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E 0001 Initlal Comments _E000

An unannounced abbreviated Emergency
Preparedness COVID-19 Focused Survey was
conducted, offslte from 08/12/2020 through
06/18/2020, and onsite on 06/14/2020. The
facility was In substantlal compllance with 42 CFR
Part 483,73, Requirement for Long-Term Care
Facllities, .

F 000 | INITIAL COMMENTS F 000

An unannpunced COVID-19 Abbreviated
Focuseéd Survey was conducted offslte from
05/12/2020 through 05/18/2020, and onslte on
05/14/2020, Corréctions are*required for

, compliance with F-880 of 42 CFR Part 483
Federal Long Term Care reguirement(s),

On 06/12/2020,the census In this 88 certlfied bed
facility was 69, Of the 69 current residents, 18
residents had tested positive for the COVID-19
virus; of the 18 residents who tested positive, one
was In the hospltal and one had.-explred. The
survey sample consisted of five current resldent
reviews (Residents #1, #2 and #4 through #6 and . .
one closed record review [Residents #3]).

F 880 | Infection Prevention & Control F 880
$8=E | CFR(s): 483,80(a)(1)(2)(4)e)(f) '

§483.80 Infection Control

The facllity must establish and maintaln an
infectlon pravention and control program
designed o provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communlcable
diseases and infections.

§483,80(a) Infectlon preventlon and control
progran,.
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The faollity must establish aninfection preventlon
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 resldents,

-| staff, volunteers, visitors, and other Individugls
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted.natlonal standards;

§483,80(a)(2) Written standards, policles, and
procedures for the program, which must Inciude,
but are not limlted to:

(1) A system of survelllance designed to Identify
possible communicable diseases or

Infections before they can spread to othar
persons In the facility;

(i) When and to whom possible Incldents of
communitaple disease or Infectlons should be
reported;

(I Standaird and fransmisslon-based precautions
| tobe folleed 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 ofithe isolation,
depending upon the.Infectlous agent or organlsm
Involvéd, and

(B) A raqulrement that the Isolation should be the
least restrictive possible for the resldent under the
clreumstances,

(v) The clreumstances under which the facllity
must prohiblt employses with a communicable
disease or infected skin lesions from direct
contact with residents or thelr food, If direct
contact will transmit the disease; and
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L, CNA{3 was provided Immedlate educatlon In
. Infection Control, Resldent #4's plan of care was
F 880 | Continued From page 2 F 880 revlewed processes were put into effect to
(viYThe hand hyglene procedures to be followed prevent the spread of Infectious agents,
by staff Involved In direct resident contact.
2, Residents regulting Isolation practlces have the
§483.80(a)(4) A system for recording Incldents g‘g;%‘:llto ba affactad, Qualty reVl.e o oy
| gnee completed aydlt of staff/agency
identifled under the facllity's IPCP and the Infectlon control education on DATE. Quallty
oorrective actions taken by the facllity. review of resldent’s diagnosis was completed on
DATE by DON/designee to ensure residents
§4883.80(e) Linens. requiring lsolation are provided the appropriate
Personnel must handle, store, process, and procedures to prevent spread of Infactlous
transport linens so as to prevent the spread of agents.
Infectloﬁ. 3,  Staff/agancy re-educated by DON/Deslgnee on
; DATE, In regard to proper equipment
§483, 80(f) Annuql review, disinfacting pollcy, proper PPE usage and
The facliity will* conduct an afinual review of Its :orfoce;iure Cn/hen dezlllr;‘%t;/vithllreslctjefr}; wlth
AP nractioys aisease., Llonaily, statv/agency
8cess
erh?PRéé] ngj ﬁgl? 't\/lsFt kﬁrlr IZ rzgzal;neta:snevﬁ deni;}& were re-educated by DON/deslgnee, on DATE, In
.S no regard to proper linen care and Infectlon control
by: o procedures, to ensure compatency and
Based on olisarvation, staffinterview, clinical compllance,
record review and facllity document review, the :
facllity staff falled to malntaln infection control 4. DON/deS!E“ee will conduct monltoring ensyre
practices during a COVID-19 (1) outbreak In the staff are following Infaction control procedures
facllity, for-one of six sampled residents weekly x 4 weeks then monthly k 3 months,
! ; ! DON will report findings to the QAPI Commiitee,
(Reslident #4); and the staff failed to handle linens P
In a méanner to prevent the spread of Infection on 5. Allegation of Compliance date Is 6/19/2020
one of two units, (the COVID, positive Isolation
unit),
The facilify staff falled to maintain infection control
practices for the use of PPE (personal protective
aqulpiment) between multiple residenis Including
Resident # 4 whom was diagnosed with a
co-Infectious (simultanaous Infection) pathogen,
Clostridium difficlie (2) and falled to disinfect
medical equipment when caring for multiple
resldents on the COVID-19 Isolatlon unit In the
facliity,
The facliity staff falled fo ensure a cloth gown that
was In dlrect contact with the facllity floor on the
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COVID-19 positive isolation unit was not in
contact with other clean gowns and hot ysed
when providing care to a regldent,

The findings Include:

1. Resldent # 4 was admitted to the facllity with
dlagnoses that Included but were not limited to
atrial fibrillation {3}, high blood pressure and
enterocolltls [inflammation of the small intestine
and colon] due to recurrent clostridium difflcile.

set), a quarterly assessment with an ARD

Resident # 4 as scoring a 15 on the brief

extensive assistance of one staff member for
activities of dafly living.

On 8/14/20 at 3:45 p.m. an observation was
made of ONA [certlfied nursing asslistant] # 3
providing cére to residents on the COVID-19

4's temperature and pulse oximetry (measures
oxygén level) reading using a pulse oximeter,

then observed leaving Resident # 4's room

golng Into four additional rooms parforming the
samse procedures with the residents n those
rooms, CNA # 3 falled to change gloves, wash
hands or ¢lean the equipment making contact

p.m., CNA# 3 was observed at the nurse's
station Cle,gnlng the pulse oxlimeter and the

Resldent # 4's most recent MDS (mlnimum data
(assessment reference date) of 02/02/20, coded
interview for mental status (BIMS) of a score of 0

- 18, 16 - helng cognitively intact for making dally
declsions,. Resldent # 4 was ceded as requlring

Isolation uflt. CNA # 3 was observed In Resident
# 4's room wearing an Isolation gown, gloves and
mask, CNA# 3 was observgg taking Resldent #

which fit onto the resident's finger, CNA# 3 was

wearing the fsofation gowrir gloves and mask and

with the residents between each resident, At 3:563
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thermometer after completing the procedures
with the five resldents observed.

A laboratory report dated 08/07/2020 for Resident
# 4 from [Name of Hospltal] documented In part,
“03/08/2020. Posltive for Toxigenls C, difficlle."

The "Physiclan's Telephone Order,” dated
03/10/2020 for Resident # 4 documented,
"Vancotycin 126mg [milligrams po [by mouth]
daily x [times 7 [seven] days then Vancemycin
128mg po-every 2 [two] days for 6wks [six
weeks]!' ..

The POBS [Physiclan's Order Sheef] dated
04/01/2~ through 04/30/20, signed by the
physician on,0381/220 documented in part,
"03/09/20:.Contact precautions Every Shift for
C-DIff) . . -

The compréehensive care plan for Resident # 4
dated 07/31/2019 with a revision date of
03/11/2020 documented, "Focus: [Resident # 4]
has C. Difficlle.” Under "Interventlons", It
documented In part, "Disinfect equipment used
hefore It leaves the room. Date Inltlated:
07/03/2019.)

On 6/14/20 at 4:26 p.m,, an Interview was
conducted with CNA # 3 about the observation of
golng room to room wearing an isolation gown,
gloves, mask, taking temperatures and pulse
oximetry readings without changing gloves or
cleaning theé pulse oximeter between residents.
CNA # 3 stated that they went room to room and
did not change gloves or wash thelr hands
becausg, "l technically did not touch them, 1 Just
sllp thelr finger Into the pulse ox," When asked if
they cleaned the machine between resldent uses,
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CNA # 3 stated she dld not see any wipes In the
hall. CNA # 3 stated, "l know you are supposed
to do that but when you doif't see them
[disinfacting wipes] you can't do them." CNA# 3
stated that after she saw the wipes at the nurse's
station the machine was wipsd down. When
asked If she was aware of any reason why it was
Important to change PRE after carlng for
Resident # 4, CNA # 3 stated, "l do not have an
answer for that, | do not remember, anything."
CNA # 3 stated, "We use sanltizer {0 not spread
the Infection around hut it Is hard when you don't
have the supplies you need. | didn't reallze the
wipes were there until after | finished."

On 05/14/20 at 4:42 p.m,, an Interview was
conducted with RN [registered nurse] # 1,
assistant director of nursing, in the presence of
O8M [other staff member] # 4, soclal service
director, OSM # 6, human services director, OSM
# 7, business development coordinator, and ASM
[administrative staff member] # 5, senlor regional
directorjef operations, who on the phone. After
belng infotrmed of the observation described
above RN # 1 was asked to descrlbe the
procedure staffifdliows for aresldent with

| C-Difficlle,” RN # 1 stated staff should follow

contget precautions, washing with soap and
water, and dislnfecting equlpment. When asked
why It was Important to follow those procedures,
RN # 1 stated fo try to stop.the spread of the
virus,

On 5/15/2Q at approximately 910 a.m., a request
was made for the facllity policy on following
Infection control precautions for C-difficile, a
handwashing poliey related to direct resident care
and for disinfecting shared medical equipment to
ASM (administrative staff member) # 3, the
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regional director of clinlcal services was made
aware of the above findings by telephons. A
request for Resldent # 4's comprehensive care
plan, the recent slghed physiclan's order sheet
and MDS dated 02/02/2020 was also made to
ASM # 3,

Based Rrecautions" docurnented In part,

| from patlent to patlent, Hand Hyglene,
Equipment and environment cleaning." Under
"Transmission Based Precg_ut(ons", It
documented In part, "Transmisslon Based
Precautions: used In conjunctlon with standard

or dedicated patient-care equipment (If

disinfect prior to use on another patient).”

Williams apd Wilkins Elghth Edltion, page 414"
documented, "The spores or pathogens llke C.
difflclle can. perslst on the surfaces of furniture
and equipment for months and contaminate the
hands of categlvers; strict adherence to

patients and caregivers from developing
infections."

Wililams and Wilkins Elghth Edition, page 414"
documepted, "Diarthea and abdominal cramps
are ¢o 'r’n'pn symptoms assoclated with C,
difficlle infections ...Because this Infectlon can
spread from Infecied fecal matter being

The facllity's policy "Standard and Transmisslon

"Standard:Precautions: Used for all patlents It s
comimon sense practices and personal protective
equipment usethat protect hgalthcare providers
from Igfection and prevent the spread. of Infection

precautioris. Patient Equipment: use disposable

equipment Is used for multiple patients, clean and

According to "Gerontologlcal Nursing, Lippincott,

handwashing procedures is crucial to protect both

According to "Gerontological Nursing, Llppincott,
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transported by contaminated objects or hands,
the use of gloves, strict hahdwashing techniques,
cleaning of environmental surfaces (usually with a
bleach solution), and use of enteric or contact
precautions are cruclal."

According to "Lippincott Nursing Procedures
Seventh Edltion, pages 651-653" It documented,
"Pulse oximetry ...Completing the procedure
.remove the probe, turn off and unplug the unit
and, If using a reusable probe, olean It by gently
rubbing [twith a disinfectant wipe or pad.
Perform hand hyglene. Document the
rocedure ! .

on 5/15/2.0 at approximately 9:10 a.m,, ASM # 3
stated that the facility staff follows their policies
and Lippincott as their standard of practice,

No further information was provided prior to exit,

Referenoe.
11 OOVID 19 Is caused by a coronavirus called
SARS-CoV-2, ngonavlruses are a large family of
viruges that are common In people and may
differgnt specles of animals, Including camels,
cattle catg, and bats, Rarely, animal
coronaviruses can Infect people and then spread
between pegple, This occurred with MERS-CoV
and SARS-CoV, and now with the virus that
causes COVID-19, The SARS-CoV-2 virus Is a
betacoronavirus, llke MERS-CoV and
SARS-CoV, All three of these viruses have thelr
origins In.bats, The sequsnces from U8, patients
are similar to the one that China inltially posted,
suggesting a likely single, recent emergence of
this virus from an animal reservolr. However, the
exact sourcée of this virus Is unknown, This

F 880
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Information was obtained from the webslte:
https:/iwww.cde.govicoronavirus/2019-ncov/faq. ht
ml#How-COVID-19-Spreads

{2]. Clostridium difficile Is a gram-positive
anaeroblc bacterium most often assoclated with
antiblotic- assoclated diarrhea, Symptoms may
range from asymptomatic carrier states to severs
pseudomembranous colltls and are caused by
toxins produced hy the organlsm Although
c-difficile Infection can be calised by almost any
antlblotlo that disrupts the Intestinal flora, It's
classically-associated with clindamyeln use,
Patlents at hlgh risk for thls disorder include
Include those that are taking'many kinds of
antiblotics Immunosuppressed Individuals, and
those In nursing homes. C-dlfficlie may be
transmltted directly from patient to patient via
contaminated hands of facliity personnel (most
common) of indirectly through contaminated
squipment such as bedpans, urlnals, call bells,
..and surfaces such as bedralls, floors, and toilet
seats ‘because spores of c-dlfficile are reslstant
to most commonly used facility disinfectants the
patients room may be contaminated even after
the patlent has been discharged, The Immediate
environment must be thoroughly cleaned and
disinfected with 0,6% sodium hypochloride
...standard precautions for contact with blood and
body flulds should be used for all direct patlent
contact and contact with the patient's
environment, Use good handwashing technique
with antisaptlc soap after direct contact with the
patient or environment ...reusable equipment
must be“disinfected before use on another patient
or disposable equipment should be used .... This
information was obtalned from: Springhouse
Handbook of Dis8ases- Calges, Signs and

F 880
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Symptoms; Patlent Care- 2007 Springhouse
Corporation pages 217-219

[3]. A problem with the speed or rhythm of the
.heartbeat. This Information was obtalhed from
the website:
https:/iwww,nim.nih.gov/mediineplus/atrialfibrillatl
on.html.

2, On 0B6/14/2020 at 4:06 p.m,, CNA# 3 was
observed.at the clean linen laundry cart on the
COVID 19 positive Isolation unit. CNA#3
removed two clean gowns, and one gown fell
onto the floor, CNA # 8 picked the gown up off the
floor and placed it onto the cart right across from
the laundry cart thet contained PPE (personal
protective equipment) and four clean gowns lylng
on top of the cart. CNA# 3 paced the gown that
had fallen to the floor on top of one of the clean
gowns on the cart,

At apprommately 4:08 p.m., an Interview was
conducted-with RN [reglstered nurse] # 3, When
asked about the cart In the hallway across from
the clean Inen cart, RN # 3 stated that It
contalhed clean gowns that were ready to be
used,

On 5/14/20 at £%4:16 p.m., & observation
revealed that a CNA #1 picked up a gown from
the fop of the cart that was in contact with the
gown observed previously on the floor, CNA #1
put the gown on and went into a posliive
COVID-19 resldent room, Then CNA# 3, who
orlginally put the gown on cart from the floor, took
that gown, put it on, and went Into the resldent
room to asslst CNA#1, Observatlons of the
activity In the resident room revealed they
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repositioned the resident, folded the blankets and
sheets, Further observatlons revealed that while
the sheets and blanket were being folded they
brushed up against CNA #1 and #3s gowns, and
then the sheets and blanket were repositioned
over the resldent.

1 On 006/14/2020 at 4:28 p.m., an Interview was '

conducted with CNA # 3 regarding the gown that
fell to the floor, When asked if @ gown she had
taken from thewlgan linen it had falien to the
floor, &NA# 3 stated, "Yeah | do, 1 set It on one of
the little counters [top of cart], Yes, on the yeliow
cart, They.are clean gowns on the cart, In my
opinion [ would:say it s clean but no it's hot
clean." When asked If the gown that fell to the
floor could contaminate other gowns on top of the
cart CNA # 3 stated, "It could have been." CNA
#3 was -asked about putting on the gown that was
on the floor and going Into the resldent's room.
CNA # 3 stated, "If considering that gown, |
should not have, considering this Is already
contaminated, limited supply of gowns, say
someone coughs on your sleave, put your arm on
your chast It would be smart to take It all off but if
you don't have what you need, Consldering |
used It, It's ok but it's not ok, If | was more aware
of my surroundings then rest of the linen wouldn't
have gotten contaminated."

On 05/14/20 at 4:42 p.m,, an interview was
conducted with RN [registered nurse] # 1,
asslstant director of nursing, in the presence of
OSM [other staff member] # 4, soclal service
dIreotorL QO8M # 6, human services director, OSM
#7, buslness development coordinator, and ASM
[administrative staff member] # 6, senlor reglonal
dlrector of opeyations, who op the phone. After
being Infarmed ‘of the observatlon describad
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above RN # 1 was asked to describe the
procediire staff follows when clean linen or gowns
are dropped on the floor. RN # 1 stated they
should have gone Into hamper to he laundered,

On 6/18/20 at approximately 9:10 a.m. a request
was made to ASM (adminlstrative staff member)
# 8, the reglonal director of clinical services was
made aware of the above findings by telephone.
A request for the facllity pollcy on following
Infection coptrol pracautions for C-difficlle, a
handwashing pollcy relatad to direct resident care
and for disinfecting shared medical equipment,
Resldent # 4's comprehenslve care plan, the
recent slgned physician's order shaet and MDS
dated 02/02/2020 was made to ASM # 3,

On 6/16/20 at approximately 9:10 a,m., ASM # 3
stated that the facllity staff follows thelr policies
and Lipplncott as their standard of practics,

&

No fu‘rtHér:‘,lhformatlon was provided prior to exit.
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