert system and it notifies them (families). The ADON stated that

around [DATE] the Administrator began handling all the Iab results from the COVID test and the notification of the

residents and staff. The ADON stated the Administrator told her that he was handling it (lab results) because she was

having to perform multiple roles right now because staff have been out sick or have quit. The ADON stated, | am doing the
schedule for al the nurses and CNAs, | am the Director of Clinical Education, the Infection Control Nurse and the ADON, so | was
overloaded. | would ask him about the test results, and he would say he didn't have any. During an interview, on

[DATE] at 8:15 AM, the SA spoke with the Administrator to see if he had made contact with the MSDH lab and to find out if

the pending COV D test results from [DATE] were received, and he stated, No, | called but they couldn't tell me anything.

On [DATE] at 8:35 AM, the SA contacted the MSDH lab via speaker phone with the facility's Administrator and two (2)
Corporate Nurse Consultants present for the conference call and spoke with aLab Call Center for COVID-19 Employee #1.
Employee #1 stated that the facility's Administrator had contacted the Lab Call Center for COVID-19 on [DATE] inquiring

about the facility's COVID-19 lab results and she had informed him that he had failed to complete the HIPAA Right to Fax,

form that was emailed to the facility in [DATE] in order to receive his test results from the lab immediately after each

lab test was processed. She stated the Lab Call Center Supervisor had also called the facility in an attempt to get the

form completed and was unsuccessful. Employee #1 stated due to the fact that the Administrator never responded to their
attempts, the test results were mailed to the facility on [DATE]. She stated the facility had two (2) COVID positive

employees, nine (9) employees whose test were unsatisfactory and needed to be recollected, and that they had four (4)

residents COVID test results that were unsatisfactory and needed to be retested . She stated all thisinformation was

mailed to the facility on [DATE]. Employee #1 also stated that the facility's Administrator did not complete the Health

Insurance Portability and Accountability Act (HIPAA) form to have COVID test results faxed to the facility through the
Information Technology (IT) department in March (2020). She stated the I T department sent an email to the Administrator in
March (2020) and also called the facility after the HIPAA form was not completed and due to the fact that this process was

never completed the test results must be mailed. She revealed, if the facility would have completed the HIPPA Right to Fax
Process, then they would have received their test results immediately like all the other facilitiesin the state. The MSDH

Lab Call Center Employee #1 reviewed the recorded call log back to [DATE] and there were not any calls received from the
facility inquiring about their COVID-,[DATE] test results. The Supervisor at the COVID Call Center confirmed the lab did

not have any documentation on the call center log that this facility had notified them in an attempt to receive their

COVID-19 lab results until [DATE] at 2:30 PM. The COVID Lab Call Center works seven (7) days aweek to report COVID test
results to the facilities. They stated the lab results are sent out three (3) times a day, and the notification date was on the lab results.
They confirmed that the facility's Social Worker (SW) and Human Resource (HR) Officer were both positive

for COVID-19, and their positive COVID test results were sent to the facility by mail on [DATE]. The MSDH Lab Call Center
Employee #1 confirmed there was only one phone number to call to obtain results, and he (Administrator) would have talked

to her or other call center employee (common name). She stated they had not heard anything from the Administrator until he
called yesterday. The Lab Call Center for COVID-19 obtained afax number from the facility's Administrator, while on the
conference call, and faxed the test results to the facility of the positive COVID employees that had previously been mailed to the
facility. Review of the MSDH Lab report, for the facility's Social Worker (SW), indicated the test was performed on

[DATE] and positive test results were received by the lab on [DATE] at 9:38 AM. The results were mailed to the facility on

[DATE]. The lab results for the Human Resource (HR) Officer, indicated the COVID test was performed on [DATE], and the
positive test results were received by the lab on [DATE] at 9:35 AM. The results were mailed to the facility on [DATE]. On [DATE]
at 9:20 AM, during an interview with the Human Resource (HR) Officer, she confirmed, the Administrator told her just afew minutes
ago that she had tested positive on [DATE] from the COVID-19 test three (3) weeks ago. The HR Officer

stated that she had a migraine and sinus allergies [REDACTED)]. The HR Officer confirmed that she had her temperature

checked every morning and used the sign and symptoms sheet to check in every morning. She revealed that she did not mark

that she had a headache or runny nose. The HR Officer stated, | didn't think anything of it. In the last three (3) weeks, | have went to
residents rooms and delivered items that family members had dropped off and | have also completed three (3)

new hire orientations, and | have conducted two (2) interviews. The Administrator said it had been over 14 dayswhen |

asked if | needed to leave. Review of the Diversicare Team Member daily sign-in sheet and Diversicare Time and Expense

logs, revedled, on [DATE], [DATE], [DATE], [DATE], [DATE], [DATE], [DATE], [DATE], [DATE], [DATE], and [DATE] the
facility's Social Worker and Human Resources Officer were clocked in and working, had signed in for these days and

marked No on the section of the symptoms sheet that indicated, At least two (2) of these symptoms: fever or chills,
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repeated shaki ng Wlth chills, headache, new loss of taste or smell, diarrhea, congestion or runny nose, muscle or body

aches, sore throat, nausea or vomiting and fatigue. On [DATE] at 10:00 AM, an observation of the Minimum Data Set (MDS)

office, revealed, four (4) employees sitting in the MDS/SW office without masks on, with two (2) of the employees within

two (2) feet of each other working daily. The employees were the facility's Social Worker and MDS Nurse #4. During an

interview, with the Social Worker, on [DATE] at 10:05 AM, she confirmed that she had received her COVID-19 positive test

results just afew minutes ago from the facility wide testing on [DATE]. She stated, | didn't know anything until today. |

assumed | was negative because | hadn't heard anything. | always have headaches and | have sinus stuff, but | didn't think

| had COVID. We were told that we (the facility) were COVID recovered on [DATE]. | went into Resident #2's room, but they

said she was negative. | go into the residents rooms daily for their social needs, to let them Face Time family members

and to complete my psychosocia assessments. The Social Worker confirmed that her desk and MDS Nurse #4's desk are very

close and are within less than six feet of each other, and that they were not wearing mask while working in their offices.

On [DATE] at 10:15 AM, during an interview, with MDS Nurse #4, she stated that she does not wear her mask when sheis

sitting at her desk. She confirmed that she works daily at a desk that is less than six feet from her co-worker, who just

received her test results that she was COVID positive. The MDS Nurse #4 stated, she assumed that she was negative. She

stated, | have not received my test results from the facility wide testing on [DATE]. | have asked about them, but we were

told that they haven't camein yet. During an interview, with the Corporate Nurse Consultant, on [DATE] at 10:25 AM, stated that
they were going to conduct another facility wide testing of residents and employees today due to the Administrator's

delay in obtaining the COVID test results and that they have completed the HIPPA Right to Fax with the MSDH so that they

can obtain the test results immediately when they have another National Guard facility wide testing event or when their

test results go to the MSDH COVID Lab. Aninterview with the Lab Call Center for COVID-19 Employee #1, on [DATE] at 11:00
AM, she confirmed, that since the facility did not complete the proper information to have the test results faxed to the

facility, they were mailed from the lab department in manila folders to the facility. Employee #1 stated, He

(Administrator) called yesterday for the first time and wanted the facility's lab resultsand | told him that they were

mailed because he had not completed the proper information for the test results to be faxed to him. | asked him if he

wanted to complete the process now and he said no. The SA informed Employee #1 that the Administrator stated that he had
called daily since [DATE] for the COVID test results. Employee #1 stated, It's just me and another lady (Employee #2) here

and we work thisline every day, seven (7) days aweek. | have reviewed the call logs and he has not called here until

yesterday ([DATE]) at 2:30 PM to ask for the facility's COVID test results. The SA spoke with the Lab Call Center for
COVID-19 Employee #2, on [DATE] at 11:25 AM, and she confirmed what Employee #1 stated regarding there had not been any
calls from the facility until [DATE] to request COVID lab results. On [DATE] at 12:30 PM, during an interview, with the
Corporate Nurse Consultant, she stated the Administrator had been suspended and was sent home pending an investigation into this
incident. She stated the facility had requested 220 COV D test swabs and would begin testing 100% of the employees and residents
today ([DATE]). An interview with the ADON, on [DATE] at 1:30 PM, she stated, During our May outbreak, | tested

all the employees and residents. When the lab posted them on-line, we (ADON and DON) would check it daily and notify and

isolate the residents and the staff. Then, when this outbreak occurred on [DATE], the Administrator said that he would

handle all the testing and the Infection Control log because | was doing so many jobs. The National Guard came on [DATE]

and tested everybody and | never saw any results. Me and the DON would ask him (Administrator) and he would say he didn't have
any results. Everybody was asking about their results and the residents were wanting to know as well. During an

interview, with the DON, on [DATE] at 10:15 AM, she stated LPN # 1 and LPN #2 had received a verbal correction for not
wearing their mask, but that she could not find the documentation for it. The DON stated, We have had to stay on those two

(LPN #1, LPN #2) constantly about wearing their mask. We alowed them to wear their own cloth mask, but they were
responsible for cleaning their cloth masks and the employees who chose to wear the cloth mask took them home with them each
night. The DON confirmed the facility did not mandate that the staff wore N95 or surgical masks. The DON confirmed that the
facility's policy stated cloth face coverings were not considered Personal Protective Equipment (PPE) because their

capability to protect the healthcare worker is unknown. An interview with the Corporate Nurse Consultant, on [DATE] at

10:30 AM, revealed, she stated, We would have weekly calls and he (Administrator) would tell us that they (COVID lab test)
were still pending and he said that he had called and checked on them. We had told him to do weekly testing on the

residents and staff and he had not told us that he had not tested again like we had asked him to do. The SA held a

meeting with the facility's DON, the Corporate Nurse Consultant, and the Interim Administrator, on [DATE] at 11:13 AM, and
notified the facility of an Immediate Jeopardy (1J) due to the facility's delay of obtaining COVID test resultsin atimely manner,
which allowed two COVID-19 positive employees to work during this time and exposed other employees and residents to COVID-19.
The facility also failed to wear face masks appropriately and social distance at least six (6) feet apart. Review of the facility's Removal
Plan revealed the facility took the following actions to remove the Immediate Jeopardy: On

[DATE], Mississippi State Health Department Surveyor entered at Diversicare of Southaven for aCOVID Infection Control
Survey and a Complaint Investigation (CI). During observations by the surveyor on the hallways with residents present it

was noted that team members working on the unit were not wearing masks and were not wearing masks appropriately. It was

also noted that team members in offices were not six (6) feet apart and were not wearing masks. The center was delayed in
obtaining COVID test results from facility wide testing on [DATE] and did not obtain the test results until [DATE]. Upon

receipt of the COVID tests it was discovered that the center had two (2) additional positive team members that had worked

with symptoms and had not isolated or taken time off because the facility had not made them aware that they had tested

positive until [DATE], which was 25 days after the COVID test was administered. Measures taken to prevent further spread

of COVID-19 in the center and to be in compliance with Infection control measures are: 1. Quality Assurance meeting

completed on [DATE] at 1135 with plan of correction reviewed including: Identification of team members not wearing PPE
appropriately. Team members were provided with 1:1 education regarding expectation of proper use of PPE at all times while

in facility specific to mask and donning and doffing. Team members were educated on proper PPE that should be donned and
doffed when working in areas of the COVID positive area, COVID observation/monitoring area and the non COVID area of the
facility. It was also identified that COVID test results were not received timely. Results were received and natifications

were completed. Actions taken because of the identified issues were: Rounds will be completed on all three nursing unitsin the
facility (East, West, and Rehab Unit) to monitor for compliance with donning and doffing. Rounds will be completed by

the Interim Administrator, Director or Nursing or the Assistant Director of Nursing and on weekdays and on the weekends.

COVID testing will be completed weekly for all team members and residents/patients (not already COVID positive) for a
minimum of 28 days or until cleared by the Mississippi Stated Department of Health. Monitoring for team members and
residents/patients will continue daily. If any residents/patients develop symptoms of COVID they will be moved to the
observation area. 2. This meeting was held via telephone conference and included: Medical Director, Regional Vice

President- Diversicare, Director of Nursing Services, and Assistant Director of Nursing Services, Director of Nursing
Management Services, and Director of Clinical Operations. 3. Administrator was placed on administrative leave on [DATE] at
approximately 1500 related to delay in obtaining COVID test results. Administrator remains on suspension at thistime

pending investigation of failure to follow up on pending C tests and to complete additional required COVID testing. 4.

COVID 19 testing immediately initiated on [DATE] at 1400 for current residents and team members and testing was ongoing

until complete by the Nursing Management team. All residents COV 1D tests were completed on [DATE]. Team members who work
sporadically will not work until testing is completed. 5. Communication regarding positive and negative COVID results will

be communicated to Department Managers daily in the Daily Connect meeting by the Administrator or Director of Nursing
Services. Responsible Representatives of residents/patients will be notified within 24 hours of the facility receiving

positive COVID test results. This notification will be completed by Diversicare's automated calling system. And the

facility Administration or Director of Nursing Services will notify all team members of their COVID tests results within 24 hours of
receipt - including positive and negative results. 6. At present time the center has atotal of 135 Diversicare

team members, and an additional 25 Health Care Services team members. The center has received 66 COVID test results for

team members that were all negative. And 105 residents/patients have been tested with 75 resulted negative. COVID testing will
continue weekly until 28 days have passed with no positive results. 7. Team member #1 identified to not be wearing

face mask PPE properly wereimmediately re-educated verbally by Assistant Director of Nursing on [DATE] at approximately
1230 regarding the expectation of compliance with use of proper PPE when working in any care area at all times. All team
members were educated on wearing face mask and PPE properly and no employees will be allowed to start an assigned shift

after [DATE] until education has been completed. 8. Team member #2 identified to not be wearing face mask PPE properly were
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immediately re-educated by Assistant Director of Nursing on [DATE] at approximately 1230 regarding the expectation of
compliance with use of proper PPE when working in any care area at all times. 9. Team member #3 and #4, #5, #6 identified
to be working in an office with another employee without wearing mask and not properly 6 feet apart was re-educated
educated by Director of Clinical Operations on [DATE] at 1135 regarding the expectation of compliance with use of proper
PPE when working in any areaat all times and proper socia distancing of 6 feet apart. 10. Director of Nursing Services or Assistant

Director of Nursing Services will monitor daily staff compliance with use of PPE when in care areas and in office areas use of PPE
and proper social distancing and will report
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