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Care requirements,

were positive, )
[ 880 | Infection Prevention & Control
58=E | CFR(s): 483.80(a}(1)(2)(4Xe)(f}

§483.80 nfection Contral

diseases and infections,
program,

a minimum, the following elements:

The facility must establish and maintain an
infection brevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and fransmission of communicable

§483,80(a) Infection prevention and conirof

An unannounced Emergency Preparedness
COVID-19 Focused Survey was congucted offsite
from 4/16/20 through 4/20/20 and onsite from
B£2{20 through 6/4/20. The facility was in
compliance with EG024 of 42 CFR Part 483.73,
Requirements for Long-Term Care Facllities.

An unaansunced COVID-19 Focused Survey
was conducied offsite from 4/16/20 through
4{20/20 and onsite from 8/2/20 through G/4/20,
The facility was not In compliance with F880 and
F885 of 42 CFR Part 483, Federal for L.ong-Term

The census in this 90 bed facility at the time of
lhe survey was 49, Thirty-four residenis had
tested positive and fifteen residents had tested
negative. Twenty-eight staif were tested; thirteen

The facility must establish an infaction prevention
and control program (IPCP) that must include, at.

-E 000

F 000

F 880

" The comments herein should
not be construed as an
admission of culpability and do
not constitute agreement with
the alleged deficiencles. This
plan of correction s submitted
in compliance with State and
Federal regulations. All
deficiencies cited have been or
will be corrected by the dates

indicated.
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TITLE
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Any deficiancy sla@am anding with an asterisk {*) denolas a daficikency which the insiitution may be excused from correcting providing 1t is determined that

other saleguards provide sufficlent protection to the pafients . (See instiuctions.) Except for aursing homes, the findings stated above are disclosable 90 days
foliowing the date of survey whether or nol a plan of correction is provided, For nursing homes, the above findings and plans of correction are disciosable 14

days following the dale these documents are made avelable fo the facility, If deficiencies are clted, an approved plan of correction Is requisite to continued

program participation.
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§483.80(a){1) A system for preventing, identifying,
reporting, investigating, and centrolling infestions
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 naticnal standards;

§483,80(a)(2) Vritten standards, policies, and
procedures for the pregram, which must inchude,
but are not limited to:

{iy A system of surveillance designed to identify
paossible communicable diseases or

infections before they can spread to other
persons in the facifity;

(ily When and to whom possible incidents of
gommunicable disease or infections should be
reported;

(iii} Standard and transmission-based precautions
to be followed fo prevent spread of infections,
(iviwwhen and how isoiation should be Used fora
resident; inciuding but not limited {o:

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

(B) A requirement that the Izolation shouid be ihe
least restrictive possible for the resident under the
circumstances, i

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

{viYThe hand hygiene procedures to be foilowed
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents

F 880 Infection Prevention and
Contro}

Corrective actions for residents
found to have been affected:

1, There were no specific
residents cited as having been
affected by C.N.A, # 1's failure
to don appropriate gown. She
changed into the appropriate
gown when counseled by the
unit manager. She was also re-
educated regarding the facllity's
screening procedure and will be
in compliance with both,

2. Resident # 11 remalns
asymptomatic, Staff will
continue to monitor her for
COVID symptoms per protocol:
at least g shift temperature and
observation for respiratory
symptoms, C.N.A. # 1 was re-
educated on proper hand
hygiene,
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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 finens so as to prevent the spread of
infection.

*| §483.80(f) Annual raview.

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, clinical record review,
staff interviews and facliity documentation, the
facility staff failed to ensura infection control
meastres were consistently implemented to
prevent the development of transmission of
communicahle diseases {COVID-19 and
Extended Spectrum Beta Lactamase {ESBLY)
among staff and involving 10 out of 12 residents
in fhe survey sample (Resident #1, #2, #3, #4, #5,
#6, #7, #8, #9 and #10).

The findings include;

< 1. The facility staff failed to Implement their
pianned screening process and use of Personal
Protective Equipment (PPE) at shift change to
prevent possible transmission of infection as
exhibited during the following observation on
5/2120.

On 8/2/20 at 8:50 a.m.,, Certified Nursing
Assistanl (CNA)#1, dressed in a white
disposable one piece jump suit and an N95 face
mask, arnved through the outside door to the C
Unit which was allocated as the COVID-19
resident unit, She stopped briefly in the "clean”

o) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION 1%5)
PREFIY (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 880 Continued From page 2 F 880

There were no residents cited
as having been affected by
Housekeeper # 2's failure to
observe proper use of gloves.
She has been re-educated by
the housekeeping supervisor on
infection control practices and
proper use of PPE

There were no residents clted
as having heen affected by
C.N.A. # 5's failure to follow
infection controf policies and
proper use of gloves. She has
been re-educated by the
Infection Preventionist hurse on
the same,.

Residents#1,2,3,4,5,6,7, 8,
and 9 remain asymptomatic for
COVID 19. They are being
monitored for symptoms at
feast every shift per facility
policy. C.N.A, # 5 was re-
educated by the infection
Preventionist nurse on proper
disinfection of equipment
between rasidents.
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roorn and preceeded to the C Unit nursing
station. The "clean" room was designated for staff
screening prier to starting thelr shift on their
assigned unit and donning appropriate PPE, On
6/2/20 at 7:05 am. CNA# 1 returned and was
screened by one of the other CNA's present in
the clean room. When asked was she geing to
change into a disposable gown, she stated, "l use
this jump sull, spray it with bleach and place it in
a bag in my car and use it again. What s wrong
with that? |like il | don't wash it, but bleach it

-and wear it again, | have worn It for awhile. |

usually get a new ong every weel." When CNA
#1 exited the clean room, another CNA (#3) was
asked what the screening procedures were prior
to starting their shift and to also axplain PPE
protocol, CNA#3 stated, "We usually change out
our personal face mask for the NG5 that is in the
paper bag with our name on it or get a new one
on the third day, wash our hands here in the sink,
place on the disposable gown, secure the N85
and put on the gloves," She said she was not
going 1o somment cn CNA #1's preference to
wear ihe white jump suit in and oul of the facility,
spray bleach and reuse it. The CNA stated they
ware not to enter the unit until evaluation of.any
symptoms 1o Include fever, cough, shoriness of
breath, fatigue or stomach probiems. CNA#1 and
#3 were both agency personnel. GNA #4, a facility
staff aide, rejterated the process for screening
and donning PPE prior to entering the C Unit.
Staft development Registerad Nurse (RN) #3
arfived to supplemant the PPE stock with gowns
and N95 masks. She stated the facility did not
have a shortage of PPE and it was one of her
normal tasks to stock the C Unit clean room,

On B/2120 at 1415 am., an intarviaw was

. the same deficient practice:

affected by C.N.A/'s failure to
remove solled gloves befere
touching clean cups, The nurse
intervened appropriately and
prevented exposure of
restdents to potentially
contaminated items.

3. Resident # 10 has not had
any change in condition. LPN #
3 was counseled and re-
educated on the facility’s
transmission-based infection
control policies,

Address how the facility will
identify other residents having
the potential to be affected by

1.Residents assigned 10 C.N.A. #
1 have the potential to be '
affected. All residents are
monltored for COVID symptoms
and none have displayed any at
this time,
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Licensed Practical Nurse {LPN} #4. She stated
that all slaff entered the C Unit from the oulside
and must be screened prior to entering the unit.
She also stated she was not aware that CNA #1
was entering the unit wearing a ripped disposable
jump suit PPE that she bleached and re-wore
from day to day. The UM LPN said, "All staff
drass in the PPE provided in the clean room prior
to their shift, and we have plenty."

On 6/3/20 at 3:22 p.m., an interview was
conducted with the Administrator and the Director
of Nursing (DON}, They stated &l staff must be
scresned prior to coming on the C Unit and that
PPE should be donned In the uhit's clean room.
In addition, the Administrator stated the staff
shouid nat wear damaged or visibly solisd PPE.

2. Based on the following observations, the facllity
staff failed to perform apprepriate hand hygiene in
accordance with the Centers for Disease Contro!
and Prevention {CDC) guidelines, as well as the
facility's policy and procedure for standard
precautions, potentially cross contaminating clean
surfaces and fiems with used/sciled gloves, and
failed 1o properly disinfect patient eguipment:

On 6/2/20 at 7:53 a.m.,, Certified Nursing
Assistant ({CNAY #1 assisted another CNA (#4} to
repositon Resident #11 in bed on the COVID-18
C Unit after which CNA #1 removed her gloves
and was observed to wash her hands from start
to finish for a total of 10 seconds. GNA#1
proceeded to deliver breakfast trays o other
residents on the unif that were both assessad as
symptomatic and asympiomatic COVID-18
positive. Resldent #11 was admitted to the
nursing facility on 3/10/15 and was diagnosed
with COVID-19 on 4/16/2D, She was assesssd as

- Measures Put in Place or

i PROVIDER'S PLAN OF CORREGTICN *8)
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2. Residents In the COVID 19
“Recovering” section has the
potential to be affected by
housekeeping staff and C.N.A/
#5's improper use of gloves.
These residents are monitored
for signs and symptoms of
COVID 19 per facility policy.
They remain asymptomatic at
this time,

3. Residents in B Unlt have the
potential to be affected by LPN
# 3 fallure to comply with the
facility's transmission-based
precaution, Thereisno
evidence at this time to indicate
these residents have heen
exposed to the ESBL organism,

Systemic Changes Made

1.The employee screening
process has been revised to
avold self-screening.
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a “recovering" asymptomatic (without symptoms)
resident on the COVID-19 C Unit.

On 6/2/20 at approximately 8:50 a.m., , 2.Huddles on each shift are held
Housekeeper #2 was observed stocking het to review infection control

cleaning cart, changing out pads on her mops . . L
and cleaning spots on the floor on the COVID-18 : practices, transmisston

C Unit asympiomatic resident hallway. A CNA precaution on each unit and
called out to ask her if she could get her a box of

A any new polici nges i
gloves. Housekeeper #2 entered the code via ¥ policies or changes in

key pad to the clean utility room and retrieved a policies affecting the delivery of
box of gloves without first removing her used care.

gloves and washing hands, thus potentially cross : :

coniaminating the clean utility room key pad. 3, Re-education of staff on the

Housekeaper #2 said, "l am aiways irying to help

out. | should have taken off those gloves.” The facility’s COVID plan will be

Housekeeping supervisor was interviswed on conducted.

B/2/20 at 11:25 a.m. and stated that all o

housekeeping staff shouid not enter the clean Monitoring

utility room with used/potentially soiled gloves and ' o

should be especially careful on the COVID-19 - Surveillance of staff or

unit _ validation of competency

On 61220 from 910 a.m. fo 11:15 a.m., CNA#S through return demonstration
was observed exiting her assigned individual . will be conducted by managers
resident rooms after providing a.m. care. After *and infection preventionist

exiting each resident's reom, she would remove o

her used gloves and place them on top of the | weekly X 4 then monthly X 2.
linen cart in the hallway, don another sef of Results will be reported to
gloves (without washing her hands), then pick up : QAAP! Committee for further
the used gloves that were on top of the linen cart . .

and throw them in the large gray trash barrel. All discussion and

of the residents assigned to CNA#5 on the : recommendations.
COVIDR-19 C Unit were assessed to be . .
asymptomatic. The'items on the top of the linen Correction date: 7/4/2020

cart included the following: deodorant, protective
barrier creamfointments, razors, boxes of gloves,
facial tissues and briefs, ' '
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On6/2/20 at 9:10 a.m., CNA #5, who was
assigned o care for COVID-19 positive

* | asymptomatic residents, retrisved a vital sign
machine from the COVID-19 positive
symptomatic hall and proceedad to obiain vital
signe on the asymplomalic residents. As she
crossed the nurse's station, two CNA's said, "Oh
no she is not to take that one over there." The
two CNAs waved to CNA #5, but she waved back
and continued into resident sooms to obtain vital
signs. She did not disinfect the vital sign machine
prior to use or after obtaining individual vital signs
on Rasident #1 (4/18/20), #2 (4/19/20), #3
(4119/20), #4 (4719/20), #5 {4/18/20}, #6
(4210209, #7 (4/19/20), #8 (4/19/20) and #9
(4/18/20). All of these residents ware assessed to
be recovering and asymptomatic for COVID-18
greater than 14 days as conciuded by the dates
beside their resident identifier numbers, None of
them had been retested for COVID-19,

On /220 at 11:15 am., an interview was
conducted-with the C Unit Manager, Licensed -
Practical Nurse (LPN) #4, She stated CNA #5
should not have taken the vital sign machine from
! the COVID-19 active/symptomatic haliway and
that all vital sign machinas were to be disinfected
between each resident. She also stated, used
gieves should be disposed of in the resident's
rooms and afterwards hands washed before
donning a new set of gloves, The Unit Manager
continued to say, "Placing dirty gloves on top of
the clean linen cart had the potential to
contaminate the iterms on top of the cart, plus the
new set of gloves she put on to throw away the
difly gloves wera also contaminated.”

On 6/2/20 at 11:30 a.m., this surveyoer tapped on
Resident #7 door. CNA#5 came to the door with
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a wash cloth in her hands and stated she was
bathing the resident, after which she immediaiely
put down the wash cloth and exited the reom, At
11:32 a.m., she went 1o the medication cart and
obtained a 4-ounce plastic cup on top of a tower
of cups, As she remaved the cup, the remalning
cups began te lean and she took both hands to
straighten them; touching the edges of all the
cups in that one tower. The CNA proceeded fo go
hack in Resident #7's room, Licensed Practical
Nurse {L.PN} #1 stated she was concerned about
all the cups she touched and threw alt the items
away that were on the cart, disinfected the cart
and replaced them,

On 6/2{20 at 41:45 a.m,, an interview was .
conducted with CNA#5. She stated she did not ’
think she had tc wash her hands after remova of
gloves, but from now on would not place used
gloves on top of the clean linen cart. Ghe stated
she came out to gel a cup from the medication
cart because the resident needed to rinse his
mouth, The CNA further said, ") guess | should
have taken my gloves off, washed my hands and
put on new gloves before | did that, maybe?" She
said the reason she used the vital machine from
the COVID-19 hall with the active/symptomatic
hall was that the two on the COVID-19
asymptomatic hall were "dead." The C Unit
Manager overheard CNA#S regarding the use of
he vital sign machine and said, "Did you plug up
the two machines 5o they would charge. Please

| piug them up now.” '

On 6/3/20 at 3:22 p.m., a telephone interview was
conducied with the Administrator and the Director
of Nursing (DON). They stated the vital sign

-1 machines were designated to certain haliways
based on the "recovering (asymptomatic)”
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COVID-19 residents and the “active
{syimptomatic)" COVID-19 residents. They also
said the machines were to be disinfected
between each resident use with antimicrobial
wines. They indicaled that ali staff had education
on standard handwashing procedures and glove
usage as a part of the required training and since
the emergence of COVID-19 as a pait of their
Pandemic Plan, They staied CNA #5 had not
besn on the schedule for "sometime" and was an
agency CNA, but should have had training from
the agency, as well as training from thelr
cornoration. They stated they would look for any
educationftraining for CNA#5, They also stated
CNA #1 was agency siaff, but thought her
sducation/training covered handwashing and PPE
usage. They stated they would look for the CNA
educationftrainings and if located would present
them prior to survey axit. Upon surveyor review,
CNA #1 and #5's namas were not located on any
inservice education sign-in shests.

No fuither info was provided prior 1o survey exit
on B/4/20 at 1:30 p.m.

3. Facility staff failed to follow infection cantrol
practices and wear the appropriate PPE
{personal protective equipment) prior to entering
Resident #10 room.

Resident #10 was admitied to the facility on
11128/1¢ and readmitted on 3/1/20 with diagnoses
that included but were not limited to Chronic
Kidney diseage stage 4 and ESBL (Extended
Spectrum Beta Lactamase) (1} in the urine.
Resident #10's most recent MDS (minimum data
sel} assessment was quarterly assessment with
an ARD {assessment refetence date) of 3/7/20.
Resident #10 was coded as being cognitively
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intact in the ability to make decisions scoring 15 .
out of 16 on the BIMS (Brief Interview for Mental ' '
Status! exam. Resident #10 was coded in section
H (Bowe} and Bladder) as always baing
incontinent of bowsl and bladder. Resident #10
was coded as heing totally dependent on two plus
persons with toileting, dressing and transfers; and
extensive with two plus persons with bad mobllity.

Review of Resident # clinical record revealed that
Resident #10 was on contact precautions for
ESRBL in the urine. The following active order was
decumented on 5/31/20: “Transmission Based
Precautions Q@ (every shift) ESBL to urine.”

Further review of Resident #10 dlinical record
revealed that she was cugrently on an antibiotic
for the treatment of ESBL. The following order
was documented: "IV (Infravenous} Gentamicin
DIT (due to} ESBL lo urina." The arder was also
created on 5/31/20,

On 8/2/20 at 9:05 a.m., an observation was made
of LPN {Licensad Practicai Nurse) #3, Resident
#10'%, nurse. LPN #3 was ohserved walking down
the hall with Resident #19's medications in a
medication cup. L.PN #3 then entered Resident
#10's room wearing her N85 respirator only,
Resident #10's doorway had "conlact
precautions™ signs hanging on her door. Resident
#10's doorway also had PFE suppiles hanging
from the door. It was ebserved that the isolation
gown area was empty. There was no avidence
that isolation gowns were inside Resident #10's
room. After LPN #3 entered Resident #10's roem,
she stopped at the sink, washed her hands for 20 .
seconds and donned glaves. LPN #3 then shut
the door, On 8/20/20 at %10 a.m,, the sink was
heard running for approximataly 20 seconds. LPN
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#3 then opened the door. On 6/2/20 at 9112 a.m,,
isolation gowns were observed at the nurses
station, readily avafiable.

On 6/2/20 at 9:23 a.m,, an inferview was
conducted with RN #2, the "B-Unil" manager.
When asked why Residsnt #10 was on contact
precautions, RN #2 stated that Resident had
ESBL in her urine, When asked what PPE staff
should wear'while entering Resident #1C's room,. ‘ :
RN #2 stated that staff should be putiing on a
gown and gloves prior to enteting har room.
When asked ¥ this was the same -expectation if
the staff were not providing direct patient care
while in har room, RN #2 stated that staff stil;
should be wearing a gown and gloves priorto . i
entering nher room. When asked if the nurse was
just handing Resident #10 her medications, if she
should have donned giovas and a gown prior to
entering Rasident #10's room, RN #2 stated,
“YGS."

On 6/2/20 at 9:30 a.m., an Interview was
conducted with LPN #3, When asked what she
should have donned prier to entering Resident
#10's room, LPN #3 stated that she had washed
her hands and put on gloves, When asked why
she did not put on an isalation gown prior 1o
entering Resident #40's room, LPN #3 stated that
she knew she wasn't going to ba In direct contact
with any bodily fluids, LPN #3 stated that she did.
not have to wear a gown If she was not coming in
direct contact with the resident. LFN #3 stated
that she put on gloves because she was handing
Resident #10's her medications. When asked
why Resident #10 was on contact precautions,
LPN #3 stated that Resident #10 had E.Coli in ber
urine.
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On 8/3/20 at 3:38 pun., ASM (administrative staff
member) #1, the administrator, and ASM #2, the
DON (Director of Nursing), were mate aware of

the above concemns via telephone conference.

Facility Policy fitled, "isolation-Categories of
Transmission -Based Precautions,” doeumented
the following: "Contact Precautions...In addition to
Standards Precautions, implement Contact
Pracauticns for residents-known or suspected to
be infected with microorganisms that can bea.
transmitted by direct contact with the resident or
Indirect contact with environmental services or
resident -care items in the resident's
environment. Tha decision on whether
precautions are necessary will ba evaiuated on
case by case basis.

Examples of infections requiring Contact
Precautions include, but are not limited to: a,
Infecticns with mulfi-drug resistant organisms
(determined on a case by case basis)..."

{1} (Extended Specirum Beta Lactamase) - "Beta
'| Lactamase are enzymes produced by soma
haecteria that make them resistant to some
antibiotics. FSBLis usually associated with 3
bacteria usually found In the bowel,” This
information was obtained from the National
Institutes of Health, :
https:/pubmed.ncbi. pim.nih.govi1 2658458/,

The fadility's policy and procedure titled Infection
Control Guidelines for All Procedures dated 2012
indicated hand hygiene with either soap and
water {preferred) or alcohol-hand based rub
before and after direct contact with residents,
when there is like exposure to spores and
infection and when hands are vislbly dirty or
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soiled, When possible, dedicate the use of
non-critical residert care equipment to a single
resident to aveid sharing between residents. if
use of commen items ars unavoidable, then
adequately clean and disinfect them before use
for another resident,

Washing your hands is easy, and it's one of the
most effective ways to prevent the spread of
germs. Clean hands can stop germs from
spreading from one person {o another and
throughout an entire community. Follow these five
steps every time:

et your hands with clean, running water (warm

or cold), turn off the tap, and apply soap.

-Lather your hangs by rubbing them fogather with

the soap. Lather the backs of your hands,

between your fingers, and under your nails.

-Scrub your hands for at least 20 seconds, Need

a timer? Hum the "Happy Birthday" song from

baginning to end twice,

-Rinse your hands wefl under clean, running .

water.

-Dry your hands using a clean towel or air dry

them .

thttps./iwww cdc govihandwashing/when-how-ha

i ndwashing, htn), ‘
F 885 | Reporting-Residenis, Representatives&F amilies 886
55=£ | CFR(s): 483.80(g)(3){H-(l)

§483.80(g) COVID-18 reporting. The facility
must— .

§483.80(z)(3) Inform residents, their
representatives, and families of those residing in
facilities by § p.m, the next calendar day foliowing
the ocourrance of either a single confirmed
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infection of COVID-19, or three ar more residents
of staff with new-onset of respiratory symptoms
oceurTing within 72 hours of each other, This

information must—

F 885 Reporting — Residents,
Representatives and Families

Corrective actions for residents
{i) Notinclude personally identifiable information; found to have been affected:
(i) Include Information on mitigating actions
implemented to pravent or reduce the risk of
transmission, including if normal operations of the
facility wilt be aitered; and

(it) Include any cumulative updates for residents,
their representalives, and families at least weekly

or by 5 p.m. tha next calendar day following the

Residents # 11 and 12 were

informed of the facility’s _

current status relative to COVID
- 19, They were also informed of

72 hours of each other,

subsequent occurrence of either: each time a
confirmed infection of COVID-19 is identified, or
whenever three or mote residents ot staff with
new ohset of respiratory symploms occur within

This REQUIREMENT is not met as evidenced

the recent positive conversion
of one resident (6/4),
infermation was provided In
person before 5 p.m, on
6/5/2020.

by

Based on resident interview, staff interview and
clinical record review, it was determined that
facility staff falled to provide updates to resident
and famtly members for each confirmed case of
COVID-19 for 2 of 12 residents In the survey
sampie, Resident #12 and Resident #11.

Address how the facility will
identify other residents having
the potential to be affected by

the same deficlent practice:
The findings included:

All residents currently at the
facility, their families or
representatives have the
potential to be affected. All

1. Resident #12 was admitted to the facility cn
51619 with diagnosas that included but were not
limited fo stroke due to embolism, Resident #12
most recent MDS (minimuim data set)
agsessment was an annual assessmant with an
ARD (assessment reference date) of 5/13/20.
Resident #12 was coded as belng moderately
impaired In cognitive function scoring 10 out of 15
on the BIMS (Brief Interview for Mental Status)
exam.
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On B/2/20 at 14:00 a.m., an inteTview was
conducted with Resident #12. When asked if she
received updates sach time there was a

“confirmed COVID case or updates on any

respiratory iiness in the building, Resident#12
stated that she wasn't sure, Resldent #12 stated
that she never recaived anything in writing
regarding COVID in the facility. Residant #12
stated that she knew of a COVID case, but did
not recall receiving updates on the current status
of the facility.

| Review of Resident #12's clinical record reveated

that her RP {Responsible Party) was notified on
4/16/20 regarding the first case of COVID in the
facility. The following was documented in &
nursing note: * RP {Name of RP) aware of Covid
in facility.”

Thare was no further evidence that Resident #12
and her RP received updafes regarding that
status of COVID in the faciiity.

Review of the Infection Contyol Log revealed
there were Reslidents positive with COVID after -
4/16/20,

On 6/3/20 at 3;20 p.m., en interview via telephone
was conducted with ASM (administrative staff
member) #1, the facility administrator. When
asked how the facility was updating residents and
family members regarding COVID in the facility,
ASM #1 stated that the facility had sent a letier
out to residents and family members with the vary
first COVID case in April of 2020, ASM #1 stated

‘thal after that initial letter, they have only been

notifying family members if their lovad ones are
positive for COVID. ASM #1 stated thay have not

residents,
famblies/representative were
informed of the facility’s COVID
status and the most recent
positive conversion of one
resident,
Families/representatives were
notified on the phone and
residents were notified in
person, These were conducted
on 6/5/2020 before 5. P.m.

Measures Put In Place or
Systemic Changes Made

The facility has developed
guidelines for notification of
resident, famlly, responsible
party when one resident or
employee has a positive COVID
test or when 3 or more
residents or employees have
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been updating residents and family about the
status of COVID as a whole in the building. B

. ‘ _ nnew onset of respiratory

On 6/3/20-at 3:38 p.m., ASM #1, the ‘ symptoms within 72 hours of
Administrator and ASM #2, the DON (Director of each other. ‘

Nursing), were made aware of the above )
CONGeMS. , , _ Staff will be in-serviced on the
On 6/4/20 at 10:37 &.m., ASM #1, sent this . ' guidelines.

surveyor another letter that was sent fo residents
and famify members regarding COVID-18 on
3/11/2020. At this fime there were no active cases

of COVID in the facility. The letter documented in o Monitoring

part the following: "We will notify you if any :

resident or member is diagnosed with ’ Monitoring will be ;hrough
CoVID-19." : audits of COVID 19 Line Listing

No further information was presehied prior to exit. for resmfent‘s and .SF"?ff a_nd

2. Resident #11 was &dmitted {o the nursing corresponding notification log
facility on 3/10/15 with diagnoses that included - : or the resident record. Audits
heart failure, morbid obesity, high blood pressure ' . :
‘and cerebral palsy..On 4/16/20, the resident . . \A{i” be CondUCt?d by the )
tested positive for COVID-19. S director of nursing or designee

e residents Med  ga 1 Data Sot weekly X 4 then monthly X 2.

e resident's Medicare 5 day Minimum Data Se ; . : .
assessment dated 4/20/20 identified the resident Results will be reported to the
with & diagnosis of COVID-18. The resident QAPI Committee for discussion-
scored 15 out of a possible score of 15 on the ) and recommendations as

Brief Interview for Mental Status (BIMS) which '
indicated she was cognitively intact with the skills .
for-daily decision making. '

appropriate,

On 6/2/20 at 10:45 a.m., an inlerview was k .
conducted with Resident#11. When asked if she ' Correction Date: 7/ 4/2020
(own representative) was pericdically receiving
any cumulative updates of COVID-18 cases and
or those with new onset respiratory symptoms in
the facility, she responded, "No, but maybe it Is
me and a couple others. | want to know and my
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son would like io know, We need something to’
read about that." She stated she was recovering
fram COVID-19 and had been very sick from the
vitus,

On 6/2/20 at aporoximately 8:00 a.m., an
intgzview was conducted with the faciilty
Administratar. Sha stated cnce a COVID-19 teat
resulted as positive she would either inform the
resident or the resident’s representative. She
stated she was not aware of any stipulation to do
anvtiing otherwise related to update of cases in
the building and there was no other route offered
to obtain updated information of Covid-1¢
confirmed or suspected cases to include, emall,
website, or recorded phone messages.

On 6/3/2C at 3:20 p.m., an interview was
conducted via telephone with the Administrator
and the Director of Nursing (DON). They
reiterated the same information as previously
relayad on 9/2/20 at 9:00, but stated thay sent the
residents and families a letter with the occurrence
of the very first COVID case in Agril of 2020, The
Administrator reiterated that after that initial letter,
they have onty been notifying famity members if
their loved ones are positive for COVID, bui no
updates about the status of COVID-18 as 2 whole
in the building. There was no further information
regarding any other avenue the facility offered for
rasidents and or farmilias to obtain this
information.

On 6/4/20 at 10:37 a.m,, the Administrator, sent
the survey team another letter thal was sent to
regidents and family members regarding
COVID-19 on 3/11/2020. At this time there were
no active cases of COVID in the facility. The letter
documented |h part ths following: "We will notify
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youi if any resident or member is diagnosed with
CovID-18."
- No further information was presented prier to exlt
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