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E 000| Initial Comments E 000

A COVID-19 Focused Emergency Preparedness
Survey was conducted offsite 04/16/2020through
04/17/2020, onsite 06/18/2020, and continued
with offsite review through 06/22/2020. The
facility was in substantial compliance with 42CFR
Part 483.73 emergency preparedness
regulations, and has implemented The Centers
for Medicare & Medicaid Services and Centersfor
Disease Control recommended practices to
prepare for COVID-19.

The census in this 60 certified bed facility was 29
at the time of the onsite survey.
F 000| INITIAL COMMENTS F 000

A COVID-19 Focused Infection Control Survey
was conducted offsite 04/16/2020 through
04/17/2020, onsite 06/18/2020, and continued
with offsite review through 06/22/2020.
Corrections are required for compliance with 42 ) .
CFR Part 483.80 infection control regulations, for All residents may be at risk from this deficient
the implementation of The Centers for Medicare practice. A complete review of the current 7/16/2020
2 Medicald Services snd Eaiters Tor Disedse acility's Infection Prevention and Control policy

: nd protocols specific to donning and doffing of
Control recommended practices to prepare for ppropriate Personal Protective Equipment

COVID-18. (PPE) was completed. Based on the review, the
ollowing practices have been enhanced to
The census in this 60 certified bed facility was29 F 880 mitigate future deficiency:

at the time of the onsite survey.
F 880 | Infection Prevention & Control

=D | CFR(s): 483.80(a){1)(2)(4 ssistant Director of Nursing immediately
s 2L e topped staff attempting to enter the COVID-19

ing without wearing appropriate mask.
ppropriate mask was provided to staff to don
efore entering the COVID-19 wing.

§483.80 Infection Control
The facility must establish and maintain an

infection preventl.on and control_program dministrator made available enough supply of
designed to provide a safe, sanitary and PPE in the department and on site for easy
comfortable environment and to help prevent the ccess. Staff was immediately trained on the
development and transmission of communicable pot on donning and doffing of appropriate PPE

in the COVID-19 wing. Staff was also re-
ducated on 6/22/2020 by the infection
reventionist and again reeducated by her
upervisor on 7/16/2020.

’ JAlmmi o) ol )oopo

Any deficiency statement ending with an asterisk (*)d€notes ich the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection tgife patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not & plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

LABORATORY DIRECTOR'S OR PRO

EPRESENTATIVE'S SIGNATU




PRINTED: 07/06/2020
DEPARTMENT OF HEALTH AND HUMAN SERVICES

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: S0Q111 Facility ID: VA0265 If continuation sheet Page 1 of 7




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/06/2020
FORM APPROVED
OMB NO. 0938-0391

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
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

prevention and control specific to donning and
doffing of appropriate PPE was completed.

The Director of Nursing, Assistant Director of
Nursing and the Administrator conducts infection
control rounds 2 times daily to ensure staff are in
compliance with infection control practices to
include appropriate use of PPEs (mask, owns,
gloves, face shields, googles, gloves).

Infection prevention and control specific to
donning and doffing of appropriate PPE was
discussed in the monthly Quality Assurance,
Prevention and Improvement (QAPI) meeting.
This will continue in subsequent monthly QAPI
meetings until it is determined to be resolved.

Ongoing infection control rounding by the DON,
ADON and administrator to ensure staff are in
compliance with infection prevention and control
practices.
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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 interview, and facility
documentation the facility staff failed to maintain
infection control practices in accordance with the
Center for Medicare and Medicaid Services
(CMS) and Centers for Disease Control and
Prevention (CDC) recommendations to prevent
the spread of COVID-19 in 1 (COVID unit) of 3
areas within the facility.

The findings included:

The facility staff failed to properly wear personal
protective equipment (PPE) to prevent the spread
of COVID-19. A staff member was observed
entering the COVID unit wearing a surgical mask.

On 06/18/2020 at 1:00 PM, an interview with the
administrator was conducted by Surveyor A.
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When asked about the policy and expectation for
personal protective equipment for staff to wear
while on the south wing (designated the facility's
COVID positive unit), the administrator stated
staff should wear gown, gloves, N95 mask,
faceshield, and shoe covers.

On 06/18/2020 at approximately 1:55 PM,
Surveyor A and the Assistant Director of Nursing
stood outside a set of closed doors on the south
wing. The Assistant Director of Nursing (ADON)
stated that this was their COVID unit. Signs on
the door read "Authorized personnel only."
Surveyor A and the ADON were wearing personal
protective equipment per facility policy and
walked the length of the hall which led to a
common area room. There was an exit door to
the outside on the left side of the room. Surveyor
A and the ADON observed a staff member
(Employee F) enter the COVID unit common area
from the side door and the only personal
protective equipment she was wearing was a
surgical mask. The ADON approached the staff
member (Employee F) and the staff member
(Employee F) went back outside. Surveyor A and
the ADON met with staff member (Employee F)
outside the door and the ADON stated to
Employee F that staff need to have their N95 on
at all times in the COVID unit.

On 06/18/2020 at approximately 1:56 PM, an
interview with Employee F was conducted by
Surveyor A. Employee F stated she had worked
in the Rehab Unit for 3 months. When asked
about her workflow process, Employee F stated
that she first works in the clean unit and when it's
time to work on the COVID unit, she leaves the
facility from the main entrance and enters the
COVID unit through this side entrance. Employee
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F stated her N95 is stored in a bag on a table by
the door. Employee F stated when she enters the
COVID unit, she replaces her surgical mask with
the N95 then washes her hands then dons the
rest of her PPE.

On 6/18/2020 at 3:35 PM, a telephone
conference was held by Surveyor B and Surveyor
A with the Facility Administrator (Employee A)
who stated the facility policy was for N95 masks
to be worn on the COVID unit. The Administrator
stated the physical therapists were expected to
provide and wear their own N95 masks.

On 06/18/2020 at 3:38 PM, an interview with
rehab director (Employee G) was conducted by
Surveyor A and Surveyor B. When asked about
the expectation of staff workflow process, rehab
director stated that after staff completes
assignments on clean unit, the staff should leave
the facility through the main entrance and enter
the COVID unit from the side door, and then don
their PPE. When asked about the distance
between the door and the location of their PPE,
the rehab director stated about 3 feet. When
asked about the distance between that table and
the nearest resident room, the rehab director
stated "approximately 20 to 30 feet."

On 06/18/2020 at 3:55 PM, a telephone
conference was held by Surveyor B and Surveyor
A with the ADON. The ADON confirmed the
observations made during the tour with Surveyor
A and stated that staff members needed to be
compliant with existing facility policy on the use of
face masks. The ADON stated she was going to
make sure fit testing would be done on all staff
members.
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Facility documents with regard to infection control
and the use of face masks were requested and
received.

On 6/18/2020, review of the facility policy entitied
"Corona Virus (COVID-19) Guideline: " This
guideline is written to provide infection prevention
and control measures for residents and staff
members during the outbreak of COVID-19. with
a revision date of 4/2/2020 read, "CDC (Center
for Disease Control), CMS (Center for Medicare
and Medicaid Services) and specific state
guidelines will be followed." regarding the need
for employees to wear protective equipment”.

The facility Administrator and ADON were made
aware of the findings during the end of day
meeting held on 6/18/2020. The ADON stated
she was a new employee of less than one week
and was going to conduct inservices with the staff
to ensure they understand about COVID-19 and
the need to follow the policy to have on the N85
when on the COVID unit. The Administrator
stated there was no shortage of PPE at the time
of the survey.

On 6/22/2020 at 11:34 AM, an interview was
conducted with the ADON who stated she had
conducted inservices with the staff about the
need to wear N95 masks on the COVID Unit.The
ADON stated before staff enter the COVID unit,
they need to don everything including the N95.
Copies of the inservices sign in sheets were
provided and reviewed.

On 6/22/2020 at 2 PM, an interview was
conducted with the Administrator who stated the
Therapy Department was following standards
about optimizing staff. There were not enough
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therapists and cases to have only one therapist
assigned to the COVID Unit. The Administrator
stated the therapy staff were assigned to care for
the residents on the "clean unit" first. Then,
toward the end of the workday they would go to
the COVID Unit through a separate entrance.
The Administrator stated the staff should "wear
the N95 mask when they enter the COVID unit"
and after finishing the work there, "they would go
home after leaving the COVID unit."

On 6/22/2020 during the end of day debriefing,
the Administrator was again advised of the
findings. The Administrator stated the situation
was already handled with the Therapy staff. All
staff should have on the N95 mask when they
enter the COVID unit.

No further information was provided.
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