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A COVID-19 Focused Emergency Preparedness
Survey was conducted on April 29-30, 2020. The
facility was found to be in compliance with 42
CFR §483.73 related to E-0024 (b)(6),
Subpart-B-Requirements for Long Term Care
Facilities. The census was 91. Event ID#
D45T11.

F 000 | INITIAL COMMENTS F 000

A COVID-19 Focused Infection Control Survey
and complaint investigation survey was
conducted from 4/29/20 through 4/30/20. 1 of the
5 complaint allegations was substantiated,
resulting in deficiency F880. Event ID# D45T11.
F 880 | Infection Prevention & Control F 880 5/18/20
ss=D | CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control

The facility must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
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conducted according to §483.70(e) and following
accepted national standards;

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

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 precautions
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
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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:

Based on observations, record review, staff
interviews and review of the facility's "Hand
Hygiene" policy and procedure, the facility failed
to perform hand hygiene after exiting 2 of 2
resident rooms (Room #807 and Room #812)
and after resident contact. These failures
occurred during a COVID-19 pandemic.

The findings included:

A review was conducted of the facility policy titled,
"Hand Hygiene", reviewed on 3/11/20. The policy
specified that hands should be washed for at
least 20 seconds using soap and water under the
following conditions: before and after having
direct contact with a resident. The policy also
stated hand sanitizers may be used when soap
and water not readily available.

On 4/29/20 at 9:35 AM, an observation was made
of Nurse Aide (NA) #1 entering room #807
without gloves and exiting the room with a
breakfast tray. NA #1 was observed to place the
breakfast tray in the dining area and then enter
Room #812 without washing or sanitizing her
hands. NA #1 exited room #812 carrying two
more breakfast trays and placed them in the
dining room. NA #1 was than observed
comforting a resident in the hallway by placing
her right hand on the resident's right shoulder
than pushing the wheelchair forward a short
distance without washing or sanitizing her hands
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On 4/30/2020, an interview was
conducted with the CNA (certified nursing
assistant) to determine when and how
alleged issues occurred. The appropriate
residents were identified and were placed
on increased monitoring for signs,
symptoms, or complications. After a 14
day monitoring period for symptoms, both
residents were asymptomatic of any
issues which could have been linked to
the CNA not using gloves or cleansing
hands after touching meal trays. Please
note, the CDC released information on
5/19/2020 “How COVID spreads”
(https://lwww.cdc.gov/coronavirus/2019-nc
ov/faq.html#How-COVID-19-Spreads)
that transmission of COVID-19 is very
unlikely on surface objects including the
alleged events on 4/30/2020.

To ensure no other residents were
affected, the facility continued to monitor
all residents and all residents remain
COVID-19 free and asymptomatic in the
facility 14 days after 4/30/2020 and
through the time of this submission,
5/21/2020. Please note that this facility is
currently and has remained COVID-19
free for residents.
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and without wearing gloves.

On 4/29/20 at 9:40 AM, an interview was
conducted with NA#1. She stated she sanitized
her hands every chance she got. She stated she
washed or sanitized her hands after providing
care to the residents when she removed her
gloves. NA #1 stated she usually did sanitize her
hands when picking up trays, but she didn't that
time.

On 4/29/20 at 9:42 AM, an observation was
conducted of the 800 hall nurses station. A large
approximately gallon jug of hand sanitizer over
half full was observed on top of the desk.

On 4/29/20 at approximately 12:30 PM, an
interview was conducted with the Director of
Nursing. She revealed hand hygiene should be
conducted after contact with residents.

On 4/30/20 at 2:45 PM, an interview was
conducted with the Infection Control Nurse. She
stated extensive education regarding infection
control and prevention had been ongoing and
they were encouraging staff to wash their hands
instead of using hand sanitizer. Hand washing
education had been completed with staff
demonstration and was being monitored.

Again on 4/30/2020, an all staff in-service
was conducted to increase staff
knowledge related to hand hygiene
measures. Staff were educated to cleanse
hands in between activities including tray
pass/pick up and all contact with
residents. Staff education was conducted
by the Director of Nursing (DON) and the
Director of Clinical Services. Further
educational material was presented to
staff as well. CDC handwashing fliers
were also posted throughout the facility to
increase staff knowledge base and remind
them of expectations. Staff educated
includes CNAs, Nurses, Activity Staff,
Therapy Staff, Social Workers,
Admissions Coordinator, Concierge,
Medical Supply, Medical Records,
Housekeeping, Nursing Home
Administrator and Dietary staff. Formal
hand hygiene education will be repeated
with care staff monthly until the CDC or
CMS declare an end of the COVID-19
pandemic. Education and re-education
specific to hand hygiene expectations will
be conducted upon hire and as needed
thereafter as part of our surveillance. To
further encourage compliance with hand
hygiene, additional hand sanitizer
dispensers were placed on each unit.
Staff are encouraged to use hand
sanitizer near each of their work areas in
between each care task as an adjunct to
standard hand washing practices.

To ensure staff understands correct
hygiene practices, the Hand Hygiene
Monitoring QA Tool was developed for
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use. This tool enables administrative team
members to conduct surveillance at set
intervals to ensure compliance with hand
hygiene. The administrative team
members conducting surveillance include
the DON, Unit Coordinators, Director of
Clinical Service, MDS coordinator and the
Nursing Home Administrator. Random
surveillance began 5/11/2020, at twice per
week intervals, and will continue until the
CDC or CMS declare an end of the
COVID-19 pandemic. The above
members also serve on a QA team
specific to hand hygiene (Hand Hygiene
QA Team). This QA team started meeting
on 4/30/2020 and will continue meeting
monthly until the resolution of the
COVID-19 pandemic per CDC or CMS
declaration. The Director of Clinical
Services will present the action items, the
surveillance results and any additional
follow ups to the Executive Quarterly QA
meeting team. This team meets again
6/17/2020.

The facility states compliance with this
plan of correction, effective 5/18/2020.
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