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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, record review, and a review of facility documentation, it was determined that the facility failed to
ensure a.) appropriate transmission-based precautions and infection control practices were implemented and
 practiced by staff providing caring for residents on a unit that contained COVID-19 positive and COVID-19 negative
 residents, b.) used gowns were continuously worn by staff assigned to provide care for residents that were confirmed
 positive for COVID-19 and residents that were non-ill, Asymptomatic, c.) staff practiced appropriate hand hygiene to
 prevent the spread of infection according to the Center for Disease Control and Prevention, d.) staff working at the
 facility had knowledge of the residents who were pending COVID-19 testing results, and e.) available gowns were easily
 accessible to nursing and housekeeping staff. This deficient practice was observed during a tour of 3 of 3 operating
 nursing units (1 East/dementia care unit, 2 West, and 2 East) conducted on [DATE]. The residents identified in the
 deficient practice included; Resident #1, #2, #3, #4, #5, #6, #7, #8, #9, #10, #11, #12, #13, #14, #15, #16, #17, #18, #19, #20, #21,
#22, #23, and Resident #24, 24 residents who were COVID-19 positive, pending COVID testing results, or
 Asymptomatic out of the 82 residents who resided in the facility on [DATE]. A review of the facility's COVID-19 Summary
 Report dated [DATE] and timed at 10:00 AM indicated that there was a total of 34 residents on the line list, 20 of the
 residents had been confirmed COVID-19 positive. Out of the 20 residents that had been confirmed COVID-19 positive, eleven
 residents resided in the facility on [DATE]. Six residents were pending COVID-19 testing results. A total of six residents
 had also been hospitalized  . A further review of the facility's COVID-19 Summary Report indicated that 14 staff members
 were included on the line list, and seven of those staff members had tested   positive for COVID-19. Surveyor observation
 and interview revealed that nursing and housekeeping staff were provided one re-usable washable gown and one N-95
 respiratory mask at the start of their shift and that gowns were not easily accessible on the units where residents who
 were confirmed and presumed positive for COVID-19 resided. During the tour on the designated COVID-19 unit (2 East), it was
identified that a Certified Nursing Aide (CNA) and a Licensed Practical Nurse (LPN) shared an assignment. This assignment
 consisted of a mix of confirmed positive COVID-19 residents and Asymptomatic COVID-19 negative residents. The CNA was
 observed wearing the same yellow gown and not performing appropriate infection control practices while going from COVID-19
 positive to COVID-19 negative resident rooms. Further observation and interview revealed that staff were unaware of
 residents who were pending COVID testing results and were entering the symptomatic (pending results of COVID-19). The staff
identified above wore the same washable yellow gown and did not perform appropriate infection control practices between
 symptomatic (having signs and symptoms ) and non-ill, Asymptomatic residents who resided on that unit (1 West). The
 interviews conducted with multiple staff members throughout the facility confirmed that staff were continuously wearing the same
washable yellow gown while caring for Asymptomatic (non-ill), symptomatic (pending results and COVID-19), and positive COVID-
19 residents throughout their shift. The surveyor further observed inappropriate hand hygiene practices by the
 housekeeping staff on the unit (1 East). Facility provided documentation dated [DATE], identified that 3 out of 20
 residents (6.7 %) who were confirmed positive for COVID-19 had expired between [DATE] to [DATE]. The facility's failure to
 ensure that proper infection control practices were implemented and adhered to resulted in the exposure of a [MEDICAL
 CONDITION], Covid-19, during an outbreak. It was determined that the provider's noncompliance with one or more requirements of
participation has caused, or was likely to cause, serious injury, harm impairment or death to residents. The Immediate
 Jeopardy (IJ) was related to 480.80 Infection Control. The Director of Nursing (DON), Administrator, and Chief Operating
 Officer were made aware the IJ existed for the residents who resided in the facility on [DATE], at 7:50 PM. The immediacy
 was removed on [DATE] on 4:45 PM based on an acceptable removal plan that was implemented by the facility and verified
 during an on-site revisit survey conducted on [DATE]. The evidence was as followed: On [DATE] at 10:00 AM to 10:30 AM, the
 surveyor conducted the entrance conference with the Director of Nursing (DON) in the presence of the Administrator and
 Chief Operating Officer. The DON stated that the facility currently had eleven residents that were COVID-19 positive (C19+) and
one C19+ resident in the hospital. The DON told the surveyor that all the C19+ residents were located on the long
 hallway on 2 East. The DON further stated that six residents altogether were pending COVID- 19 testing results, four of the residents
resided in the facility, and two of the residents were currently in the hospital. The DON stated that there were
 three resident deaths related to COVID-19. The DON further stated that fourteen staff members presented with possible signs and
symptoms of COVID-19, they were all tested  , and seven of them came back positive for [MEDICAL CONDITION]. The
 surveyor asked the DON what Personal Protective Equipment (PPE) the facility was utilizing. The DON told the surveyor that
 the facility currently had an adequate amount of PPE (gowns, gloves, N95 masks, surgical masks, and face shields). The DON
 stated that the facility had 450 washable PPE gowns that were in circulation. She stated that the staff would receive one
 at the beginning of their shift and return it at the end of their shift to be laundered. The DON stated that the staff
 received N95 masks, which they would put in a brown paper bag at the end of their shift, and the N95 masks would be used
 for five to seven days depending upon how frequently the staff member worked. The surveyor asked what the staff would do if they
needed more PPE equipment. The DON stated that they could come to her or an Administrator for a replacement. She
 stated, They know the procedure. If it becomes soiled, ripped, or damaged, it is replaced. On [DATE] at 11:44 AM, the
 surveyor entered the first-floor locked dementia unit. The surveyor observed the 7:00 AM -3:00 PM Licensed Practical Nurse
 (LPN)#1 pull her medication cart into Resident #1 and Resident #2's room to make space for staff transporting Resident #3
 in his/her bed from the unit. The surveyor observed that Resident #3 was wearing a surgical mask placed over his/her face,
 and the surgical mask was covering the resident's mouth, leaving the residents nostrils exposed. The surveyor interviewed
 the staff member transporting Resident #3, who identified himself as the Housekeeping Director (HKD). The surveyor asked
 the HKD why he was transferring the resident, and the HKD stated that he didn't know why he was told to bring the resident
 to the second floor. The HKD was observed wearing a yellow washable gown, N95 mask, and gloves. No surgical mask or face
 shield was observed on the HKD. The surveyor then interviewed the dementia unit ,[DATE] LPN#1, who stated that Resident #3
 had a fever of 103.4 degrees Fahrenheit (F) and was suspected of being C19+, so they were transferring the resident to the
 second floor where the other C19+ residents resided. At 11:57 AM, the surveyor interviewed the dementia unit 7:00 AM -3:00
 PM Certified Nursing Aide (CNA) #1, who was observed wearing a yellow washable gown, N95 mask, and face shield. The ,[DATE]
CNA #1 stated that the census on the unit was 33 residents, and today they had one nurse and two CNA's working. The ,[DATE] CNA
#1 stated that signs and symptoms of COVID-19 were fever, cough, shortness of breath, and diarrhea. The ,[DATE] CNA #1
 further stated that when the facility found out a resident who resided on the floor tested   positive for COVID-19, the
 resident would be transferred to the second floor. Then the roommate of the resident who was identified as positive would
 be placed on transmission-based precautions because the resident was exposed. The surveyor asked the ,[DATE] CNA #1 what
 PPE she was expected to wear while providing care for the residents on the unit. The ,[DATE] CNA #1 stated that as soon as
 she entered the facility, her temperature would be taken and was given an N95 mask, a face shield, and a washable yellow
 gown. The ,[DATE] CNA #1 stated that she was given the N95 mask and washable yellow gowns about seven days ago when another
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 facility affected by COVID-19 residents was on the news. The ,[DATE] CNA #1 stated prior to that she was provided with a
 blue surgical mask. The ,[DATE] CNA #1 told the surveyor that prior to the implementation of the washable gowns and N95
 masks, the staff were entering the resident's rooms on the first-floor dementia unit who had sign and symptom of COVID-19.
 The ,[DATE] CNA #1 stated that she didn't find out the residents were positive until they were moved to another unit
 upstairs, but the staff had been taking care of the residents while they were symptomatic without the appropriate PPE. The
 ,[DATE] CNA #1 stated, We had a lot of people coughing in our faces, and we didn't have the masks. The ,[DATE] CNA #1
 stated that she was given one washable yellow gown upon entering the facility, which was worn all day and then handed in at the end
of the shift. The ,[DATE] CNA #1 stated that just today, she had gone into a resident's room who was suspected of
 being C19+ because of a high fever and that resident (Resident #3) was just moved to the second floor. The ,[DATE] CNA #1
 stated that after she went into that resident's room, she had then entered other resident rooms that were Asymptomatic of
 [MEDICAL CONDITION] and still had on the same gown. At 12:12 PM, the surveyor observed the dementia unit ,[DATE] LPN #1
 standing outside of a resident's room at her medication cart, not wearing an N95 mask or surgical mask. The surveyor
 interviewed the dementia unit ,[DATE] LPN #1, who stated that she was so hot, and she couldn't breathe, so she had to take
 the mask off. The surveyor then observed the ,[DATE] LPN #1 apply the N95 mask. The surveyor asked the dementia unit
 ,[DATE] LPN #1 when she had first received the N95 mask and gown. The ,[DATE] LPN #1 replied that it was about a week or a
 week and a half ago when another facility affected by COVID-19 residents was on the news. The ,[DATE] LPN #1 stated that
 before that, the nurses working on the unit were given surgical masks to wear and had no gowns. This statement corroborated with
the statement made by the dementia unit ,[DATE] CNA #1. The ,[DATE] LPN #1 stated that the facility would give each
 nurse an N95 mask to be worn for seven days. The ,[DATE] LPN #1 explained that at the end of her shift, she would return
 the N95 face mask, and it would be stored in a brown paper bag along with the face shields. The ,[DATE] LPN #1 further
 stated that she would return her washable yellow gown at the end of the day as well and then pick up her designated N95
 mask, face shield, and a new gown at the start of her next shift. The ,[DATE] LPN #1 stated that she was not removing the
 gowns while caring for residents on the first-floor dementia unit and going room to room with the same gown on. The ,[DATE] LPN
#1 stated, None of us are, but I can only speak for myself. At 12:21 PM, the surveyor observed the Housekeeper (HK) on
 the dementia unit enter Resident #5 and Resident #6's room without performing hand hygiene prior to entering the room. The
 surveyor further observed the HK exit the resident's room without performing hand hygiene and then enter the room of
 Resident #7. The surveyor observed that the HK was wearing a yellow washable gown and a blue N95 mask. The HK was not
 observed wearing a surgical mask or a face shield. The HK stated that her responsibility was to collect garbage, wipe down
 and disinfect areas such as bedrails, keypads, door handles, and the nurse's station three times a day. The HK stated that
 she never changed her gown throughout the day. The HK stated that she did not go to the second floor, where the C19+
 residents were located. The HK could not speak to which residents on the unit were symptomatic or pending test results for
 [MEDICAL CONDITION]. The HK further stated that she was to use an alcohol-based hand rub before entering the resident's
 rooms and then wash her hands when she was done cleaning the resident's rooms. On [DATE] at 12:35 PM, the surveyor entered
 the first-floor unit, which contained rooms 124D-154W. At 12:40 PM, the surveyor interviewed the 7:00 AM - 3:00 PM CNA #2,
 who stated that she received a mask and face shield in the morning, which she would keep until it got soiled. The ,[DATE]
 CNA #2 stated that she also received a yellow washable gown every day upon entering the facility, which was tuned in at the end of
the day and then laundered. The ,[DATE] CNA #2 stated that she was going room to room wearing the same PPE with
 residents that were infected, symptomatic, and Asymptomatic. The ,[DATE] CNA #2 stated, We don't have enough. The surveyor
 asked who said that? How do you know you don't have enough PPE? The ,[DATE] CNA #2 stated that the staff just assumed that
 because we weren't getting the PPE equipment. The ,[DATE] CNA #2 told the surveyor that for about two weeks now, the staff
 had been provided with washable gowns and N95 masks, and she was unaware of any event that precipitated the administration
 of the gowns and N95 masks. The ,[DATE] CNA #2 stated that before the gowns and N95 masks, the staff were wearing surgical
 masks and gloves while providing care to the residents. The ,[DATE] CNA #2 further stated that the management gave the
 staff three different N95 masks to choose from, and she chose her mask, based off of comfort and style. The ,[DATE] CNA #2
 stated that she would perform hand hygiene before and after entering a resident's room. At 12:50 PM, the surveyor
 interviewed the ,[DATE] LPN #2, who stated that she was a per diem nurse, and this was only her second day working at the
 facility the past month. The ,[DATE] LPN #2 stated that when she came to work, she got her temperature taken and was given
 the same N95 mask and face shield that she had worn yesterday. The ,[DATE] LPN #2 stated that the face shield must be worn
 when entering the resident's room, and the gown was washable and changed out daily. The ,[DATE] LPN #2 stated the other PPE like
the N95 mask and face shield was changed out weekly. The ,[DATE] LPN #2 stated that to her knowledge, there were no
 C19+ residents who resided on the unit, and as soon as a resident tested   positive, they were moved upstairs. The ,[DATE]
 LPN #2 did not speak of residents on the unit that were pending COVID testing results. On [DATE] at 1:00 PM, the surveyor
 entered the second floor. The second-floor unit contained two hallways with a nurse's station in the center. One hallway
 the surveyor was told was where residents that were C19+ resided, and the other hallway was where COVID-19 negative (C19-)
 residents resided. The surveyor observed C19+ Resident #8 and Resident #9 sitting upright in bed in their room. The
 surveyor observed a staff member sitting on Resident #9's bed and feeding the resident lunch. The staff member had her face shield
up and was observed wearing an N95 mask, gloves, and a washable yellow gown. The surveyor did not observe that the
 staff member was wearing a surgical mask over her N95 mask. The surveyor further observed that there was no sign on the
 resident's door indicating that the resident was C19+, and no PPE was attached to the resident's door or located outside of the room in
accessible bins. A review of the line listing and the facility census by room number indicated that Resident #8 and Resident #9 were
C19+. At 1:01 PM, the surveyor observed C19+ residents, Resident #10 and Resident #11 C19+, in their
 bedroom. The surveyor observed a stop sign on the door of the resident's room and a PPE bin, which contained no assessable
 PPE hanging on the resident's door. The surveyor overheard the Resident #10 cough. Both residents observed were not wearing face-
masks in the room. A review of the line listing and the facility census by room number indicated that Resident #10 and Resident #11
were C19+. At 1:02 PM, the surveyor observed C19+ Resident #12 lying in bed in his/her room wearing a face
 mask. There was no stop sign outside of the door, indicating the resident in the room was C19+. The surveyor further
 observed that the PPE holder attached to the door of the resident's room contained a box of gloves. A review of the line
 listing and facility census indicated that the Resident #12 was C19+. At 1:03 PM, the surveyor further observed a C19+
 Resident #13 in his/her room watching television. The resident was not observed wearing a face- mask. The surveyor observed that
there was a stop sign on the door and a PPE holder that contained gloves. A review of the line listing and facility
 census indicated that Resident #13 was C19+. At 1:05 PM, the surveyor observed a C19+ Resident #14 in his/her room. A stop
 sign was observed at the door, and the PPE bin hanging on the door contained gloves. A review of the line listing and
 facility census indicated that Resident #14 was C19+. At 1:10 PM, the surveyor observed the second floor 7:00 AM - 3:00 PM
 CNA #3 walk into C19+ Resident #15's room. The surveyor observed the ,[DATE] CNA #3 apply a pair of gloves and take the
 garbage outside of the room. The surveyor did not observe the ,[DATE] CNA #3 perform hand hygiene before entering or
 exiting Resident #15's room. The surveyor observed the ,[DATE] CNA #3 tie the garbage bag while walking outside of the
 resident's room wearing the same gloves she applied inside of the room. The surveyor then observed ,[DATE] CNA #3 walk down
the hall and opened the door to the soiled utility room to throw away the garbage. The surveyor observed the ,[DATE] CNA #3
remove her soiled gloves upon entering a C19+ Resident #10 and Resident #11's room without performing hand hygiene and
 without donning a new pair of gloves. The ,[DATE] CNA #3 was observed moving around items on the overbed table of Resident
 #10. The CNA #3 exited the room without performing hand hygiene and entered C19+ Resident #16's room and washed her hands
 inside that room for 15 seconds. At 1:14 PM, the surveyor interviewed with the second floor ,[DATE] CNA #3, who stated that the
census on the second floor was 22. The ,[DATE] CNA #3 stated that one of the hallways was for the C19+ residents, and
 the other hallway was for the C19- residents. The surveyor asked the ,[DATE] CNA #3 how many residents resided in the unit
 who were positive for COVID-19. The ,[DATE] CNA #3 stated that she wasn't quite sure, maybe four to five, because the
 residents were being moved back and forth. The ,[DATE] CNA #3 stated, So I'm always getting the fresh infected ones. The
 ,[DATE] CNA #3 stated that the signs and symptoms of [MEDICAL CONDITION] varied from resident to resident. The ,[DATE]
CNA
 #3 stated that some residents would have nausea, vomiting, anorexia (not eating), and some had respiratory symptoms such as
coughing. The ,[DATE] CNA #3 explained to the surveyor that in the morning, when she arrived at work, her temperature was
 taken and then received her mask, face shield, and gown. The ,[DATE] CNA #3 stated that she wore the same gown all day and
 then, at the end of the day, would remove the gown to be washed by the facility. The ,[DATE] CNA #3 further stated that she would
wear the N95 mask until it was soiled and would get a new one every two to three days. The ,[DATE] CNA #3 stated that she received
the N95 mask on Monday ([DATE]). The ,[DATE] CNA #3 further stated that she was the only CNA working on the
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 unit and was taking care of the C19+ and C19- residents on the floor. The ,[DATE] CNA #3 stated that she was to wash her
 hands for 15 seconds before entering and exiting the resident's rooms. At 1:26 PM, the surveyor interviewed the second
 floor, 7:00 AM - 3:00 PM LPN #3, who stated that she was the full-time nurse working on the unit. The ,[DATE] LPN #3 stated that
signs and symptoms of COVID-19 varied from high fever, coughing, shortness of breath, and gastrointestinal (stomach)
 symptoms. The ,[DATE] LPN #3 stated that she would send the resident who was C19+ to the hospital if the person was not
 eating and had difficulty breathing. The ,[DATE] LPN #3 stated that it was the third week that she was wearing PPE because, at first,
the staff wasn't allowed to because the management stated that the residents weren't infected, and it wasn't
 necessary. The surveyor asked the ,[DATE] LPN #3 when she was issued the N95 mask. The ,[DATE] LPN #3 stated, Last week,
 today was the fifth day, so today they gave everyone a new one. The ,[DATE] LPN #3 further stated that today two nurses
 were working on the unit and one CNA. The ,[DATE] LPN #3 stated that the staff was given one gown at the beginning of their
shifts, which they would wear all day. The ,[DATE] LPN #3 stated that the 7:00 AM - 3:00 PM CNA #3 was wearing the same
 gown while taking care of the C19+ and C19- residents on the unit. The ,[DATE] LPN #3 stated, I don't feel like I'm being
 safe. I have a family at home, and I don't feel safe. At 1:40 PM, the surveyor observed the second floor ,[DATE] CNA #3 go
 into C19- rooms on the unit that were indicated as containing residents that were negative and Asymptomatic of [MEDICAL
 CONDITION]. The surveyor was unable to observe the exact rooms the ,[DATE] CNA #3 entered because the surveyor was standing
at a distance. At 1:42 PM, the surveyor interviewed the second floor, 7:00 AM - 3:00 PM LPN #4, who stated that the one
 hallway is considered C19+, and the other side was considered C19-. The ,[DATE] LPN #4 stated that staffing varied,
 sometimes there would be two nurses working, but there was always only one nurse and one CNA working the 11:00 PM - 7:00 AM
shift on the second floor. The ,[DATE] LPN #4 stated symptoms of COVID-19 varied from resident to resident. She would have
 some residents with a fever and a cough and some residents that didn't have symptoms. The ,[DATE] LPN #4 stated that she
 would be very concerned if a C19+ resident were in respiratory distress, and that would initiate her to send the person to
 the hospital. The ,[DATE] LPN #4 stated that from the first C19+ resident on, the staff was issued N95 masks. The ,[DATE]
 LPN #4 further stated that she was unsure of the specific time frames as to when the N95 masks were issued. The ,[DATE] LPN #4
stated that the staff was given an N95 mask and face shield for one week or until it became soiled. The ,[DATE] LPN #4
 stated that she was given one washable gown at the beginning of her shift, which was handed in at the end of her shift. The ,[DATE]
LPN #4 further stated that the staff was going in and out of resident rooms wearing the same gown and N95 mask
 without putting a surgical mask over the N95 mask. The ,[DATE] LPN #4 confirmed that the ,[DATE] CNA #3 working on the unit
was the only CNA working on the second floor during the 7:00 AM - 3:00 PM shift, and was going in and out of all the
 resident's rooms on the unit. The ,[DATE] LPN #4 stated that staff were supposed to wash their hands for 20 seconds before
 and after going in and out of resident's rooms. At 1:55 PM, the surveyor interviewed the Staffing Coordinator/Certified
 Nursing Aide (SC/CNA), who stated that she oversaw the staffing of the building, and it had been challenging since the
 outbreak of COVID-19. The SC/CNA stated that she was trying her best to keep the staff isolated to working on the same
 unit. The SC/CNA further stated that they had received gowns for the staff to wear three weeks ago. The staff received one
 gown at the beginning of the shift, one at the end of the shift, and that they were not changing their gowns throughout the day. The
SC/CNA stated that if the staff was going from a C19+ room to a C19- room, the staff should be changing their
 gowns no matter what. At 2:22 PM to 2:41 PM, the surveyor conducted an interview with the Director of Nursing (DON), who
 stated that the facility was treating all the residents as if they were infected. The DON stated that before the usage of
 the N95 masks, the staff was utilizing the surgical masks for droplet precautions. The DON stated that on [DATE], she went
 unit to unit to make sure all the nurses received N95 masks, face shields, and gowns. The surveyor asked the DON how
 frequently the staff received a new N95 mask. The DON stated that it depended on the mask and if the mask became soiled.
 The DON stated that it also depended on if the staff worked overtime. For example, depending on how frequently the staff
 worked, the masks would be changed every three, five, or seven days. The DON did not speak to the placement of a surgical
 mask over the N95 mask. The DON stated that the staff was provided with the washable yellow gowns on [DATE]. The process
 for the gowns was that the staff would wear them throughout their shift, and then the gowns would be returned at the end of their shift
and washed. The surveyor asked the DON if the CNA working on the second floor today was going room to room
 wearing the same gown. The DON stated, probably as long as they are not soiled. The DON further stated that the C19+
 residents should be wearing a mask in their rooms, and staff should wash their hands for 20 to 30 seconds before entering
 and exiting a resident's room. At 3:00 PM, the surveyor interviewed the HKD, who stated that the housekeeping staff was to
 wear gowns, gloves, and a mask while cleaning the resident's rooms. Face shields were not required because the housekeeping staff
did not have direct contact with the residents in the room. The HKD stated that he told his staff to clean high touch areas three times a
day, such as the elevator buttons, doorknobs, and keypads. The HKD further stated that the housekeeper
 on the second floor was not cleaning the C19+ rooms and that the nursing staff was responsible for cleaning those resident
 rooms. A review of the line listing provided by the facility indicated that two of the fourteen staff members that were
 tested   for [MEDICAL CONDITION] worked in the housekeeping department. One of them tested   C19+, and the other was
 pending testing results as of [DATE]. At 3:13 PM, the surveyor interviewed the 3:00 PM - 11:00 PM Registered
 Nurse/Supervisor (RN/S) who stated that she was helping the staff by taking a medication cart and passing medication during her
shift while supervising the building. The RN/S stated that she had never taken a medication cart on the second floor to pass
medications because they had a full time 3:00 PM - 11:00 PM nurse on the second floor, who was very good and would
 take a medication cart for the C19+ residents and another nurse would take a medication cart for the C19- residents. The
 RN/S stated that on the 11:00 PM - 7:00 AM shift, there was always one nurse and one CNA working on the second floor. The
 RN/S stated that she received her N95 mask about two weeks ago but could not specify the date. The RN/S further stated, at
 the beginning of the shift, you get a gown, and then when you leave, you take it off. The RN/S stated that if the gowns
 were soiled, the staff needed to put on a new gown. The surveyor asked the RN/S what it would take for a gown to be soiled. The
RN/S stated that if a resident were to cough or spit on a staff member, the gown would be considered soiled and should
 be changed. The RN/S further stated that the CNA's were told to change their gowns after they leave a C19+ room, but she
 was unaware if they followed that protocol. On [DATE] At 4:44 PM, the surveyor re-entered the first-floor unit, which
 contained rooms 124D-154W. The surveyor observed Resident #17 and Resident #18 seated on their wheelchairs with their
 overbed tray tables in front of them. The surveyor observed the 3:00 PM - 11:00 PM CNA #4 enter the room wearing a gown, an N95
mask, a face shield, no gloves, and no surgical mask hand out dinner trays to both residents in the room. The surveyor
 observed ,[DATE] CNA #4 move around items on the residents over bed tables and set up both resident's dinner trays for
 them. The surveyor then observed the ,[DATE] CNA #4 perform hand hygiene for 20 seconds before exiting the room. A review
 of the line listing and facility census indicated that Resident #17 and Resident #18 were pending COVID testing results as
 of [DATE]. A review of Resident #17's Interdisciplinary Notes (IN) dated [DATE] indicated that the resident's physician
 ordered the nasal swab for COVID-19, and the resident was currently on droplet precautions pending the results. A review of
Resident #18's Interdisciplinary Notes (IN) dated [DATE] indicated that the resident's physician ordered the nasal swab for COVID-
19 because the resident was observed to be lethargic and the resident was currently on droplet precautions pending
 the results. At 4:47 PM, the surveyor observed the ,[DATE] CNA #4 enter the room across the hallway and speak to Resident
 #19 briefly and then exit the room. The ,[DATE] CNA #4 was not observed performing hand hygiene before or after exiting the
resident's room. The surveyor then observed the ,[DATE] CNA #4 enter Resident #20's room, move around items on the
 resident's overbed table, and set up the resident's dinner tray. CNA #4 was observed performing hand hygiene for 20 seconds after
exiting the resident's room. CNA #4 was never observed changing her gown after exiting the resident's rooms. A review of the line
listing and facility census indicated that Resident #19 was Asymptomatic of [MEDICAL CONDITION] and not
 including on the line listing. A further review of the line listing and facility census indicated that Resident #20 was
 pending COVID testing results as of [DATE]. A review lab results dated [DATE] indicated that resident #20 was negative for
 COVID-19. At 5:08 PM, the surveyor interviewed the ,[DATE] CNA #4, who stated that signs and symptoms of COVID-19 were
 cough, confusion, weight loss, loss of appetite, diarrhea, and vomiting. The ,[DATE] CNA #4 stated that she had observed
 this with some of the residents who tested   positive for [MEDICAL CONDITION], and then the residents were moved upstairs.
 The ,[DATE] CNA #4 further stated that she noticed if one resident in the room tested   positive, the roommate was likely
 to test positive as well. The ,[DATE] CNA #4 stated that every day when she came into work, she would get her temperature
 taken and get a mask and face shield, which were stored in paper bags with her name on it. The ,[DATE] CNA #4 stated that
 the face shields were sprayed with disinfectant. The ,[DATE] CNA #4 stated, They are telling us that we get one mask and
 one face shield once a week unless it gets soiled. The ,[DATE] CNA #4 told the surveyor that she returned her gown at the
 end of her shift and never had to change her gown during her shift unless it got soiled with feces. The ,[DATE] CNA #4
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(continued... from page 3)
 stated that she was unaware of residents on the floor or unit that were pending testing results for COVID. The ,[DATE] CNA
 #4 stated, (I) don't know who they test day to day. Certain residents are alert and able to tell me if they were swabbed.
 At 5:16 PM, the surveyor conducted a follow-up interview with the RN/S who stated that Resident #17 and Resident #18 were
 pending COVID testing because both residents were running a high fever, had a poor appetite, and were lethargic. The RN/S
 stated that if she were to go into the room to take care of the resident's she would perform hand hygiene, put on gloves,
 and then perform hand hygiene again for 20 seconds. The RN/S further stated that the resident's pending COVID results were
 automatically placed on droplet precautions, so it would not be necessary to change the gown you were wearing after leaving the
room. The RN/S stated that the nurse leaving was supposed to give the CNA's report on who was pending test results for
 [MEDICAL CONDITION]. On [DATE] at 5:30 PM, the surveyor entered the second-floor unit and observed the 3:00 PM - 11:00
PM
 CNA #5 enter C19+ Resident #21's room,
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