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Initial Comments

An unannounced COVID-19 Focused Survey
was conducted on 07/16/20. The facility was
found in compliance with 42 CFR 483.73 related
to E-0024 (b)(6), Subpart-B-Requirements for
Long Term Care Facilities. Event ID # JTME11.
Infection Prevention & Control

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
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
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persons in the facility;

(i) 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
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 observation, staff interviews, record
review and review of the facility's policies and
procedures a direct care staff member failed to
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implement the facility's COVID-19 Plan and
Protocols for wearing the personal protective
equipment (PPE) required and performing hand
hygiene when providing care and services to 1 of
2 sampled residents who were quarantined
(Resident #2). These failures occurred during the
COVID-19 pandemic. Findings included:

The facility's Coronavirus Disease 2019
(COVID-19) Policy Titled: Preparation and
Response 2020 (last revised 07/11/2020)
documented, "Utilize enhanced precautions for all
residents that exhibit signs and symptoms of
respiratory infection. If a resident is tested
positive for COVID-19 then the patient should be
moved to COVID area in a private room when
possible. Roommates of tested COVID-19
positive residents should also be put on
enhanced precautions and treated as
symptomatic. They should not be placed with
other roommates for 14 days." This includes the
following: Staff will utilize appropriate PPE
(personal protective equipment) including surgical
masks, gown, eye protection, and gloves when
entering room.

The facility's Hand Hygiene Policy Titled: Hand
Hygiene (last revised 01/2020) documented,
"Specific Indications for Hand Hygiene; before
resident contact, eating; after direct contact with a
resident's skin, touching equipment or furniture
that is near a resident, after eating, and removing
gloves. The following are examples of
patient/resident care activities that would require
hand hygiene: after handling items potentially
contaminated with any patient's/resident's blood,
excretions, or secretions; or before touching,
preparing, or serving food."
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Record review revealed Resident #2 was placed
on enhanced observation precautions on
07/12/20 when her roommate's lab test was
reported positive on 07/12/20 for COVID-19.

During an interview with the Administrator on
07/15/20 at 11:30 AM she stated Resident #2 was
put on enhanced observation precautions on
7/12/20 and treated as if symptomatic.

During observation of the lunch meal on the 400
hall, beginning at 12:30 PM on 07/15/20, PPE
was observed in a clear plastic container outside
Resident #2's room, with an enhanced
observation sign posted on the resident's door.
The enhanced observation precautions sign
revealed the following: perform hand hygiene,
surgical mask when entering room, eye protection
when entering, gown for direct care, gloves when
entering room, private room and keep door
closed, families and visitors - do not enter the
room, and report to the nurses' station with
questions.

During meal observation on 07/15/20 at 12:35 PM
Nursing Assistant (NA) #1 was observed
removing the fall mat next to Resident #2's bed
and then setting up her meal tray without washing
her hands. NA #1 was wearing a surgical mask
and gown. NA#1, used her bare hands, to pick
up the resident's fall mat off the floor, and placed
it on the side of the resident's bed, then set up the
resident's meal tray, then picked up the fall mat
which was on the side of the bed and placed it
back on the floor without washing her hands. NA
#1 was observed not wearing gloves, or eye
protection while in the resident's room. NA #1 did
not wash her hands between handling the fall mat
and setting up her meal tray. NA #1 did not wash
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her hands until just before leaving resident's room
on 07/15/20 at 12:40 PM.

During an interview with NA#1 on 07/15/20 at
4:50 PM she stated she was very busy and was
trying to help out on that hall by passing meal
trays. She said it was her fault that she did not
don gloves or eye protection. She said, while she
was in Resident #2's room, she was wearing a
mask and gown and should have also put on
gloves and eye protection and did not.

During an interview with Nurse #1 on 07/15/20 at
3:17 PM she stated NA#1 should have worn full
PPE on 07/15/20 at 12:30 PM when entering
Resident #2's enhanced observation precautions
room as required in the facility's enhanced
precautions policies, which would have included
mask, gown, gloves, eye protection, and she did
not. She also reported she always wore a full and
complete set of PPE when she entered Resident
#2's room.

During an interview with the Administrator on
07/15/20 at 3:45 PM she stated NA #1 should
have worn complete PPE required in the facility's
COVID policies to help reduce chances of
cross-contamination just in case the resident or
her roommate were indeed positive or began
exhibiting signs and symptoms of respiratory
illness. She also reported NA #1 should not have
handled Resident #2's fall mat and foot tray
without washing hands or donning gloves and eye
protection first.
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