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™ DISCCATRER: ] :
I OF THIS PLAN OF CORRECTION DOES NOT
F 000 | INITIAL COMMENTS F 000! coNSTITUTE AN ADMISSION THAT THE FACILITY
AGREES WITH THE DEFICIENCIES AS CIVED. THE
A COVID-19 focused Infaction control survey was FACILITY IS COMPLETING THE PLAN OF
| conducted on 06/03/2020. Tha facllity was found CORRECTION BECAUSE IT 1S REQUIRED BY STATE
Infection Conirol, Deficlant practice was WITH AND DISPUTES THE ALLEGED DEFICIENCIES
identified with the highest scope and severity at AND THE SCOPE AND SEVERITY AT WHICH THEY
"D lovel. The total census was 140, - ARE CITED. FURTHER, THE FACILITY DISPUTESAND
F 880 | Infection Prevention & Control F 880 DISAGREES WITH THE ACCURACY OF STATEMENTS

AND OTHER INFORMATION RELIED UPON [N
SUPPORT OF THE ALLEGED DEFICIENCIES. THIS
INCLUDES, BUT [5 NOT LIMITED TO, THE ALLEGED

Ss=D | CFR(s): 483.80(a)(1)(2)(4)(e)(0)

§483.80 Infection Control : CONTENT/SUMMARY ~ OF  INTERVIEWS, THE
The faclity must establish and malntain an CHRONOLOGICAU/TIMING SEQUENCE OF EVENTS
Infection prevantion &nd cantrol program AND  CONTACT WITH  HEALTH  CARE
designed to provide a safe, sanitary and PROFESSIONALS, AND THE DESCRIPTION OF THE
comfortable environment and to help prevent the CARE AND SUPERVISION PROVIDED TO THE
devalopment and transmission of communicable RESIDENTS. THE FACILITY RESERVES ITS RIGHT TC!
diseases and Infactions. CONTINUE  DISPUTING, APPEALING  AND!
CONTESTING THESE ODEFICIENCIES AND ANY:
§483.80(n) Infection prevention and control ACTION RELATED TO OR ARISING THEREFROM IN
program. ANY OTHER FORUM AS NEEDED.
The facllity must astablish an Infection prevention ;
and control pregram (JPCP) that must include, at F880 J
& minimum, the fallowing elements: L Resident #1 was COVID negativ
upon admission on May 29, 2020 to the|
§483.80(a)(1) A systam for preventing, Identifying, | COVID cohort hall and remuins negative,
reporting, investigating, end controlling infections 2. We do not currently have, and havd
and communicable diseases for all resldants, e .
ataff, volunteers, visitors, and other individuals n:: tffh.nd,lhang CIOVI]I;Z{) Qods“:v; ]'r S e
providing services under a cantractual srattan the fact ity. Resident #1's ro'om was
arrangement based upon Ihe facllity assessment approximately 20 feet from nurses’ station
conducted according to §483.70(e) and following where the ambulance stretcher picked he
sccepted national standards; up; a mask was immediately placed on he
by a nurse. No other residents were withi
§4063.80(a)(2) Wrilten standards, policies, and 10 feet of her during the brief time she wa
El‘tzcﬂdlﬂ'@:“fﬂl;gl:rmﬂmm- which muat Include, out of her room without a mask. However
B . for corrective action purposes, we assume
(i) A system of surveillance designed to identify that all residents had the potential to b
possible communicabla diseasas or impacted
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Any deficlency stalement ending with an astedsk () dalko\is a daﬂdan'cv which tha Institutlon may be excused lrom correcting providing It 1s determined that
other safaguards provide sulficlant protsciion to the patidnfs, (See Instructionn,) Excapt for nursing homes, the findings statad abovas are diaclosabls 80 days
following the dnte of survey whethar or not a plan of correction is provided. For nuraing homaes, the above findings and plana of comrecilon are disclosabls 14
days following the data thesa documants are made availalle 1o the facllity. If deficlencien are clted, an appraved plan of correction (s raquisite to continuad
program participation. :
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{ii} When and to whom possible incidonts of
communicable disease or Infactions should be
reporied;

{lli) Standard and transmission-based precautions
to be followed o pravant spread of infections;
(v)When and how isolatian should ba ysed fora
rasident; including but nct limited to:

(A) The lype and duralion of the isolation,
depanding upon the infeclious agent or organism
Involved, and

(B) Arequiremant that the isolation should be the
laast restriclive possible for the residant under the
circumstances,

{v} The clrcumstances under which the facility
must prahibit employees with a communicable
diseasa or Infected skin lesions from direct
contact with residents or thelr food, if direct
contact will transmit the disease; and

(vi)The hand hygiena proceduras to bhe followed
by staff involved In direct resident contact,

§483.80(a)(4) A sysiem for recording incidents
identifiad under the facility's IPCP and the
corractive actions taken by the facility,

§483.80(e) Linens,

Paraonnel must handle, store, process, and
transport linens so as lo prevent the spread of
Infaction,

§483.80(f) Annual raview.
The facility will conduct an annual review of ila
{PCP and update their program, as necessary,

This REQUIREMENT is not met as ovidenced
by:
Based on abservation, interview, racord raviaw,

training course: Keep COVID-19 Quu
https:voutn be/TsnwveF9Gdw,  They  also
received copics of Facemask dos and don'ts
from: hips:waww cke.gov/
coronavicus/2019-neov/downloads/he)y/{s-
facemask-dos- The training was
completed on July 6, 2020 and is
documented with sign in sheets and a staff
roster checklist. An attestation of training
from the Director of Nursing is attached
hereto. All newly hired staft will be traincd
in arfentation prior to working.

4. SRNA #1 und #2 were properly
trained per the fucility’s policy regarding
masks; they were retrained on June 3, 2020
by the facility Infection Preventionist, The
Administralor and  Dircetor of Nursing
reviewed  hups://www, cms,sov/Medicare!
Provider-Enrollment-and Cerilication/
0APHdownloads/Guidange __for RCA pdf
regarding RCA on July 6, 2020, The QAPI
Committee, which includes the Infection
I’reventionist, and 2 member of  the
Governing Body met on July 6, 2020 and
performed a RCA regarding the deficiency.,
The RCA identificd a need for additional
training. Additional training was provided as
specified in #3 above with an  added
emphasis on mask usage. The Infcetion
Preventionist or CQI Designee will perform
andomn audits for Infection Prevention &
Control, including the use of face masks, on
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3. All staff (licensed and unlicensed
F 880 | Cantinued From pagsa 1 Feaofincluding administration, nurses, aides,
infactions before they can spraad to other mainteniance, therapy, dictary and
persons In the facllity; housckeeping)  watched the  following
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both units 5 times weekly for one month and
F 880 | Continued From page 2 F 880|then weekly for three months. The Infection

review of Canters for Disease Contral and
Pravention (CDC) guldelines, and review of the
facllity's policy, It was detarmined the facility fallad
to properly prevent and/oar contain COVID-19 for
one (1) of fiva (6) sampled residents (Resident
#1). Resident #1 was recently admitted to the
facility afler belng hospitalized and was reaiding
on the facility's COVID-18 Unil. Observation on
06/03/2020 at 9:15 AM, revaaled Residant #1
was observed on an ambulance streicher being
transferred from the facility's COVID-18 cars unit
{o the dialysls clinic. The ambulance crew parked
tha stretcher with Residant #1 at the Rosewood
Placa nursing statlon to talk to the nursing staff,
Resident #1 was not observed to hava on a face
mask. Prior lo the ambulanca service leaving
from ihe nurses' station Ragistersd Nurse (RN)
#1 placed a faca mask on the resident.

Tha findings include:

Raview of the facility's palicy tilled, "Protocol:
COVID-19," with a raviaion dats of 04/01/2020,
revealed all residents would be monitored dally
for symploma of COVID-19. Monitoring would
Include dally oxygen saturation and lung sounds.
Tha pollcy alsa ravasled that $he CDC guidslings
for identifying, monitaring, and trealing residents
with COVID-19 would be followed. Tha facility's
Infection Preventionist would check the CDC's
website on a daily basls for any updates
regarding COVID-18,

Review of the COC's COVID-18 guidelines for
new admisslons titled, "Responding To
Coronavirus (COVID-18) in Nursing Homes,”
dated 2019, revealed If the residant must leave
histher room, they must reinforce adhemancs to
univeras] source control policlas and soclal

Preventionist will report the findings to the
DON weekly. The DON will rcport thel
findings to the QA Committee monthly fo
two months and quarterly thereafter. Th;I
Administrator updated the Governing Body
on July 6, 2020 regarding the corrective]
action and directed plan of correction,
Updates regarding audits will be provided by
the Administrator to the Governing Body
monthly for two months and quarterly
thereafier.

5, Completion Date: 07/07/2020,
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distancing such as have the resident wear a cloth
face covering or face mask and remain at least
aix (6) feet away from others whan outside thair
rcom. The guidelines stale new residents should
e monliorad for evidence of COVID-19 for
fourtean (14) days after admission and carad for
using all recommendad COVID-19 personal
protective aguipment {PPE).

Observation of Resident #1 on 08/03/2020 at
8:15 AM, revealed the rasident was obsarved on
the ambulance stretcher baing transferred from
the facility's COVID-19 care unit to the dlalysla
clinic. The ambulanca crew parked the siretcher
with Resident #1 at the Rosewood Place nursing
station 1o {alk to tha nursing staff. Residant #1
was not observed to have on a face mask. Prior
to the ambulanca service laaving from the nurses'
station Registered Nurse (RN) #1 was observad
to place a faca mask on the resident.

Review of Resident #1's medlcal record revealad
tha faclilly admitted the resident on 06/20/2020,
with diagnoses including End Siage Renal
Disease, which requires Hemedialysis, Chronle
Obstruciive Puimonary Diseasse, and Dlabetes
Mellitus. The Minimum Data Set (MDS)
assessments had nat yet baen completed.

Review of Resident #1's baseline care plan datad
05/29/2020, revaalad cara plan intervantions had
bean devaloped for Infection related to
COVID-18, for contact/droplst precautions for
fourteen (14) days. Review af the baseline care
plan revaaled the care plan developed
Intarventiona that raquired staff to wear PPE
{mask, gloves, and gown); however, the care plan
did not address the resldent caming out of his/her
room.
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Review of physician's orders for Resldent #1
revealed an order dated 06/02/2020, for the
resident to attend dialysis on Mondays,
Wadnesdays, and Fridaya al the dialysis clinic,

Intarviaw conductad with Registerad Nurse (RN)
#1 on 06/03/2020 at 9:25 AM, revealed all
residents coming out of their rooms on the
COVID-19 Unit were requirad to don a face mask
prior to leaving their room. The RN stated any
resident golng out of the facliity was raquired to
wear a face mask. RN #1 stated Reaident #1
should have been wearing a faca mask before
he/she lsft his/her room.

Interview with State Ragistarad Nursing Asaistant
(SRNA)} #1 on 06/03/2020 at 8:33 AM, revesied
she assisted SRNA #2 wilh transferring Rasidant
#1 from his/her bed over {o the ambulance
siretcher. The SRNA stated the rasldant had
asked them to walt a minute prior to placing the
mask on the resident, The SRNA stated sha then
want to asslist another residant. The SRNA
stated she should have either waited and placed
thea mask on Res!dent #1 or raportad it fo the
nurse. The SRNA stated sha had been trained to
ensure a mask wae placed on residants prior to
tham leaving the facllity.

Interview canducted with SRNA #2 on 06/03/2020
at 10:04 AM, revealad she had attempted to
place a face mask on Resldant #1 and the
resldent had asked her to walt, The SRNA stated
she was raquired to notify the nurse and should
have notillad the nurse that the resident did not
want to wear the face mask. The SRNA ststed
she then went with SRNA #1 1o asslst another
rasident.
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Continued From page &

Interview canducted with tha Infeclion
Praventionlst on 06/03/2020 at 10;30 AM,
ravealed residenis on the COVID-18 Unit are
encouraged to stay in their room and to don a
face mask when out of their raom. The Infection
Praventionial stated all residents going to out of
the facility for appointments or dialysis ware
required lo don a face mask prlor to coming out
of thair room. The Infectlon Preventionist stated
sha monitored dally to ensure staff and residents
wara donning appropriate PPE and had not
identified any concerns, Tha Infection
Praventlonist stated Residant #1 should hava
bean wearing a face mask prior to leaving hisfher
room.

Interview conducted with the Director of Nursing
(DON} on 06/03/2020 at 11:25 AM, revealed any
resident coming aut of their room on the
COVID-18 Unlt was required to donfwaar a face
mask. If a resident refused to wear a face mask,
the SRNA was required to Immadiately notify the
nurse. The DON statad Resident #1 should not
have bean taken out of hismher room withaut
wearlng a face mask. The DON stated the facility
utitized CDC guidelines far isolalion.

F 880
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E 000 | Initial Comments E 000

A COVID-19 focused Emergency Preparedness
survey was conducted on 06/03/2020. 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
Electronically Signed 07/13/2020

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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N 000| Initial Comments N 000

A COVID-19 focused infection control survey was

conducted on 06/03/2020. Deficient practice was

identified pursuant to 42 CFR 483.80.
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