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Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview and document review, the facility failed to 1) ensure a Certified Nursing Assistant (CNA)
performed a temperature check, answered the COV1D-19 screening questionnaire and performed hand hygiene prior to entering
the COVID-19 Unit and starting work per the facility's protocol, 2) ensure the staff followed the facility's policy on

wearing the required Personal Protective Equipment (PPE) prior to entering rooms on transmission-based precautions, 3)

ensure the paramedics wore the required PPE prior to entering aroom on transmission-based precautions, 4) ensure the
housekeepers discarded used PPE prior to exiting rooms on transmission-based precautions and 5) provide documented evidence of
efforts to obtain N95 masks and to provide N95 fit testing for their staff. Findingsinclude: 1) Screening On 09/15/2020 at 2:59 PM, a
CNA donned PPE and entered the COVID-19 Unit, without being screened, or performing hand hygiene. On

09/15/2020 at 3:01 PM, a Licensed Practical Nurse (LPN) indicated screening before entering the COVID-19 Unit should have
consisted of the staff member having their temperature taken, completing a questionnaire for signs and symptoms of

COVID-19, and performing hand hygiene with soap and water at the sink located in the screening area. On 09/15/2020 at 3:11

PM, the CNA indicated all staff members working in the COVID-19 Unit should be screened before entering the unit. The CNA
verbalized screening should consist of the staff member having their temperature taken, completing a questionnaire for

signs and symptoms of COVID-19, and performing hand hygiene with soap and water at the sink located in the screening area.

The CNA acknowledged not taking and recording their temperatures, completing the questionnaire, and performing hand hygiene
with soap and water before entering the unit. On 09/15/2020 at 3:19 PM, the Infection Preventionist (1P) indicated all

staff members working on the COVID Unit should have been screened at the start of their shift. The |P indicated screening

should have consisted of the staff members having their temperature taken, completing a questionnaire for signs and

symptoms related to COV1D-19, and performing hand hygiene with soap and water. The facility policy Pandemic Infection

Control Measure revised on 03/13/2020, documented to screen all employees for influenza-like illness before coming on duty

and send any symptomatic employees home. 2) Staff not wearing required PPE in aroom on transmission-based precautions On
09/15/2020 at 11:28 AM, an LPN was observed exiting aresident's room who was on transmission-based precautions. The LPN
was not wearing aface shield. A sign posted outside of the resident's room indicated the Personal Protective Equipment

(PPE) required before entering a resident's room on transmission-based precautions should have consisted of a KN95 mask or

an N95 mask, a face mask, an isolation gown and a face shield. On 09/15/2020 at 11:30 AM, the LPN indicated the appropriate PPE
when entering a resident's room on transmission-based precautions should have consisted of a KN95 mask or an N95 mask,

aface mask, an isolation gown, gloves, and a face shield. The LPN acknowledged a face shield should have been worn. The
facility's Infection Prevention and Control Policy and Procedure (undated) documented, the facility implements infection

control strategies to reduce risk of transmission of COVID-19, by implementing actions according to the Centers for Disease Control
and Prevention (CDC).

On 09/15/2020 at 11:24 AM, a CNA was observed coming out of aroom on transmission-based precautions without a face shield
or goggles. The CNA indicated working for the facility for three months. The CNA recently received training on infection

control and what PPE was required to be worn inside rooms on transmission-based precautions. The CNA confirmed aface

shield or goggles were not worn. The CNA explained because prescription eyeglasses were used, a face shield or goggles was

not needed. On 09/15/2020 at 11:35 AM, aWound Care Technician and a Wound Care Nurse were observed exiting aroom on
transmission-based precautions. The Wound Care Technician and the Wound Care Nurse did not have a face shield on. The Wound
Care Nurse indicated because prescription eyeglasses were used, the face shield provided by the facility was not worn. The

Wound Care Technician indicated leaving the face shield in the other wound care cart. On 09/15/2020 at 3:16 PM, the IP
explained prescription eyeglasses were not considered adequate protection when entering rooms on transmission-based
precautions. The |P indicated staff were expected to follow the precautions required when entering rooms on

transmission-based precautions. 3)Paramedics not wearing required PPE in a room on transmission-based precautions. On
09/15/2020 in the morning, signage was observed posted outside of rooms on transmission-based precautions which explained
visitors and personnel, would need to speak to a nurse before entering. An N95 mask or a KN95 mask, a surgical mask worn

over the N95 mask or KN95 mask, gown and a face shield would need to be worn prior to entering the room. On 09/15/2020 at
11:32 AM, two paramedics were observed pushing a resident who was returning from [MEDICAL TREATMENT] on a stretcher into
a

room on transmission-based precautions. The paramedics transferred the resident from the stretcher to the bed. The

paramedics were wearing a KN95 mask and gloves. The paramedics did not don a gown, wear a surgical mask over the KN95 mask
and aface shield. On 09/15/2020 at 11:34 AM, a Licensed Practical Nurse (LPN) #1 indicated being an agency nurse and

worked at the facility two to three times aweek. LPN #1 explained staff were required to wear a KN95 mask, a surgical mask worn
over the KN95 mask, aface shield or goggles, a gown and gloves prior to entering rooms on transmission-based

precautions. LPN #1 indicated not being sure what the paramedics were required to wear when entering rooms on
transmission-based precautions. On 09/15/2020 at 11:53 AM, LPN #2 indicated staff, providers, vendors, visitors were

supposed to wear the required PPE when inside rooms on transmission based precautions, which included a gown, gloves, face
shield or goggles, KN95 mask and a surgical mask worn over the KN95 mask. The facility's policy COVID-19 Testing and
Response Plan (undated) - documented all visitors were informed of risk and instructed on proper PPE use prior to entering

any unit. Appropriate signage would be posted. 4) Inappropriately Discarding PPE On 09/15/2020 at 10:55 AM, Housekeeper #1
was observed cleaning room [ROOM NUMBER] on transmission-based precautions. Housekeeper #1 was wearing a KN95 mask, a
surgical mask over the KN95 mask, a face shield, a disposable gown and gloves. Housekeeper #1 was observed going back and
forth to the cart, which was outside of the room to get the cleaning supplies. Housekeeper #1 was observed with the same

gown and gloves while going back and forth to the cart. On 09/15/2020 at 11:02 AM, Housekeeper #1 exited the room, wearing
the same gown and gloves and threw the used gown and gloves in the housekeeping cart. Housekeeper #1 confirmed it was a
mistake to throw the used gown and glovesin the cart and should have discarded the used PPE in the garbage can inside the
resident's room prior to exiting. On 09/15/2020 at 11:22 AM, Housekeeper #2 indicated PPE used inside rooms on
transmission-based precautions should be discarded inside the room and not taken out of the room. The PPE should not be
discarded in the Housekeeper's cart because they were considered dirty. On 09/15/2020 at 11:45 AM, Housekeeper #3 was
observed going out in the hallway from inside aroom on transmission-based precautions, wearing a disposable gown and

gloves. Housekeeper #3 walked several steps to the housekeeping cart, which was in the middle of the hallway, while wearing the
gown and gloves and proceeded to discard the gown and glovesin the cart. Housekeeper #3 confirmed the gown and gloves

were soiled because it was used while cleaning the room on transmission-based precautions. Housekeeper #3 indicated the

garbage can inside the resident's room was just emptied and Housekeeper #3 did not want to discard the soiled gown and

gloves in the garbage can. On 09/15/2020 at 1:14 PM, the Director of Plant Operations indicated the housekeeping staff were
expected to discard the soiled gown and gloves prior to leaving the resident's room on transmission-based precautions. The
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Director indicated the housekeepers should not have taken the soiled PPE out of the resident's room and should not have

been discarded in the housekeeping cart. The Director indicated the housekeepers were expected to gather all needed

housekeeping supplies prior to entering the resident's room and not to go back and forth to the cart and get supplies while wearing the
same PPE. On 09/15/2020 at 2:15 PM, the Executive Director indicated the housekeepers should have been

discarding the soiled PPE inside the resident rooms and not in their carts. On 09/15/2020 at 3:21 PM, the Infection

Preventionist (1P) explained everyone who entered aroom on transmission-based precautions should not be taking out the

used gowns and gloves outside of the room. This applied to everyone, even to housekeepers who entered and cleaned the

resident rooms. 5) N95 Masks and Fit Testing On 09/15/2020 in the morning, the Executive Director indicated the facility

had no N95 masks and the staff were not fit tested for the N95 mask. The Executive Director indicated the facility

provided the staff KN95 masks. On 09/15/2020 at 11:08 AM, a Respiratory Therapist (RT) indicated a KN95 mask, a surgical

mask over the KN95, agown, gloves and goggles would be worn prior to providing aerosol generating procedures to residents. The
RT indicated the KN95 and mask would be discarded after each agrosol procedure was provided. The RT confirmed not being fit
tested for an N95 mask. On 09/15/2020 at 11:53 AM, a Licensed Practical Nurse (LPN) was observed wearing a KN95 mask

and aface shield. The LPN indicated not being fit tested for an N95 mask. On 09/15/2020 in the afternoon, staff members

were observed on the COVID-19 Unit wearing a yellow jumpsuit, a KN95 mask, aface shield, and gloves. The PPE Count as of
09/14/2020 revealed the facility had 10,000 N95 masks and 785 KN95 masks. On 09/23/2020 at 2:54 PM, during a phone
interview, the Executive Director confirmed the facility did not have N95 masks. The Executive Director confirmed the PPE
Inventory on 09/14/2020 was not accurate. The 10,000 N95 masks listed in the inventory were KN95 masks. The Executive
Director indicated it should have been corrected, to reflect the actual number of the KN95 masks they had. The Executive

Director indicated the staff were provided a KN95 mask because it was difficult to obtain the N95 masks. The Executive

Director indicated the facility had not done N95 fit testing for the staff since the start of March 2020, because the

facility was only using KN95. On 09/23/2020 in the afternoon, the Regional Director of Operations explained the facility's

policy was to use the KN95 mask because there was a shortage of the N95 masks. The Regional Director indicated working with six
to seven vendors who could not get them the N95 masks. The Regional Director indicated the N95 masks were cost

prohibitive. The Regional Director indicated it was their policy to use KN95 masks because they could not obtain N95 masks. The
Regional Director indicated a lot of phone calls were made to obtain the N95 masks but the attempts or follow ups for

the N95 masks were not documented. The facility lacked documented evidence of the facility's efforts to obtain the N95

masks and provide N95 fit testing for their staff.

Based on observation, interview, and document review, the facility failed to ensure staff wore the required Personal

Protective Equipment (PPE) while conducting specimen collection for COVID-19 testing. Findings include: On 09/15/2020 at

1:09 PM, aLicensed Practical Nurse (LPN) conducted a specimen collection for COVID-19 testing on a staff member. The LPN
was observed wearing a KN95 mask, a surgical mask, aface shield, and gloves. On 09/15/2020 at 1:15 PM, asthe LPN was

about to conduct specimen collection for the next staff member, the Inspector stopped the LPN, and questioned why an

isolation gown was not worn. On 09/15/2020 at 1:16 PM, the Infection Preventionist (IP) and the Director of Nursing (DON),

were both inside of the room while the testing was being conducted. They both verbalized being unaware of what the required PPE
|should have consisted of while conducting specimen collection for COVID-19 testing. On 09/15/2020 in the afternoon, the Executive
Director acknowledged the required PPE while conducting a specimen collection for COVID-19 testing should have

consisted of a KN95 mask or an N95 mask, a surgical mask, aface shield, an isolation gown, and gloves. The facility policy Testing
for COVID-19 revised on 06/10/2020, documented PPE required for testing should consist of agown, an N95 mask or a

KN95 mask, gloves, and aface shield.
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