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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 - Minimal Based on observation, interview, and record review the facility failed to implement facility policy and procedures to
harm or potential for actual | ensure hand washing/hand hygiene between glove chnages and use of PPE for transmission-based precautions in accordance with
harm guidelines established by Centers for Medicare and Medicaid Services (CMS) and Centers for Disease Control and Prevention

(CDC,) for the prevention of COVID 19 transmission. These failures placed residents on two of four units at risk for
Residents Affected - Some | exposure to COVID-19 and other communicable iliness. Findingsinclude: During the entrance interview on 5/5/20 the facility
Administrator and the DON (Director of Nursing) said the facility currently had an outbreak of COVID-19 infection and all
residents were tested . The administrator said the 400 hall was now clear with all residents asymptomatic for 17 days. The
transitional care 200 hall was empty. The 400 Hall was a secured special care unit primarily for care of residents with
dementia and was COVID-free. The 400 hall had dedicated staff with a separate entrance and break room. The 300 hall was
used as the isolation wing. The DON identified 16 residents on isolation droplet precautions and residents who have

resolved COVID and are considered recovered on the 300 hall. The DON identified 4 residents on the 400 hall and 1 resident

on the 100 hall who recovered. The DON said CDC (Centers for Disease Control and Prevention) now required 10 days after
last symptom to be considered recovered but the facility waits 14 days. DON said most of the residents are nearing the end

of the 14 days. On 5/5/20 at 10:30 AM during observation on the 100 hall housekeeper HK 1 exited resident room [ROOM
NUMBER], placed soiled cleaning cloths in a bag on the housekeeping cart and removed his’her gloves. Without washing hands
or using alcohol based hand rub (ABHR), HK1 put on new gloves, prepared a mop and re-entered room [ROOM NUMBER] to mop

the

roor.aI;(Kl wore afacemask. At 10:45 AM observation revealed HK 1 exited resident room [ROOM NUMBER] wearing the
facem

and gloves. HK1 placed the cleaning cloths in the bag then while wearing the same gloves, reached into his’her pocket to

get the keys for the housekeeping cart. HK1 got clean cleaning cloths from the cart then removed hig/her gloves. HK1

applied new gloves without first washing hands or using ABHR between glove changes. At 10:47 AM HK1 took a garbage bag to

the trash bin on the housekeeping cart. HK 1 refreshed the mop in the mop bucket and wrung the mop with the wringer device

on the bucket then went back into room [ROOM NUMBER]. At 10:55 AM HK1 exited the room. HK1 spoke briefly with surveyor
then went directly to room [ROOM NUMBER] to clean. HK1 put on new gloves without hand washing or ABHR. When HK 1 exited
room

[ROOM NUMBER] he/she agreed to an interview. HK 1 said he/she worked at the facility for only one week. HK 1 said he/she

received orientation and instruction regarding the job requirements including infection control. HK1 said he/she changed

the mop water after about every four rooms but had to change the mop water after every room if they were isolation rooms.

HK1 1 was asked if he/she washed hands or did wearing gloves replace hand washing. HK1 responded | do have this and showed

asmall bottle of ABHR that was on the housekeeping cart. Surveyor asked HK1 when he/she would use the hand sanitizer and

HK1 said | am not afan of the sanitizer, it dries out my hands. | prefer to wash my hands. When asked if hand hygiene was

required between glove changes HK 1 said yes it was but he/she preferred to wash hig’her hands. Surveyor informed HK1 that

he/she was not observed to wash hands and HK 1 responded | have not and further stated as he/she pulled back aglove | can

still smell it on my hands. | do not care for the sanitizer gel. When informed HK 1 was not observed to wash his /her hands, HK1 said
he/she had not. When asked where he would wash his’her hands HK 1 said any bathroom or the staff breakroom. HK1

said he/she took four breaks aday so HK1 said he/she washed hands about 20 times a day. On 5/5/20 at 1:00 PM The DON

(Director of Nursing) was informed of the observations and interviews with HK1 and RCM 1. DON said she knew HK1 was new to

the job but completed facility and job orientation and was expected to wash hands or use ABHR whenever indicated. DON

confirmed hand washing or use of ABHR was required between glove changes. The DON said measures to address the COVID-19
spread were communicated to all staff. DON said she could not explain RCM1's interview responses. DON said RCM1 and
re-educate if needed. At 11:25 AM licensed nurse (LN1) screened surveyor for re-entrance to facility at the 400 unit. LN1

pointed out the ABHR and directed that a face mask must be worn at al times. The 400 hall (dementia unit) was separated

from the rest of the facility by closed cross-corridor doors. At 11:35 AM a staff member walked through the doors from the

300 hall. Nursing assistant (NAC1) immediately followed the staff down the hall and checked her temperature. Surveyor

interviewed the staff member who said she was the Resident Care Manager (RCM1). When asked if she came from the 300 hall,

RCM1 said she did. RCM1 said she was RCM for part of 300 hall and for the 400 unit and her office was on the 300 hall. When
asked if it was OK to breech the separation for the 400 unit by opening the cross-corridor doors, RCM1 said | probably

should have gone around to the courtyard entrance. RCM 1 further said It has just not been made clear what is expected. RCM 1 said
she wore amask and did not routinely do direct care and wore PPE when she did. NAC1 said anyone who came onto the 400 unit
from the 300 unit should put on agown. NAC1 said the 400 unit was COVID-free. Observed care on 5/5/20 at 4:20 PM

outside room [ROOM NUMBER] had signage indicating droplet precautions: facemask, eye protection, gown and gloves. Two signs
posted inside the room indicated droplet precautions sand enhanced barrier precautions. For enhanced barrier precautions

staff must also wear gloves and a gown for the following high-contact resident care activities; dressing, bathing,

transfers, and linen changes. The order to don (put on) was posted: gown, mask, goggles, gloves and to doff (remove)

gloves, goggles, gown, and finally the facemask. A gown hung on a hook in the room labeled NAC. NAC2 put asurgical face

mask on over the mask she already wore. Next NAC2 donned a gown. RCM2 brought goggles and face shields to the unit. NAC2

donned the face shield and finally gloves then entered the room [ROOM NUMBER]. When NAC2 exited the room, she removed the
outer mask and face shield, then the gown, and finally the gloves. CNA2 hung the gown in the room on top of the gown that

hung on the hook and finally removed the gloves. Surveyor quetioned and RCM2 cued NAC2 to discard both gownsin the room

and directed staff to remove any gowns hanging in the rooms at the beginning of their shift to start with a clean gown.

RCM?2 explained that she was on the unit watching the staff to ensure compliance with transmission-based precautions

(isolation/precautions) because the facility had new staff and had known COVID positive residents were recovering on the

unit. At 5:00 PM on 5/5/20 observation revealed two isolation carts between resident rooms [ROOM NUMBERS]. As NAC2 doffed

PPE to exit room [ROOM NUMBER] NAC2 removed the face shield and placed it in top of an open box of gloves on top of the

isolation cart. NAC3 was preparing to enter the room next door and asked NAC2 if she was done with it (referring to the

face shield). NAc2 said yes she was finished with it. When surveyor asked if it was sanitized, NAC2 said no it was not.

NAC?2 said she did not know NAC3 planned to use the face shield right at that time before she sanitized it. When asked where the
face shield should be stored while awaiting sanitization, NAC2 said she should have placed a barrier on top of the cart first. NAC2
said she thought she contaminated the gloves too. NAC2 consulted RCM2 who directed to discard the opened box of gloves. NAC3
was observed to don gloves first then face shield and gown. When asked about the order to don PPE NAC3 said

last week the corporate nurse instructed staff to don glovesfirst. In an interview at 5:15 PM on 5/5/20 the facility

Infection Preventionist (IP) confirmed the prior week, the corporate nurse gave contradictory and confusing instruction to
the staff regarding donning and doffing PPE. IP said staff should don and doff PPE according to the posted instructions. IP said the
posted instructions were consistent with the current CDC guidelines. At 5:25 PM the DON concurred with |P and told IP to direct
staff to follow the instructions posted by the facility to don and doff PPE.
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