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F 000 | INITIAL COMMENTS F 000
A COVID-19 focused infectlon control survey was
conducted on 04/08/2020. The facility was found
to be out of compliance with 42 CFR 483.80
Infection Control. Deficlent practice was
identifled with the highest scope and severity at
"D" lavel. The tolal census was 91.
F 880 | Infection Prevention & Control F 880
ss=D | CFR(s): 483.80(a)(1)(2)(4)(e}()
§483.80 Infection Control 1. Alllinens handled by contract
The faclllty must astablish and maintain an HCSG were re-laundered on
infection prevention and control program 4/6/20 by HCSG staff.
designed to provide a safe, sanltary and Contracted worker educated by
comfortatle environmant and to help prevent lhe Administ 4/6/20
development and transmission of communicable ministrator on 4/6/20 on
diseases and Infections. proper utilization of PPE.
2. Aliresidents residing in the
§483.80(a) Infection prevention and control | | facility were assessed for any s/s
program, | .
The facility must establish an infection prevention of adverse reaction related to
and control program (IPCP) that must include, at improper utilization of PPE that
a minimum, the following elements: could lead to cantamination by
§483.80(a)(1) A system far preventing, identifying, ' I e
reporting, investigating, and controlling Infections ‘ and antibiotic stewardshlp for
and communicable diseases for all residents, ! the last 30 days starting on
stafl, volunteers, visitors, and other individuals | 4/6/20 and 4/7/20 with no
| providing services under a conlractual issues noted by the DON/
arrangement based upon the [acility assessmant
conducted according to §483.70(e) and following | ADON/ Unit Manager/ SBC/ and
accepted national standards; : MDS nurses.
i 3, Facility staff were educated by
§483.80(a){(2) Written standards, policies, and ! DON, SDC, ADON, Unit Manager
procedures for the program, which must includs, i e '
but are not fimited to: : and Administrator on proper
(1) A system of survelllance designed to |dentify utilization of PPE and when to
possible communicable diseases or utilize PPE, facility infection !

LABORATORY DI OR'S OR PROVIDERPSUPPLIER REPRESENTATIYE'S Si
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Any daﬂdeﬁcy sﬁlamenl andll{g with an astarek | ") denotas £ déTreiancy which the Institutlon may be excused from correcting providing it ia delermined thal
other safeguards provide sufficlent protaction to the pallenta. {See Insiructions,} Except for nursing homes, tha findings staled sbove ere disclosablo 90 days
following the date of survey whether or not a plan of correctlon 1s providad. For nursing homes, tha above findings and plans of correction are disclosable 14
days following the data thase documents are made availabla to the {acility, If doficiencles ara citad, an approved plan of corraction is requislte fo continued
program participation.
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infections before they can spread to other
persons in the facllity;

{Il) When and to whom possible Incidents of
communicable diseasa or infections should be
raporied;

() Standard and transmission-based precautions
to be followed to prevent spread of Infectlons;
{iv)when and how Isolatlon should be used for a
rasident; including but not limited to:

(A) The type and duration of the isalation,
depending upon the infectious agent or organism
involved, and

(B) A requirement that the Isolation should be the
least rastrictive possible for the resident under the
clrcumstances.

{v) The clrcumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
conlact with rasidents or their food, if direct
contact will transmit the disease; and

{(v)The hand hygiene procsdures to be followed
by staff involved In direct resident contact.

§483.80(a){4) A system for recording incidents
identified under the facility’s IPCP and the
correctiva actions taken by the facillly,

§483.80(e) Linens.

Parsonnel must handle, store, process, and
transport linens so as to pravent the spread of
infection.

§483.80(f) Annual review.
The facility will conduct an annual review of its
IPCP and updale thelr program, as necessary.

This REQUIREMENT Is not mel as avidenced
by:
Based on cbservatlon, interview, and a review of

s e e e
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control policy and education for
F 880 | Continued From page 1 F 880

staff regarding use of mask
upon entering the facility and
while on duty at all times while
in the facility unless in a
designated break area.
Education completed on all staff
by 4/29/20. All staff were
educated on proper use of PPE
and COVID policies regarding
face mask utilizatlon by
Admin/DON by starting on
4/9/20 and completed by
4/29/20. All new employees will
receive this education in
orientation prior to working the
floor.

Ongoing monitoring and
compliance will be achieved by
Admin, DON, ADON, or designee
observing utilization of face
mask properly X 10 stakeholders
daily for 2 weeks starting week
of (4/8/20), then decreasing to 3
X week for 2 weeks starting on
4/22/20 and weekly x 12 weeks
starting week of {(5/13/20).
Quizzes to be administered to
all staff, 100% completion by
4/29/20 with random quizzes 5
X week for 4 weeks beginning

on 4/30/20, then decreasing to
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facility policy, it was determined the facllity failed
to properly prevent the possible spread of
COVID-19, Alaundry worker was cbserved
folding clean laundry without waaring a facemask
in accordance with faciilty policy and The Centers
for Medicare and Medlcaid Services {CMS)
Guldance.

The findings include:

A raview of COVID-19 Long-Term Care Facility
Guidance dated 04/02/2020 revealed all
long-term care facillty parsonnel should wear a
facemask while they are In the facility.

A review of facllity policy titled "Novel Corona
Virus (COVID-1S)" with a revislon date of
04/03/2020 revealed all stakeholders shauld wear
a facamask while they are In the facllity,

Observation of the facility laundry on 04/06/2020
at 10:18 AM revealed a laundry worker was
folding clean laundry and had a face mask that
was pulled down under the chin and was not
coverlng the mouth and nosa.

interviaw with Laundry Worker #1 on 04/06/2020
at 10:18 AM revealed the Laundry worker was
aware she was suppossd to wear a mask al all
timaes when In the building but had pulled the
mask down so she could get fresh air,

An interview with the Laundry Supervisor on
04/06/2020 at 10:22 AM revealed on 04/03/2020,
all staif were provided a mask and instructed to
wear the mask at all times while in the facility,
The Laundry Supervisor stated she made rounds
to monltor and was not aware that Laundry
Worker #1 was not wearing a facemask as
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F 880 | Continued From paga 2 F 880 3 X week for 4 weeks beginning

5/28/20, and then decreasing to
I 2 X week beginning 6/25/20.
Any Identified issues will be
addressed immediately by the
~ DON/Designee. Results from
I these observations will be
reviewed by the QAPI
committee monthly x 3 months
for further review and
recommendations,
5. Compliance date 4/30/20,
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F 880 | Continued From page 3 ~ F880
instructed.

An interview with the Administrator on 04/06/2020
al 2:00 PM revealed the Administrator was aware
of the CMS guidance dated 04/03/2020 requiring
all staff to wear a rask when In the facllity. The
Administratar had ensured all siaff were provided
masks and instructed to wear masks at all times
whan In the building to prevent the spread of the
Coronavirus. According to the Administrator, lhe
Laundry Worker should have been wearing the
mask at alt times when In the bullding.
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E 000 | Initial Comments E 000

A COVID-19 focused Emergency Preparedness
survey was conducted on 04/06/2020. The
facility was found to be in compliance with 42
CFR 483.73 Emergency Preparedness related to
E0024. No deficient practice was identified.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
04/29/2020

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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A COVID-19 focused infection control survey was

conducted on 04/06/2020. Deficient practice was

identified pursuant to 42 CFR 483.80.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
04/29/20

STATE FORM 6899 G5QL11 If continuation sheet 1 of 1



