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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 review of guidance from the Centers for Disease Control and the Pennsylvania Department of Health, as well as
 observations and staff interviews, it was determined that the facility failed to ensure that staff performed proper hand
 hygiene and wore appropriate personal protective equipment when providing care on two of five designated COVID-19 units
 observed (Building Six - First and Second Floor). Findings include: Guidance from the Centers for Disease Control (CDC - a
 national health protection agency) regarding the use of Personal Protective Equipment (PPE - protective garments and/or
 equipment designed to protect the body from infection or injury) for Coronavirus Disease 2019 (COVID-19 - an infectious
 disease caused by [MEDICAL CONDITION], that can cause fever, cough, fatigue and/or breathing problems), dated May 22, 2020,
included that when caring for a person with confirmed or suspected COVID-19, the caretaker was to use an N-95 respirator (a face
mask designed to achieve a very close facial fit and very efficient filtration of airborne particles), gloves, an
 isolation gown and eye protection, and that the preferred PPE for eye protection was a face shield or goggles. The
 Pennsylvania Department of Health - Health Alert Network (PAHAN) 509, updated May 29, 2020, included that residents with a
 positive COVID test, who are within the parameters for transmission-based precautions, were to be placed in a Red Zone and
 that full PPE was to be worn when caring for these residents. Interview with Employee E3 on June 18, 2020, at 9:40 a.m.
 revealed that the first and second floors of Building Six were designated as COVID-19 units and all residents residing on
 the two floors had tested   positive for COVID-19, and all staff entering the COVID-19 units were required to wear an N-95
 mask, an isolation gown and eye protection, and that gloves were required when entering a resident's room. Employee E3 also stated
that both units had residents with dementia (progressive [MEDICAL CONDITION] disease of the brain). Observations on
 the first floor of Building Six on June 18, 2020, at 9:45 a.m. revealed that one resident was walking in the hallway, there were seven
residents in the dining room and eight residents in the activity room. At 9:45 a.m. Employee E4 was standing in
 the hallway, documenting on the wall kiosk, while wearing an isolation gown and a red cloth facemask. Interview with
 Employee E4 at that time revealed that the facility provided him/her with training regarding what PPE to wear in a COVID
 unit (an N-95 mask, isolation gown, and eye protection) and provided him/her with an N-95 mask, but he/she had not been
 using it because he/she had a problem with it (gestured, pointing to his/her nose). Observations on the first floor of
 Building Six on June 18, 2020, at 10:15 a.m. revealed that Employee E5 was mopping the floor of the dining room. There were seven
residents seated in the dining room (appropriately distanced). Employee E5 was wearing a blue cloth facemask and
 gloves, and was not wearing a gown and eye protection. Interview with Employee E5 at that time revealed that he/she was
 wearing complete PPE earlier, but had to remove it because it got hot. Employee E5 stated that he/she would put it back on
 after he/she was done mopping the floor. Observations on the first floor of Building Six on June 18, 2020, at 10:30 a.m.
 revealed that Employee E6 was standing in front of the activity room while wearing an isolation gown and a black printed
 cloth mask with an air valve. Interview with Employee E3 on June 18, 2020, at 10:33 p.m. revealed that Employee E6 informed
him/her that the mask he/she was wearing was an N-95 mask. Observations on the second floor of Building Six on June 18,
 2020, at 10:40 a.m. revealed that two residents were seated in front of the nursing station and one resident was wandering
 in the hallway approaching staff. Employee E7 approached the surveyor to introduce himself/herself. Employee E7 was wearing an
N-95 mask, but was not wearing a gown and eye protection. Interview with Employee E7 on June 18, 2020, at 10:41 a.m.
 confirmed that staff in the COVID unit were required to wear a gown and eye protection. Observations on the second floor of
Building Six on June 18, 2020, at 10:50 a.m. revealed that Employee E8 was seated in the nursing station with a surgical
 mask on. Employee E8 was not wearing an N-95 mask, a gown and eye protection. Interview with Employee E8 at that time
 revealed that from his/her understanding, complete PPE (N-95 mask, gown, eye protection and gloves) were to be worn only
 when inside a resident's room, due to close contact with the resident. The surveyor asked Employee E8 if the resident
 seated by the nursing station in front of Employee E8 was considered a close contact, and Employee E8 responded, I guess, I should
have, I don't know. Observations on the second floor of Building Six on June 18, 2020, at 10:59 a.m. revealed that
 Employee E9 was in the hallway pushing an activity cart while wearing a black cloth mask. Employee E9 was not wearing a
 gown and eye protection. Interview with Employee E9 at that time revealed that he/she was wearing complete PPE earlier when
he/she entered a resident's room, but he/she took it off upon leaving the room. While interviewing Employee E9, a confused
 resident who was wandering in the hallway approached both Employee E9 and the surveyor and started talking to Employee E9.
 The employee stroked the resident's left arm then continued to pat the resident's back with his/her left hand. Without
 performing hand hygiene, Employee E9 then wiped his/her left face with the same hand he/she used to touch the resident.
 Interview with Employee E3 on June 18, 2020, at 11:10 a.m. confirmed that the staff should have worn complete and correct
 PPE when entering the first and second floors of Building Six. 28 Pa. Code 201.14(a) Responsibility of licensee. 28 Pa.
 Code 201.18(b)(1)(e)(1) Management. 28 Pa. Code 211.12(d)(1)(5) Nursing services.
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