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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 observations and interviews, the facility failed to establish and maintain an infection control program designed
 to provide a safe, sanitary environment and to help prevent the development and transmission of communicable diseases and
 infections such as Coronavirus disease (COVID-19). Specifically, the facility failed to: -Ensure visitors wore the
 appropriate personal protective equipment (PPE) while visiting a resident in isolation with droplet precautions; and
 -Ensure proper hand hygiene procedures were followed. Findings include: I. Professional references According to the
 Colorado Department of Public Health and Environment, COVID-19 Preparation and Rapid Response: Checklist for Long-Term Care
Facilities, Residents admitted   or readmitted     to the facility should be placed under observation for 14 days with
 transmission-based precautions according to CDC guidance. According to the Centers for Disease Control (CDC) website,
 Preparing for COVID-19: Long-term Care Facilities, Nursing Homes
 https://www.cdc.gov/coronavirus/2019-ncov/hcp/long-term-care.html (Retrieved 5/7/2020): Enter the room of a patient with
 known or suspected COVID-19 should adhere to standard precautions and use of respirator, gown, gloves and eye protection.
 When available, respirators should be prioritized for situations where respiratory protection is most important and the
 care of patients with pathogens requiring airborne precautions. -The PPE recommended when caring for a patient with known
 or suspected COVID-19 includes: respirator or facemask, eye protection, gloves, and gowns. -HCP should perform hand hygiene by
using ABHR (alcohol based hand rub) with 60-95% alcohol or washing hands with soap and water for at least 20 seconds.
 II. Failure to ensure a visitor wore PPE while visiting a resident in isolation with droplet precautions A. Observations
 During a continuous observation on 5/19/19 beginning at 9:27 a.m. a resident room was observed with an isolation cart
 outside in the hallway. The signage on the door indicated the resident was in isolation. A visitor was observed inside the
 resident's room in direct contact with the resident. She left the resident's bedside and stood in the hallway, outside the
 doorway. The visitor was wearing a facial mask. She did not don any other PPE as indicated by the signage on the door.
 Multiple staff members were observed walking past and engaged verbally with the visitor. The staff did not request or
 remind the visitor to don appropriate PPE for a resident in isolation with droplet precautions. B. Staff interviews
 Certified nurse aide (CNA) #1 was interviewed on 5/19/2020 at 9:38 a.m. She said the facility did not allow visitors into
 the facility, except in [MEDICATION NAME] care situations. She said the director of nursing (DON) had to make the final
 approval for visitors. The social worker (SW) was interviewed on 5/19/2020 at 10:15 a.m. She said the resident who had a
 visitor was a resident of the memory care unit. She said the resident had recently been readmitted     to the facility from the hospital.
She said the resident was placed in isolation with droplet precautions for 14 days as a precautionary measure for COVID-19. She
confirmed the visitor inside the resident's room was only wearing a face mask. She said she did not know
 why the visitor was not wearing the appropriate PPE. She said the visitor should don full PPE prior to entering the room.
 She said gloves, gown, face mask and goggles were required to enter the resident's room for any staff and visitors. At
 10:18 a.m. the SW said the DON told her the resident's family had been provided education earlier that week to don full PPE prior to
entering the resident's room. She said a nurse would enter the resident's room and provide additional education to the resident's family.
The nursing home administrator (NHA) was interviewed on 5/19/2020 at 11:17 a.m. He said the facility followed the visitation
recommendations as directed by the CDC. He said the facility allowed visitors in [MEDICATION NAME]
 care situations. He said visitors should wear appropriate PPE, such as a gown, gloves, mask and goggles/face shield when
 entering a resident room in isolation with droplet precautions. He said education had been provided to this particular
 visitor by the nursing staff earlier in the week. He said staff should have reminded the visitor to don the appropriate PPE prior to
entering the room. He said the nursing staff would provide additional education to the visitor. II. Failure to
 ensure proper hand hygiene A. Observations During a continuous observation on 5/19/19 beginning at 9:27 a.m., the following was
observed: -A CNA was observed obtaining ABHR from the wall unit in the resident area hallway. She rubbed it in for four seconds.
She was observed walking down the hallway. Before entering a resident's room, she obtained more ABHR. She rubbed
 it in for six seconds and entered the resident's room. She cleared the breakfast tray, obtained an item for the resident
 and exited the room. She put the breakfast tray on the cart, obtained ABHR and rubbed it in for seven seconds. During a
 continuous observation on 5/19/2020 beginning at 11:29 a.m. the following was observed: -At 12:20 p.m. a CNA was observed
 delivering lunch trays to resident rooms. She entered a resident's room and delivered the lunch tray. She exited the room
 and obtained ABHR. She rubbed it in for seven seconds. -She entered another resident's room and delivered a lunch tray to
 one of the residents. She asked the other resident if she wanted to use the restroom and have lunch. The resident refused
 and she left the room. She did not use hand hygiene after leaving the room. -She entered another resident room with the
 lunch tray. She delivered the tray and left the room. She obtained ABHR and rubbed it in for four seconds. B. Staff
 interviews CNA #1 was interviewed on 5/19/2020 at 9:38 a.m. She said ABHR should be rubbed in until it evaporated. She said she
was not sure how many seconds were required to rub in the ABHR. The NHA was interviewed on 5/19/2020 at 11:17 a.m. He
 said the staff should follow the CDC guidelines for the proper hand hygiene use, including the time to rub in ABHR.
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