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E 000 | Initial Comments E 000
'cli‘he ﬁlin? of th?tptlan of %or(ec!ionth t
oes not constitute an admission tha
é\g \l;lnanno:nced Emergency Preparedness the alleged deficiencies did, in fact,
D19 Focised Sricvey. was: conducted onaite exist. This plan of correction is filed
on 06/24-26/2020, Emergency Preparedness as evidence to comply with
information had also been reviewed off site on requirements of participation d
06/24/2020. The facility was in substantial continue to pmv&: high quality
compliance with 42 CFR Part 483.73, resident center care.
Requirement for Long-Term Care Facilities. 1. A adleatidn
. 1:1 edu
e R e R completed by facility educator on
06/24/2020 with the CNA that failed to
An unannounced COVID-18 Focused Infeclion maintain social distance between four
Control Survey was conducted on 06/24/2020. residents on the alzheimers
Infection Control information had also been unit. : : = ’
reviewed off site on 06/24/2020. Corections are 2. All residents in facility have potential
required for compliance with F-880 of 42 CFR to bglaﬁmed by infection control
Part 483 Federal Long Term Care requirement(s). graDOOI\?%r designee will inservice staff
. . on appropriate PPE and social
On 6/24/2020, the census in this 180 certified bed dista‘:,%igg which will provide a safe and
facility was 146, with all current residents sanitary environment and to help
negative for COVID-19. Ten (10) staff had been preverq the development and
tested and were negative. Six (6) residents had transmission of communicable diseases
been tested and were negative. and infection. ] )
F 880 | Infection Prevention & Control F 880 g.n%g;lr :; r%etzlgsgc'e_ea mllls;:ao:g:ct audits
ss=E | CFR(s): 483.80(2)(1)(2)(4)(e)(N appropriale PPE: nfction °$'5‘?’?'ﬁ
ractices observation times 15 sta
§483.80 Infection Control o ﬁ-nambers each week x 4 weeks,
The facility must establish and maintain an then monthly x 2 months. Discuss
infection prevention and control program and review findings and revise plan
designed to provide a safe, sanitary and as needed in QAPI x 3 months
comfortable environment and to help prevent the 5. Date of compliance 07/22/2020.
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 }Iements:
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and communicable diseases for all residents,

providing services under a contractual

accepted national standards;

§483.80(a)(2) Written standards, policies, and
but are not limited to:

possible communicable diseases or
infections before they can spread to other
persons in the facility,

(ii) When and to whom possible incidents of
reported;

to be followed to prevent spread of infections;

resident; including but not limited to:
(A) The type and duration of the isclation,

involved, and

circumstances.

(v) The circumstances under which the facility
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

by staff involved in direct resident contact.

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections

staff, volunteers, visitors, and other individuals

arrangement based upon the facility assessment
conducted according to §483.70(e) and following

procedures for the program, which must include,

(i) A system of survelllance designed to identify

communicable disease or infections should be
(iii) Standard and transmission-based precautions
(iv)When and how Isolation should be used for a
depending upon the Infectious agent or organism
(B) A requirement that the isolation should be the

least restrictive possible for the resident under the

must prohibit employees with a communicable

(vi)The hand hygiene procedures to be followed
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§483.80(a)(4) A system for recording Incidents
identified under the facllity'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, clinical
record review, and facility document review, the
facility staff failed to maintain an infection control
program designed to provide a safe and sanitary
environment and 1o help prevent the development
and transmission of communicable diseases and
infection on one of three units the Alzheimer's
unit. This deficient practice effected residents #1,
#2,#3, and #4.

The findings included:

The facility staff failed to maintain social distance
between four residents on the Alzheimer's unit.
These four residents were positioned side by side
at a round table. The CNA (certified nursing
assistant) working with these residents stated
they had not been directed to keep the residents
separated when they were participating in
activities.

Resident #1 had been admitted to the facility on
12/28/2018; diagnosis included, but were not
limited to, Alzheimer's, anxlety, ataxia, and
obsessive-compulsive disorder. Section C

F 880
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(cognitive patterns) of the residents quarterly
MDS (minimum data set) assessment with an
ARD (assessment reference date) of 05/08/2020
included a BIMS (brief interview for mental status)
summary score of 0 out of a possible 15 points.
Section G (functional status) was coded to
indicate the resident required extensive
assistance of 2 people for locomotion on unit,
walk In room, corridor, and transfers. The MDS
was coded to indicate the resident used a
wheelchair or walker for mobility. The Residents
CCP (comprehensive care plan) included the
focus areas of cognitive loss and at risk for
psychosocial well-being concern r/t (related to)
medically imposed restrictions rit COVID-19
precautions. Interventions included, but were not
limited to, Provide in room activities of choice, as
able. A review of the last 14 days of nursing notes
revealed no acute findings in relation to
respiratory issues.

Resident #2 had been admitted to the facility on
04/25/2016; diagnosis included, but were not
limited to, Alzheimer's, Parkinson's disease, and
abnormal posture. Section C of the residents
quarterly MDS assessment with an ARD of
04/16/2020 included a BIMS summary score of 0
out of a possible 15 points. Section G was coded
to indicate the resident required extensive
assistance of 2 paople for transfers and extensive
assistance of 1 parson for locomotion on unit,
walk in room and corridor. The MDS was coded
to indicate the resident used a wheelchair or
walker for mobility. The Residenis CCP included
the focus areas of at risk for falls, cognitive loss,
and at risk for psychosocial well-being concern rft
medically imposed restrictions rt COVID-19
precautions, Interventions included, but were not
limited to, Provide in room activities of choice, as

F 880
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able. Areview of the last 14 days of nursing notes
revealed no acute findings In relation to
respiratory Issues.

Resident #3 had been admitted to the facility on
10/02/2018; diagnosis included, but were not
limited to, Alzheimer's, anxlety disorder,
glaucoma, and ataxia. Section C of the residents
quarterly MDS assessment with an ARD of
04/06/2020 included a BIMS summary score of 0
out of a possible 15 points, Section G was coded
to indicate the resident required extensive
assistance of 1 person for locomotion on unit,
walk in room and corridor. The MDS was coded
to Indicate the resident used a wheelchair for
mobility. The Residents CCP included the focus
areas al risk for falls, glaucoma, and at risk for
psychosocial well-being concemn r/t medically
imposed restrictions rft COVID-18 precautions,
Interventions included, but were not limited to,
Provide in room activities of choice, as able. A
review of the last 14 days of nursing notes
revealed no acute findings in relation to
respiratory issues.

Resident #4 had been admitted to the facility on
09/02/2019; diagnosis included, but were not
limited to, dementia with behavior disturbances
and anxiety. Section C of the residents quarterly
MDS assessment with an ARD of 06/05/2020
included a BIMS summary score of 0 out of a
possible 15 points. Section G was coded to
indicate the resident required limited assistance
of 1 person for locomotion on unit, walk in room
and corridor. Transfers were coded fo indicate the
resident required extensive assistance of 1
person. The Residents CCP Included the focus
areas prefers not to attend group activities due to
preference to pursue independent activities, at

F 880
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risk for falls, cognitive loss/dementia, and at risk
for psychosocial well-being concern 1/t medically
imposed restrictions rt COVID-19 precautions,
Interventions included, but were not limited to,
Provide in room activities of choice, as able,
encourage participation in-group activities of
interest. A review of the last 14 days of nursing
notes revealed no acute findings in relation to
respiratory issues.

On 06/24/2020 at approximately 9:50 a.m., the
surveyor entered the locked Alzheimer's unit with
the DON (director of nursing) and AIT
(administrator in training). While walking down
the hallway the surveyor passed an open
doorway to their left. The surveyor observed four
female residents sitting side by side at a round
table. Three of these rasidents were in
wheslchairs (Resident #1, #2, and #3) and one of
these residents (Resident #4) was sitting in
straight back chair, The residents were grouped
together side by side. Standing across the table
from these four residents was CNA (certified
nursing assistant) #1, The surveyor entered the
room and asked CNA #1 about the residents
being grouped together and social distancing.
This CNA verbalized to the surveyor that they had
placed these four residents together at the table
and that they had not been told to keep the
residents apart during activities. This CNA stated
they had been reviewing the daily chronicle (local
newspaper). This CNA was observed fo be
wearing a facemask. None of the four residents
had a facemask in place.

On 06/24/2020 at approximately 1:00 p.m., the
surveyor interviewed the IP (Infection
Preventionist) and DON via phone. The P stated
CNA#1 had been provided education regarding

F 880
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social distancing, that they were doing the best
they could to keep the residents separated, and
they were following CDC (Centers for Disease
Control and prevention) guidelines. The IP stated
they would like the residents 1o be separated and
that they had tried facemask’s with the residents
on the Alzheimer's unit but they would not wear
them and they would get upset with staff,

On 06/24/2020 at 1:35 p.m., surveyor #2
interviewed the IP via phone. The IP verbalized to
this surveyor that they were not having any
communal activities.

On 06/24/2020 at 2:45 p.m., surveyor #2
interviewed CNA #2 via phone. This CNA
verbalized to the surveyor that on the dementia
(Alzheimer's) unit, they were trying to keep the
residents 6 feet apart and they intervened as
much as possible.

On 06/24/2020, the facility provided the surveyor
with coples of the following documents.

In-service titled "Wearing Masks/Social
Distancing" under learning objectives the staff
person teaching this In-service had transcribed
"...Encourage/remind residents frequently &
Redirected when need to stay 6 ft apart from
other residents." CNA #1 had signed page 2 on
05/19/20. CNA#1 had also signed page 5 of this
form. There was no date beside of the CNA's
name. However, the staff that had signed this
in-service log before and after CNA #1 had dated
the form 06/02/2020.

Document from the CDC titled "Coronavirus
Disease 2018 (COVID-18) Consideration for
Memory Care Units in Long-term Care Facilities.”
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This document read in part, "...Routines are very
Important for residents with dementia. Try to keep
their environment and routine as consistent as
possible while still reminding and assisting with
frequent...social distancing, and use of cloth face
coverings (if tolerated)...Limit the number of
residents or space residents at least 6 feet apart
as much as feasible when in a common area, and
gently redirect residents who are ambulatory and
are In close proximity to other residents or
personnel..."

Document titled "COVID-19 (Corona Virus)
Prevention and Monitoring Policy Statement” This
policy read in part, "...Corona Virus is thought to
spread mainly from person-to-person. Between
people who are in close contact with one another
(within about & feet)...Cancel communal dining
and all group activities...Remind residents to
practice social distancing...The Infection
Preventionist and Director of Nursing Services
will train and educate staff..."

The DON and AIT (Administrator in Training)
were made aware of the issue regarding social
distancing and activities during the onsite survey
on 06/24/2020.

On 06/26/2020 at approximately at 1:50 p.m.,
during a follow up phone call with the
administrator the administrator verbalized to the
surveyors that 6 residents and 10 staff had been
tested for COVID19 and they were all negative.
The census is the 180 certified bed facility was
148 at the time of the onsite survey.

Ne further information regarding this issue was
provided to the survey team.
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