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Have aregistered nurse on duty 8 hoursaday; and select aregistered nurseto bethe
director of nurseson afull timebasis.

Based on interview and record review, the facility failed to designate a full-time Director of Nursing (DON) from 5/31/20

t0 6/6/20. The findings included: On 6/6/20 at 1:45 p.m., the Administrator said the Director of Nursing was terminated on
5/30/20. The Administrator said there was currently no DON designated at the facility. A review of the facility most recent staff
roster, updated 6/4/20, failed to reveal a person designated as the DON.

Provide and implement an infection prevention and control program.

Based on observation, interview, and record review the facility failed to safeguard residents well-being by failing to

follow current infection control standards related to COV1D-19 recommendations set forth by Centers for Disease Control and
Prevention (CDC). Refer to https://www.cdc.gov/coronavirus/2019-ncov/hep/long-term-care.html The findings included: 1. On
6/5/20 at 4:12 p.m., Certified Nursing Assistant (CNA) Staff | was observed on the 2nd floor COVID unit dining area with

his N95 respirator positioned under his chin exposing both his nose and mouth. On 6/5/20 at 4:13 p.m., in an interview CNA
Staff | acknowledged the N95 respirator should cover both his nose and mouth. 2. On 6/5/20 at 4:15 p.m., an observation on

the second floor North COVID unit revealed amix of COVID positive residents with residents of undetermined COVID status
(PUI). Resident #43 and Resident #44 had room doors open to the common corridor. A review of the facility COVID-19 roster
revealed Resident #43 and Resident #44 have both tested positive for COVID-19. Resident #50 and Resident #51 had room
door open to the common corridor. A review of the facility COVID-19 roster revealed Resident #50 and Resident #51 are PUIs. 3. On
6/5/20 at 4:20 p.m., an observation on the second floor South COVID unit revealed amix of COVID positive residents

with residents of undetermined COVID status (PUI). Resident #17, Resident #39, Resident #42, Resident #46, Resident #47,
and Resident #48 had room doors open to the common corridor. A review of the facility COVID-19 roster revealed Resident
#17, Resident #39, Resident #42, Resident #46, Resident #47, and Resident #48 have all tested positive for COVID-19.
Resident #52, Resident #54, and Resident #55 had room doors open to the common corridor. A review of the facility COVID-19
roster revealed Resident #52, Resident #54, and Resident #55 are PUls. On 6/5/20 at 4:22 p.m., in an interview the Regional Nurse
acknowledged the residents' room doors should be closed. 4. On 6/6/20 at 1:15 p.m., the North COVID unit had

isolation caddies (storage devices for isolation supplies) on Resident #3, Resident #5, Resident #8, Resident #12, and

Resident #23 room doors. A review of the facility COVID-19 roster revealed Resident #23 was COVID positive. The caddie
lacked the necessary personal protective equipment for treating a COVID positive resident. On 6/6/20 at 1:17 p.m., observed the
resident standing lift was soiled in the North COVID unit. On 6/6/20 at 1:18 p.m. in an interview the Regional Nurse

said the caddies would be removed and the lift would be cleaned.
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