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Provide and implement an infection prevention and control program.

Based on observation, interview, document review the facility failed to use proper infection control practices for hand

hygiene and transmission based precautions to prevent or mitigate the risk of COVID-19 outbreak. In addition, the facility

failed to ensure all staff completed mandatory infection control education. The facility's deficient practices had the

potential to effect all residents and staff. Findings include During the entrance conference on 5/4/2020, at 9:00 am. with the director
of nursing (DON) stated the facility did not have any residents positive with COVID-19 and had adequate

supplies for daily use and in the event of an outbreak. DON stated the facility designated Rehab 2 for hospital admissions; residents
were admitted to a private room, quarantined for 14 days, monitored at |east twice a day for the onset of

symptoms, and were on droplet precautions. DON stated since the facility did not have a shortage of personal protective
equipment (PPE), she expected staff to put on all required PPE (gloves, mask, eye protection, and gown) before entering the rooms.
REHAB 2 On Rehab 2, carts that contained PPE were located outside of the resident rooms in addition to droplet

precaution signs posted on the outside of resident's rooms. During an observation and interview on 5/4/2020, at 9:44 a.m.

Speech therapist (ST)-A stood outside a resident's room with a cloth face mask and face shield on. ST-A put on agown and
gloves outside the resident's room, and then entered. ST-A exited room wearing cloth mask and shield. ST-A stated the face
shield would be disinfected back in therapy room. During an observation and interview on 5/4/2020, at 09:50 am., licensed
practical nurse (LPN)-A was observed wearing cloth mask with aface shield. LPN-A stated the homemade mask had afilter
inside. LPN-A stated she would disinfect shield as needed. LPN-A entered aresident's room after she donned gown and gloves and
exited without changing mask or disinfecting shield. During an observation on 5/4/2020, at 10:28 am., nurse aide

(NA)-A exited resident room on precautions wearing mask and shield, carrying water pitcher to kitchen area to refill and

returned to resident room. No change of mask or disinfecting of shield observed. During an observation and interview on
5/4/2020, at 10:31 am., social worker (SW)-A entered resident room on precautions wearing surgical mask and shield

delivering weekly COVID print out to resident. No hand hygiene observed before or after going into resident rooms. SW-A
stated she tried to get in and out of rooms quickly to set down the newsletter on the table or would ask other staff who

were going into the room to deliver it. SW-A stated she had received education on PPE and hand hygiene in and out of

resident rooms. During an observation and interview on 5/4/2020, at 10:39 am., housekeeper (HSKP)-A was wearing cloth
mask, gown, and gloves but no shield prior to entering resident room on precautions. HSKP-A exited resident room and walked to her
cart; with the same gloves on she discarded the cleaning cloth, removed keys to the cart from her pocket, unlocked

the cart, and put the cleaning solution away. HSKP-A then with the same gloves on re-entered room with aroll of toilet

paper, she then exited again with a trash bag which she placed in the larger trash bag on her cart. HSKP-A wearing same

gloves obtained new cleaning cloth and disinfectant, she wiped down sink area, door knob, and knobs of drawers. HSKP-A then
exited, discarded the cleaning cloth and re-entered with swifter floor cleaner. After cleaning the floors, HSKP-A exited

the room, removed gloves, and performed hand hygiene. HSKP-A did not remove gown and continued to wear. During an
observation and interview on 5/4/2020, at 10:52 am., NA-A was wearing same surgical mask and shield entering and exiting
rooms of residents on droplet precautions. NA-A stated the shields are washed at end of shift but if COVID symptoms then
would be wiped down each time leaving resident room. During an observation on 5/4/2020, at 10:55 am., HSKP-A entered
resident room wearing same cloth mask and gown from previous room. During an observation and interview on 5/4/2020, at
11:10 am., HSKP-A exited resident room and stated she wears the same gown into al resident rooms and was not told to

change in between. HSKP-A also stated she was not told she had to wear a shield. HSKP-A stated she would use what was
available on the precaution cart or if she wastold. KITCHEN During an observation on 5/4/2020, at 10:00 am., dietary aide (DA)-A
had cloth face mask dangling from one ear with mask hanging down on left side of face. DA-A was sitting adjacent to
unidentified dietary staff at table in dining area outside of kitchen doing paperwork. The unidentified dietary staff cloth mask was
observed to be sitting below the nose. LPN-A approached DA-A and asked her to wear mask appropriately. DA-A

responded abruptly stating, | know but | am talking now. During an observation on 5/4/2020, at 11:09 am. DA-A had acloth
facemask around her chin leaving her mouth and nose uncovered, upon seeing the surveyor DA-A pulled the mask into the
proper position and without first performing hand hygiene picked up clean silverware that was on the table. DA-A then

touched the front of her mask, did not perform hand hygiene and continued to complete tasks in the kitchen area. -At 11:10

am. DA-A stood in the kitchen with a surgical mask on below nose, touched the front of the mask, then picked up a serving

tray and dumped the tray in the garbage, DA-A was not observed to perform hand hygiene after touching the mask. During an
observation and interview on 5/4/2020, at 11:15 am., DA-B was observed in the kitchen wearing face mask that draped down

to near chin area, DA-B pulled up the mask over mouth and nose upon seeing surveyors. A short time later, DA-B then again
was observed wearing mask below nose. DA-B pulled mask down below his mouth to answer the surveyor's questions. DA-B did
not pull the face mask back over his mouth and nose until the surveyor requested. Even though the surveyor had also

requested DA-B perform hand hygiene after touching the mask, DA-B continued to take items out of the refrigerator placing
them on anearby cart. DA-B then pushed the cart into another dining area where another refrigerator was and continued to

take items out of refrigerator wearing mask below the nose. DA-B stated he had not received education on hand hygiene since
orientation and had not received education on mask hygiene practices. During an interview on 5/4/2020, at 11:16 am.

certified dietary manager (CDM) stated she had only been at the facility for a couple of days. CDM stated an expectation

that dietary assistants wear masks at all timesin the correct position and if staff touch their mask they have to do hand

hygiene. CDM was not aware if any hand hygiene or PPE education had been provided prior to her employment. During an
interview on 5/4/2020, at 11:22 am. DA-A indicated she had a habit of removing her mask to talk, DA-A verified she did not
perform hand hygiene after touching her mask and should have. According to the facility's education records DA-A has not
completed any education pertaining to infection control practices. PRAIRIE UNIT During an interview on 5/4/2020, at 10:10
am. registered nurse (RN)-A stated R1 was readmitted  to the facility from the hospital last week. RN-A stated because

R1 was quarantined for 14 days, was being monitored for the onset of symptoms of COVID-19, and was on droplet precautions.
During an observation on 5/4/2020, at 10:30 am. HSKP-B sanitized hands and put on gloves prior to entering aresident's

room. After a short time HSKP-B came out of the room, went to cart, and with the same gloves on opened the top of the cart, put
itemsinside, and took cleaning supplies back into the room. HSKP-B came back out of the room with a bag of garbage,

placed it in the larger bag on her cart, and removed gloves. HSKP-B did not perform hand hygiene after removing her gloves. HSKP-
B then took the dust mop into the resident's room and cleaned the floor, then returned the dust mop to the cart.

HSKP-B then donned gloves without first doing hand hygiene and walked into the nurses station where she removed garbage
bags. HSKP-B went back and forth from the housekeeping cart several times for supplies, she then removed her gloves and
pushed cart down the hallway without performing hand hygiene. HSKP-B then walked into R1's room where there was a posted
sign that indicated R1 was on droplet precautions; HSKP-B had on afacemask and gloves, however, no gown or eye protection.
HSKP-B walked over to R1 who was lying in bed and conversed. HSKP-B came out of the room, opened the top of the cart with
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gloves on removed cleaning supplies and reentered R1's room. After several trips into the room with the same gloves on,

HSKP-B removed gloves and without performing hand hygiene took broom and dust pan into the room. After sweeping HSKP-B
returned to cart, donned gloves without performing hand hygiene, went back into R1's room grabbed a cup off bedside table

and through it away, HSKP-B then exited room, closed the door, and removed gloves. Without first performing hand hygiene
HSKP-B pushed cart down the hallway and pushed the fire doors open to exit the unit. -At 10:45 am. HSKP-B verified she had not
performed hygiene at al while cleaning the nurses station and resident rooms. HSKP-B stated she should have done hand

hygiene after she removed her gloves, indicated she had been in arush, and forgot. HSKP-B stated since she was not

providing direct care she did not have to where one of the reusable polyester gowns. HSKP-B then stated she was informed

she did not have to wear eye protection on because she wore glasses and stated an unawareness that glasses were not

considered adequate PPE. During an interview on 5/4/2020, DON stated if staff go into aresident's room that was on droplet
precautions she expected staff to have on gloves, gown, surgical mask, and eye protection. DON indicated cloth masks or

surgical masks must be worn appropriately so that the mask covers the mouth and nose, if staff touched the mask then they

were to do hand hygiene immediately. DON also stated that she expected all staff to perform hand hygiene after removing

gloves, touching face masks, touching contaminated surfaces. Centers for Disease Control (CDC) signage How To Safely Remove
Personal Protective Equipment (PPE) provided by the facility included, Remove all PPE before exiting the patient room

except respirator . The sign directed to remove gloves first, then eye protection- if reusable place in designated area for reprocessing
(disinfection), then remove gown, followed by mask or respirator. Wash hands or use acohol based hand

sanitizer immediately after removing all PPE. A hand-washing policy and droplet precautions policies were not provided.
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