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F 0830 Provide and implement an infection prevention and control program.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Level of harm - Minimal Based upon observation, interview and record review the facility failed to ensure that R1's IV (Intravenous) tubing was

harm or potential for actual | capped while not in use, failed to follow droplet precautions, failed to ensure that staff perform hand hygiene while

harm serving food/drinks, and failed to ensure that staff were properly trained on infection prevention in an effort to prevent

the spread of infectious microorganisms, including COVID 19. These failures have the potential to affect 107 residents.
Residents Affected - Some | Findingsinclude; The 6/1/20 census was 107. On 6/1/20 at 9:50am, surveyor inquired why visitors are allowed to touch the
infection control (Covid 19) screening forms and pen (atop of the reception desk) V1 (Administrator) stated That's what we
weretold to do. The (6/2/20) 3rd floor roster includes blue zone (quarantined residents who transferred to the facility)
and grey zone (convalescent Covid + residents). On 6/1/20 at 10:48am, V3 (Licensed Practical Nurse) affirmed that she was
assigned to the 3rd floor and stated The majority on this side are Covid positive. Surveyor inquired what PPE (Personal
Protective Equipment) was required for Covid 19 (negative) residents on the unit V3 stated We use standard precautions.
Surveyor inquired what PPE is required for standard precautions V3 responded Y ou don't even need PPE if they're non-Covid.
The (6/1/20) 4th floor roster affirms R1 and R2 are positive for Covid 19. On 6/1/20 at 11:22am, R1 was lying in bed. A
sign was posted on R1's door which states contact/droplet precautions, keep door closed however her door was wide open.
Surveyor inquired what type of isolation R1 was currently on V8 (Agency Certified Nursing Assistant) responded Droplet.
Surveyor inquired what PPE is required for droplet precautions V8 stated Whatever is in the containers, I'm guessing. R1's
IV (Intravenous) medication tubing (dangling from the pole) was not capped. V8 affirmed [MEDICATION NAME] 2 grams was
hanging from R1's IV pole, surveyor inquired if the attached tubing was capped V8 stated No. On 6/1/20 at 11:44am, R2 was
lying in bed. A sign was posted on R2's door which states contact/droplet precautions, keep door closed however her door
was wide open. Surveyor inquired if R2's door should be closed V9 (Registered Nurse) affirmed her door was open and stated
She didn't close . well actually for the patients we need to know what's going on in the room. On 6/1/20 at 12:21pm, V12
(Certified Nursing Assistant) brought alunch tray into room [ROOM NUMBER] and touched a wheelchair handlebar, she did not
perform hand hygiene. She then brought alunch tray to room [ROOM NUMBER], touched the door handle to enter, touched the
bed controller, and touched the door handle to exit, she did not perform hand hygiene. She subsequently touched prepared
drink cups, surveyor inquired about hand hygiene V12 stated We do it every 2-3 trays. On 6/1/20 at 12:38pm, surveyor
inquired about education provided to staff for (Covid 19) infection prevention V1 stated The previous DON (Director of
Nursing) educated staff at the beginning of April. It wasn't documented, she just was telling everybody about infection
control. We didn't have anybody signing off on it, shejust did it verbally. V23 (Marketing Director) affirmed We didn't
document it, thiswas all being done verbally. Surveyor responded the in-service was not documented? V23 stated Correct. On 6/1/20
at approximately 6:45pm, surveyor received a (3/26/20) in-service attendance sheet titled All IDPH & facility
policies regarding covid 19 no additional in-services were received during this survey. On 6/1/20 at 1:18pm, surveyor
inquired if residents on droplet precautions should have their room doors closed V14 (Consultant) stated The doors are
supposed to be closed. The Coronavirus (Covid 19) Policy (revised 3/20/20) includes; transmission: touching object or
surface with [MEDICAL CONDITION] on it, then touching your mouth, nose or eyes before washing your hands. Use standard
precautions for care with residents with undiagnosed respiratory infections. Post signs throughout the building
describing ways to prevent the spread of germs. Encourage staff hand hygiene according to CDC (Centers for Disease Control)
including before and after resident contact, after contaminated surface and equipment contact.

The (undated) policy titled Care of Resident with Confirmed or Suspected Case of Covid-19 states residents with suspected

or confirmed Covid-19 will have the door in their room kept closed at all times. The (6/1/20) 2nd floor roster affirms

residents in rooms [ROOM NUMBER] are Covid 19 positive. On 06/01/2020 at 11:15am observed rooms 204, 208 and 210 with the
doors open. Asked V19 (Registered nurse) if their doors should be open she stated no, but the residents won't keep them

closed. The (6/2/20) 4th floor roster affirms residents in rooms 401, 402, 403, 405, 408, and 411 are Covid 19 positive. On
06/01/2020 at approximately 11:37am observed doors to rooms 401, 402, 403, 405, 408, 411 open. On 06/01/2020 at 11:45am

asked V2 (Assistant Director of Nursing) should their doors be closed, she stated yes.
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