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1. 10/28/2020:
INITIAL COMMENTS Director of Nursing(DON) educaled State Registered
Nurse Assistani(SRNA)s #1 & #g of correct use of
. ’ eye prolection as required by COVID Infection
A COVID-19 focused infection control survey Control Policy. SRNA #1 was educated on proper
was conducted on 10/28/2020. The facility was «l:ljclafglg o(:PE upog Bmtlmdg an.:solz;tion roog:.
. - elary aide was educaled on how 10 comrectly wear
found to be out of compliance with 42 CFR a face mask as required by COVID Infection Control
483.80 Infection Control. Deficient practice was Policy. Licensed Nurses were educated on
F 880/ identified with the highest scope and severity at F 8a0| monitoring for signage on Isolation rooms al the
SS=E | "E” level. The total census was 52 beginning of each shift. Signage was comected for
. . the 3 rooms on A-Hall
Infection Prevention & Control 28/ ]
CFR(s): 483.80(a)(1)(2)(4)(e}f) [ 1028/2020:
[Signage for infection control for all residents requiring
§483.80 Infection Control isolation was assessed signage was place at top of
i : PO required doors, Goggles/face shields were provided to
The f?cmly must_establ:’sh and :namtaln an istaff that required them, Staff present were educated
infection prevention and control program ion how to correctly wear a face mask, eye protection,
designed to provide a safe, sanitary and and doffing PPE appropriately.
comfortable environment and to help prevent the 10/28/2020:
development and transmission of communicable : '
diseases and infections. ON, Infection Preventionist, or Staff Development
oordinator, (SDC) will provide education for all staff
. o include use of Parsonal Protective Equipment{PPE
§483.80(a) Infection prevention and control omectly for COVID-19: You Tube
program. ideo:YouTube.com/watch?v=YYTATwOyavd, Face
. . infecti . asks do's and dont's. Any staff on FMLA or currently
The facility must establish an infeclion prevention foff work will have education provided prior to working.
and control program (IPCP) that must include, at Al newly hired staff will be provided education during
a minimum, the following elemants: orientation.
14.10/28/2020:
§483.80(a)(1) A system for preventing, identifying, éool c?t;:se de':lecl;r‘r:ince'ddby (t;r?vler?m% Body and QA
. A a . A . 5 ommiliee, w nciuaes the Infection
reporting, mvgsllgatu"ug. and controlllng' infections Praventionist, that resident had removed signage
and communicable diseases for all residents, from doors. Lack of education for correct eye wear
staff, volunteers, visilors, and other individuals and wearing masks. Eye wear- staff had been
e T R S instructed o obtain eye wear, both had eye glasses,
providing bath were educated eye glasses are not considered
arrangement based upon the facility assessment appropri%te eye protectlion for PPE. Sgaff wela}i‘r also
i g instructed to wear mask over nose and mouth.
e O e GG g Rool cause was reviewed in QAPI on 10/30/2020.
accepted national standards; Signags to be monitored at the beginning of each
shift bgd Licensed Nurse for appnr:priate signage on
. - required doors. DON, SDC or Infection Praventionist
§483.80(a)(2) Written standards, pO|lCIES.. and will audit staff for correcl doffing/donning of PPE,
procedures for the program, which must include, apprlspn"?ie a#g protection, al?? co1rrectly r:n.-eﬂ?ring
i . masks; 4 staff 3 times a week for 1 month; then 2
D.Ut LTS lo: . . . staff 3 times a week for 1 month; then 1 staff 1 time a
(i) A system of surveillance designed to identify week for 1 monih,
possible communicable diseases or _ Findings will be taken to monthly QAPI. 11/28/2020
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Continued From page 1 infections before

they can spread to other persons in the

facility;

{ii} When and to whom possible incidents of
communicable disease or infections should be
reported;

(iii) Standard and transmission-based
precauticns to be followed to prevent spread of
infections; (iv)When and how isolation should be
used for a resident; including but not limited to: (A)
The type and duration of the isolation, depending
upon the infectious agent or organism involved, and
(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

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

(vi)The hand hygiene procedures 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
corrective actions taken by the facility.

§483.80(e) Linens.

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

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

This REQUIREMENT is not met as evidenced
by:

F 880
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Continued From page 2

Based on observation, interview, review of the
facility policy and Centers for Disease Control
{CDC) guidelines, it was determined the facility
failed to prevent the possible spread of COVID-
19 on two (2) of the three (3) resident halls and
also in the kitchen. Observation on Hall A and C
revealed, Stale Registered Nurse Aide (SRNA)
#1 and #3, were not utilizing eye protection as
required by current COVID infection control
policy. SRNA #1 was observed to exit a resident
rcom while wearing an isolation gown and then
removed the gown in the hall. Further
ohservation revealed Dietary Aide #1, prepping
desserts, with her face mask pulled under her
chin. In addition, observation revealed three (3}
of twelve (12} resident’s rooms on Hall A, that
were on droplet precautions, without signage to
alert staff.

The findings include:

Review of the facility policy, Novel Coronavirus
(COVID-19), revised 08/31/2020, revealed under
"General Prevention Measures” a facility should
require all direct care stakeholders {(employees)
to wear a surgical facemask and face shield or
goggles whila in the facility.

Review of the facility policy, Isolation-Categories
of Transmission-Based Precautions, dated
QOctober 2018, revealed when a resident was
placed on transmission-based precautions,
appropriate natification was placed on the rcom
entrance. The signage would inform the staff of
the type of precaution, instructions for use of
PPE, and/or instructions to see a nurse prior to
entering the room.

Review of tha CDC (Center for Disaase Control)
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Continued From page 3

guideline, Healthcare Workers "Using Personal
Protective Equipment (PPE)", dated 08/19/2020,
revealed the healthcare worker was to remove
gloves then gown prior to exiting a patient's room.

1. Observation of the kitchen, from outside
the entry door, on 10/28/2020 at 9:15 AM,
revealed Dietary Aide #1, with facial mask pulled
below her chin while prepping desserts and then
placing the desseris on the cart. The surveyor
observed the aide for nearly a minute.

Interview with Dielary Aide #1 and #2, on
10/28/2020 at 9:17 AM, revealed while in the
kitchen, only face masks were required. The
Dietary Aides stated once they took carts to the
floor or in a patient care area, they had to also
have on goggles. Continued interview with
Dietary Aide #1 revealed she did have her face
mask pulled down and she stated she was
getling ready to blow her nose. She further
stated the mask falls down a lot when she was
talking.

Interview with the Dietary Manager, on
10/28/2020 at 11:10 AM, revealed dietary siaff
were to wear a face mask at all times while in the
kitchen. She stated once they were in a patient
care area, they had {o wear goggles or a face
shield. She then stated the staff should have a
mask on when preparing foods. Further interview
with the Dietary Manager revealed she did
monitor the staff's infection control practices daily
and had not noted any issues wilh improper
wearing of face masks.

2, Observation during tour of Hall A, on
10/28/2020, between 8:55 AM and 9:15 AM,
revealed rooms #3, #7 and #11 with PPE available
on the doors; however, the doors were

F 880
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Continued From page 4 without any signage to
detail the type of precautions or any directions
to nolify the nurse.

Observalion on Hall A, of SRNA #1, on
10/28/2020 at 9:30 AM, revealed the aide exited a
resident room while wearing an isolation gown
and then proceeded to remove the gown while in
the hall. Further observation revealed the SRNA
was not wearing goggles or a face shield.

Observation on Hall C, of SRNA #3, on
10/28/2020 at 10:30 AM, revealed the aide
entering a resident room and was not wearing
goggles or a face shield.

Interview with SRNA #1, on 10/28/2020 at 9:30
AM, revealed that PPE should be put on prior to
entering a resident room and removed/discarded
prior to exiting the room. The SRNA stated she
had gone into the resident room just to retrieve
some lotion and admitied she had removed the
gown in the hall. Per the SRNA, the goggles
would not fit over her eyeglasses and that she
could not be heard when wearing the face shield.
She then stated that she "guessed she should"
wear a face shield.

Interview with SRNA #3, on 10/28/2020 at 10:47
AM, revealed she had received education as
racent as two (2) weaeks ago related to PPE and
infection control. She stated that all staff were
required to wear face masks and goggles or a
face shield. Surveyor inquired as to why she was
not wearing either goggles or face shield and she
slated she lost her goggles. She then added they
(facility) told her they did not have any more
gogales and she was told to use a face shield.
She further stated she had not had a face shield
on today.
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Continued From page 5

Interview with SRNA #2 and #4, on 10/28/2020 at
10:17 AM and 11:45 AM, respectively, both
revealed face masks and eye protection were
required al all times while in patient care areas.

Interview with Licensed Practical Nurse (LPN) #2,
on 10/28/2020 at 10:22 AM, revealed staff know
when residents were on precautions because an
isolation sign on the door alerted staff. She
stated all staff were to wear masks and eye
protection when in a patient area. She further
added nursing and management monitored to
ensure infection control practices were
maintained and she had not noted any problems.

Interview with the Director of Nursing, on
10/28/2020 at 11:25 AM, revealed the residents
who had been placed into transmission based
precautions should have signage on the door to
alert the staff. She revealed at least one of the
residents in each of the three rooms, A3, A7 and
A11, were in droplet precautions. She stated
there was a resident who had a behavior of
removing signs from the resident’s doors. The
DON then revealed the required PPE for all
stafffemployees was a face mask for all areas of
the facility and eye protection was added when in
any patient area or with patient contact. She
further stated the eye protection was either
goggles or a face shield. The DON stated
personal eye wear {eye glasses) would not be
considerad eye protection. The DON added that
SRNA #1 and #3 should have worn eye
protection while in the resident halls and when
entering the resident rooms. Further interview
revealed the residents who were on droplet
precautions required the additional PPE of a
gown and gloves, as well as mask and eye
protection. She
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Continued From page 6 stated this PPE should
be put on prior to entering the room and upon
exiting the room, staff were to remove gloves and
gown, as close to the door as possible and
disposed of the items. She revealed staff should
not enter the hallway from a resident's room with
gown and/or gloves still on. She added she liked
to round the resident care areas every two (2)
hours to observe for appropriate infection control
practices and if any issue were noted it would be
remediated at that time.

Interview with Administrator/Infection
Preventionist, on 10/28/2020 at 11;50 AM,
revealed staff were educated on infection control
and updated on COVID on a frequent basis by
way of huddle staff meelings, some one to one
training, and random spot audits. The
administrator staled staff were currently having
competencies rechecked. She stated staff must
wear a face mask and eye protaction when in
patient areas. She further stated when a resident
was placed on transmission based precautions, a
sign was ptaced on the door as well as the PPE
required for the precautions. Further interview
revealed if a resident was on droplet precautions
the PPE required would be mask, eye protection,
gown and gloves. She stated prior to exiting the
rcom, of a resident on precautions, the staff
would remove gloves and gown and dispose of
them in a bichazard bag prior to leaving the room.
The Administrator stated eye protection should
always be worn as required and signage on doors
should be present when a resident was on
transmission based precautions.
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E 000 | Initial Comments E 000

A COVID-19 focused Emergency Preparedness
survey was conducted on 10/28/2020. The
facility was found to be in compliance with 42
CFR 483.73 Emergency Preparedness related to
E0024. No deficient practice was identified.
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