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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, and record review, the facility failed to maintain infection prevention and control
 standards to mitigate the spread of Covid 19 for 4 of 4 nursing units. Direct care staff wore cloth masks, masks were not
 worn properly, isolation rooms were not properly identified with sign, appropriate personal protective equipment (PPE) was
 not utilized for droplet precautions, soiled personal protective equipment was not handled appropriately, and the doors to
 isolation rooms were not kept closed. (Resident 1, 2,3, 4, 5, 6,7) Findings include: 1. On 5/20/20 at 9:56 A.M., Resident 5 was
observed walking in the hallway. Resident 5 was not wearing a mask. 2. On 5/20/20 at 9:35 A.M., the C Hall was
 observed. LPN 11 was observed in the hallway wearing a cloth face covering and the face covering was positioned below LPN
 11's nose. An isolation cart was observed outside of Resident 2's room. The door to the room was closed and there was no
 sign on the door indicating transmission based precautions. On 5/20/20 at 9:46 A.M., QMA 14 was observed to be wearing a
 cloth face mask, on E hall. On 5/20/20 at 9:55 A.M. CNA 1 was observed at the nurse's station on the C/D Hall wearing a
 cloth face covering that was positioned below CNA 1's nose. At that time, CNA 3 and LPN 11 were observed in the C Hall
 wearing cloth face coverings. On 5/20/20 at 10:00 A.M. RN 4 and RN 5 were observed in D Hall wearing cloth face coverings.
 RN 5's cloth face covering was positioned below her nose. On 5/20/20 at 10:59 A.M., CNA 16 was observed to be wearing a
 cloth mask. The cloth mask was not covering her nose. CNA 16 was observed to go into room [ROOM NUMBER] to speak to a
 resident. On 5/20/20 at 11:15 A.M., LPN 6 was observed on Hall C wearing a cloth face covering. At that time, LPN 6
 indicated that a cloth or surgical mask could be worn while caring for residents. LPN 6 indicated that either mask was
 appropriate as there is a shortage of surgical masks at this time. On 5/20/20 at 11:20 A.M., LPN 8 and CNA 10 were observed in B
Hall wearing cloth face coverings. On 5/20/20 at 11:55 A.M. CNA 13 was observed in D Hall wearing a cloth face
 covering. 3. On 5/20/20 at 9:57 A.M., UM (Unit Manager) 15 indicated the residents on the unit were in isolation because
 they were new admissions or had been out of the facility for appointments. UM 15 indicated staff donned a face mask,
 gloves, and gown. UM 15 indicated staff did not utilize eye protection for the residents in isolation. On 5/20/20 at 9: 58
 A.M., the following was observed. room [ROOM NUMBER] with a sign that indicated to see nurse before entry. The door was
 open. room [ROOM NUMBER] with a sign that indicated to see nurse before entry. The door was open. room [ROOM NUMBER]
with a sign that indicated to see nurse before entry. The door was open. room [ROOM NUMBER] with a sign that indicated to see
 nurse before entry. The door was open. room [ROOM NUMBER] with a sign that indicated to see nurse before entry. The door
 was open. Resident 6 was observed to be in his room. Resident 6 was observed to have humidification to a [MEDICAL
 CONDITION]. The door to Resident 6's room was observed to be open. On 5/20/20 at 11:04 A.M., Resident 7 was observed to
 have humidification to a [MEDICAL CONDITION]. The door to Resident 7's room was observed to be open. At that time, UM 15
 indicated the door to Resident 7's room should be closed. 4. On 5/20/20 at 11:06 A.M., CNA 17 was observed to be exiting
 room [ROOM NUMBER]. CNA 17 was rolling up an isolation gown. CNA 17 indicated the facility was reusing gowns and placing
 them in plastic bags. CNA 17 indicated she needed a new bag for her isolation gown. CNA 17 set her used isolation gown down on
the isolation cart and walked away. CNA 17 returned and picked up the isolation gown and placed in a plastic bag. CNA 17 indicated
they only used a different mask for each isolation room. CNA 17 removed her mask and placed it in the bag with
 the isolation gown. CNA 17 then placed a clean mask on. No hand hygiene was observed. On 5/20/20 at 10:30 A.M., the DON
 indicated the residents on isolation on the G/H/I Unit were in droplet and contact isolation. The DON indicated they were
 not donning face shields as PPE (Personal Protective Equipment) for the residents in isolation unless they had signs or
 symptoms of Covid-19. The DON further indicated the doors to those rooms should be closed. The DON indicated that surgical
 masks were preferred but the direct care staff could wear cloth masks if they were out of surgical masks. The DON indicated she
believed they just received a shipment of surgical masks on the prior day (5/19/20). The DON indicated the door should
 be closed to rooms of residents who received humidification to their tracheostomies. On 5/20/20 at 12:20 P.M., the DON
 indicated isolation masks and gowns should be stored separately.

 5. On 5/20/20 at 9:36 A.M. the ATI (Administrator in Training) indicated that Resident 2 was in isolation due to leaving
 the facility for a physician's appointment and returning. Hall D was observed on 5/20/20 at 9:37 A.M. and an isolation cart was
observed outside of Resident 3's room. There was no sign on the door indicating transmission based precautions. CNA 1
 indicated that Resident 3 was in isolation because the resident had been out of the facility for an appointment. At that
 time, CNA 1 was observed wearing a cloth face covering and the face covering was positioned below CNA 1's nose. On 5/20/20
 at 9:48 A.M. the B Hall was observed. LPN 2 was observed wearing a cloth face covering at that time. LPN 2 indicated that
 Resident 1 was currently in isolation after admission from another facility a week ago. Resident 1's room was observed at
 that time. The door to Resident 1's room was open to the hallway and the isolation cart was positioned inside of the room
 in front of the closet door. There was no sign present on Resident 1's door indicating transmission based precautions. At
 11:05 A.M. on 5/20/20 an isolation cart was observed outside of Resident 4's room. There was no sign on Resident 4's door
 indicating transmission based precautions. At that time, the AIT indicated that Resident 4 had been placed in isolation
 after leaving the facility to the Emergency Department. On 5/20/20 at 10:35 A.M., the DON (Director of Nursing) indicated
 that if a resident is sent out for an essential appointment that they are placed in isolation upon their return. She
 indicated that isolation includes both droplet and contact precautions and the appropriate PPE should be worn while caring
 for the resident. The DON indicated that the resident must remain in their room with the door closed to the hallway and if
 the resident needs to leave their room, they must wear a mask. On 5/20/20 at 12:09 P.M., the AIT provided the current AHCA
 (American Health Care Association)/NCAL (National Center for Assisted Living) Guidance: Accepting Admissions from Hospitals
During COVID-19 Pandemic revised 3/30/20. The guidance included, but was not limited to: Patients should be tested   for
 COVID before hospital discharge; if not tested  , they should be assumed to be COVID positive based on CDC data showing the high
proportion of COVID positive elderly who are asymptomatic. On 5/20/20 at 12:09 P.M., the AIT provided the ISDH
 COVID-19 Information for Long Term Care Facilities. The information included, but was not limited to: Only essential
 providers should come in direct contact with patients. Those essential providers should wear a surgical mask for the
 duration of their shifts. 3.1-18(b)
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