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E 000 | Initial Comments E 000 U200
An unannounced abbraviated Emergency
Praparadness remale COVID-19 Fogused Survey
was conductad onsita on DB/12/2020. Tha facilily
was In substantlal samplianca with 42 CFR Part
483,73, Raqulrament for Long-Term Cara
Facilities. E-B880
F 000 | INITIAL COMMENTS F 000
" - A The statements mada on this plon of
n unennouniced An unannaunce
Medicare/Medioald COVID-19 Focused Survay correction are not an admission ta and
was conducted onsite on 08/12/2020. do not constitute an agregment within
Correctlons are required for compliance with 42 the allegad deficlencles clted harein. To
CFR Part 483 Federal Lang Term Care
requirements. remain In compliance with all federal
) ond state regulations, the center has
On 08/12/2020, the census in this 128 certlfled wili take tha actions set farth In
bed facllty was 83 at the time of tha survy. tuken or ’ t{"
F 820 | Infaction Pravention & Control F 880 the following plan of correction
gg=p | CFR{(s): 483.80(=)(1)(2)(4)(6)(H constitutes the cantar’s allegation of
compliance. All alleged deficlencles
§483.80 Infaction Control Wb tad b
The facliity must establish end malntaln an cited have been or wii) be correctad by
Infection pravention and contral pragram the dote or dates indlcoted
designed to provids a safs, sanitary and
comfortable erwtronment'and to help pravent the it Is the Intandad practice of the facllity
development and transmisslon of communicable
diseaszes and Infactions. to sztablish and maintaln an fegtion
prevention and control program
g;loaga':::;(a) Infaction prevention and control designed to provide a safe, sanitary,
The facility must establish an Infaction pravention and comfortable environment, and to
and control pragram (IPCP) that must Include, at help pravant the devalopmant and
SITHRIS, 200 SR awing Alamenin transmission of communleable diseases
§483,80(a){1) A syslem for preventing, identifying, and (nfections.
reporting, investigating, and controlling infections
and communicable diseasses for all residents,
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Any deflclency alalemanl ending wdih an eaterlak (*) danotes a deflclency which the Institution may be axcunad from comracting providing K Is determined that
other safaguarda provide sufficlanl protection 1o the patlents. (See Inetructions.) Excap! for nureing homes, the findings stated above are dlssloaabls 80 days

en

ng lha dats of aurvay whethar or nel a plan of corraction |s provided, For nursing hemas, the sbove findings and plana of correction ara disclosable 14

\ following the date these documents are made avallable to the facility. If defictencies are oited, an approved plan of carrection Is requisite to continued
am panticipatlon.
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staff, volunteers, visitors, and othar Individuals
providing sarvices under a contractual
arrangamant basad upon the facliity asassssmant
conducted according ta §483,70(e) and followlng
acceptad national stendards;

§4063.80(a)(2) Whitlen standards, policies, and
procadures for the program, which must includs,
but areé not limited to:

(1) A system of survelllance designed to ldenliy
posslble communlicable diseases or

Infactions before they can spread to other
perssns in tha facllity;

(1) When and to whom possible Incldents of
communicable disaase or Infactions should ba
reported;

(i) Standard and {ransmigsion-hased precautions
1o be followed to prevent spread of infections;
{iv)When and how isolation should be used for g
resldent; Including but not limltad to:

{A) The typa and duration of the lsolstion,
depanding upon tha Infactious agent or organiam
Involved, and

(8) A requirement that the isolation should be the
least restricilve possible for the resident under the
clreumstances,

(V) The clreumstances under which the faciiity
must prehiblt employses with a cemmunicable
disease or Infectad akin leslons from direct
contact with rasldents or thelr faod, If direct
contact will tranamit the disease; and

(vl)The hand hyglene procedures to be followed
by stafi involved In diract resldent contact.

§483.80(a)(4) A system for recording incidents
identifiad under the facility's IPCP and the
corractive actlans taken by the facility.

DON on 8/14/2020.

affgcted,

isolation.

4, 2020.

regarding CNA #1 and CNA #2
not weuring appropriate PPE —
education was conducted with
the Indlvidual employees by the

2, fesidents who rasida in the
facllity have the potentlal ta be

3. Directot of Nursing and/or
deslgnes to educate staff on
wearing the appropriate PPE

whan entering rooms on

4, Director of Nursing and/or
deslgnee will audlt Infection
control proceduras within the
facliity, to Include waaring
appropriate PPE, 3 days a week
% 4 waaks and then monthly x 2

months, The rasulte of the
random audiis will be raported
to tha QAA Committee for
review and follow up
racommencations as Indicated.
5, The facllity's slleged dute of
cornpliance will be September
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§463.80(e) Linens,

Personnel must handle, store, process, and
transport linans so as to prevent the spread of
Infection.

§483.80(f) Annual raview,

Tha faolity will canduct an annual review of Its
IPCF and update thelr program, as necessary.
This REQUIREMENT Is not met as avidenced
by:

Based on observation, clinical record review,
staff Interview and facility documant review, It was
datarmined that facilily staff failed to implement
infaction control pragram to prevent the spread of
communicable disease and infection for two of 18
rasidant rooms under droplet pracautions,
Resldant room # 223 and # 202, Tha Facilily staff
fallad to waar all required PPE [paraonsl
protective equipment] upon entaring twa residsent
roame on droplet [1] and airborne [2] pracautlans
on the 222-236 and 200-211 haliwaya of unit two,
On the 222-236 hallway, CNA [certifled nursing
assistant] #2 anterad room 223 a droplst and
alrborne lsolation reom, without wearlng an
[solation gown. On the 200-211 hallway, CNA #1
entered room 202 a droplet and airborne lsolation
raem, wilhout wearing an isolatlon gown.

The findinga include:

1. On 8/12/20 at approximately 12:30 p.m., an
obsarvation was conductad on the 222-236
hallway of unit twe at the facllity revealed CNA
[certifled nureing assistant] # 2 entering Resident
room number 223 with a lunch tray. Obsarvation
of room 223 revealed the door was olosed with
two resident names on the nameplate of the daor
and two paper slgns posted on the door. The firat
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F 880 | Continued From page 3 F 880 9420
sign read "Stop Airborne Precautions Everyons
Must: Clean thalt hands, induding bafora anterlng
and whan laaving the room. Put on a fit-tasted
N-95 [3] or higher lavel reapiratar before room
antry. Remova resplrator aftar exiting the room
and cloalng the door. Door to room must remaln
closed." The second sign read, "Stop Droplst
Precautions Evaryone must: Clean thelr hands,
 Including before entering and when leaving room.
Make sure their eyas, nose and mouth are fully
covered before room entry. Remova face
protection before room exit.”" Further obgervation
revealed CNA # 2 entering the resldent's room
wearlng @ mask and gogglas. The observation
falled to evidence CNA # 2 wearlng glaves and 8
gown.

On 8/12/20 at approximatety 12:45 p.m., an
Interview was conducled with CNA # 2 regarding
PPE [personal protective equipmenl] required for
entering resident rooms on droplet and airhorna
isolatlon. CNA# 2 stated that any staff who
entarad a resldent room who was on draplat and
alrborne Isolation had to wear full PPE, which
included gloves, an isolation gown, an N85 maek
and gogglas for eye protection. When asked
about entering resident room 223 with the lunch
tray, CNA# 2 stated that they were not wearing
the corrgct PPE. CNA# 2 further stated, "l was
moving, nat thinking and forgot to gown up.”
When asked why It was Important to wear the
corract PPE CNA# 2 statad, "It's a way of
preventing an Infaction.”

Review of the nurse's progress notes in the
clinlcal racordie for the residents In room 202
documenied both reeidents ware displaying
symptoms of COVID-19 including fever and
cough and as balng In alrborne lsolation and
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the faallity.

Gown
Glovas ..."

I

N-85 resplrator/mask
Eye protaction (face shleld, goggles, or aafaty
glasees with attached side shlelds)

F 880 | Continuad From page 4
droplet isolation on 8/10/2020 and 8/11/2020.

On 8/12/20 at 2:156 p.m., an intarview was
conducted with ASM (adminisirative staff
membar) #2, director of nursing, infection control
practitionar. Whan azked what PPE was worn in
droplat and airborna isolation roome, ASM #2
stated that an N85 mask, gogglas, gown and
gloves wara to ba worn whan staff entar the room
for any reasan. When asked the purpoas of tha
PPE, ASM #2 statad It was to pravent the sprasd
of infectlon for the resident and the employss and
10 keep the infaction contained.

Review of the facility policy "Tranamlssion-Based
Pracautions and COVID-19 (4]" documented In

) part, "In our facilities, bacause asrosol generating
proceduras are rare, we are utllizing tranemission
basad precautlons In carlng for known or
suspactad patiants with COVID-18, Becauaa the
organlem can be spread by droplats through the
air, we are ulilizing a combination of droplet and
girborna tranamission-based precautions. The
aame lavel of pracautions are utilized ragardiess
of whethar tha patient is on a special COVID-19
Alrborna Isolatlon Unit (CAIU) or is in & privata
roam with their own bathroom anywhere else in

Qn 8/12/20 at approximatsly 2:15 p.m., ASM
(adminlstrative staff member) #1, the
adminlatrator and ASM #2, the dlractor of nursing
wera made aware of the findings.
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F 880 | Continued From page & F 880 q 120
No further information was provided prior to exit.
| 2. On 8/12/20 at 12:20 p.m., an obearvation was

conducted of the facility 200-211 hallway of unit
two. Obsarvation of raom 202 reveslad the door
was closad with two residant hames on the
nameaplate of tha doar, Thare were two paper
slgns posted on the door. The first sign read
"Stop Alrborne Pracautions Evaryone Must: Clean
their hands, Including befare entaring and when
leaving the room. Put on e fit-tested N-85 (3) or
higher level respirator before room entry.
Remove respirator after exiting the room and
cloging the door. Door to room must remain
slased " The second slgn read, "Stop Droplet
Pracautions Everyone must: Clean their hands,
) including bafore entering and when leaving room.
Make sure thelr ayes, nose and mouth are fully
| covered befors room entry. Ramova face
protaction bafore room exit."

On B/12/20 at 12:25 p.m., observation revealed
GNA (cerlified nursing assistant) #1 on the
200-211 hailway of unlt two passing meal trays to
reaidents in room 202, CNA#1 placed two maal
traya onto a red rolling cart then picked up ons of
the meal trays entered room 202 and placad the
meal tray on the resident's bedside table,
Observation revealed CNA #1 waaring only a
mask and poggles. CNA#1 sanilized their hands
and exlted the room. CNA #1 then retrieved the
ascond meal tray off the cart end entered room
202 again wearing only & mask and goggles and
closed the deor to the room, CNA#1 was not
obsarved waaring ah lsolation gown when
entering room 202,

At 12:30 p.m., CNA#1 exited room 202 and left
the haliway, At 12:40 p.m., CNA#1 returned to
Bvanl 10 CJoK11 Faallily 1D: VAO1E4 it ¢onlinuailon shast Page @ of 8
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the hallway and entared reom 202 and stated to
LPN {llcensad practioal nurse) #1, "l hava ta finlsh
faeding 202." GNA #1 was obssrved enterlng
room 202 wearlng & mask and goggles, CNA#1
falled to don an lsolation gown prier to entaring
the room.

On 8/12/20 at 12:50 p.m., an interview was
conducted with LPN #1 regarding PPE (personal
protective equipment} required for entering
resident rooms on droplet and alrborne Isolation,
LPN #1 stated that any staff who entered a
rasldent room who was on droplet and alrborne
lsalation had to wear full PPE which In¢luded
gloves, an Isolation gown, an N85 mask and
goggles for aye protaction. When asked where

) PPE was kept for etaff for the isolation rooms,

3 LPN #1 stated that all of the PPE was located in
the thres-drawer {galation hing located in tha

! hallways outslde of the resident rooms, LEN #1
statad that there was no PPE stored in resident
rooms and staff were to don the appropriata PPE
prior to entaring the resldant's room. LPN#1
stated that the resldenta reslding on the 200
hallway on lsofation had symptams of GOVID-18
{4) or were awaiting test results. When asked
about the resldents In room 202, LPN #1 stated
that both rasldents were displaying symptoms of
COVID-19 and were baing tested on 8/13/2020,
LPN #1 confirmed the obaervation with thia
surveyor of CNA#1 in room 202 without an
Isolation gown. LPN #1 stated that CNA #1
should have had a gown on when entering the
room for any reason,

On 8/12/20 8t 12:63 p.m., an interview was
conduoted with CNA #1 regarding the observation
of not wearing the raguired PPE while inslde of
room 202, When asked what PPE was worn
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when sntering resident rooms on droplet and
alrborne Isolation, CNA #1 stated that mask, |
gopgles and gioves were worn, When asked if a
gown was raquired when entering droplet and
alrborne Isolation rooms, CNA #1 stated that a
gown was not required when fesding a resident
as they wera dolng In room 202, When asked
what & gowh would ba requlred for, CNA #1
stated that thay wear a gown whan changing a
residant or performing haad to toe care. When
asked if there was potantlal to come In contact
with droplets and resident linens while feeding
residents, CNA #1 stated that there was aiways
{he potential but they do not make contact with
the linens or resident belongings normally.

) On 8/12/20 at 216 p.m,, an intarview was

: conductad with ASM (edministrative staff
member) #2, director of nursing, infactlon cantrol
practitioner. When asked what PPE was worn in
droplet and airborne isolation rooms, ASM #2
stated that an N95 mask, goggles, gown and
gloves were to be worn whan staff enter the room
for any reaaon, When asked the purpose of the
PPE, ASM #2 stated It was to pravent the spread
of infaction for the resident and the employes and
to keap the infection containad.

On 8/12/20 at approximataly 2:15 p,m., ASM
(adminiatrativa ataff mamber) #1, the
administrator and ASM #2, the diracior of nursing
ware madea aware of the findings.

Reaforences:

1. Droplet precautions are used to prevent
contact with mucus and other secreticns from the
nose and sinuses, throat, airways, and lungs.
Thls Information was obtalned from the website:
Event ID: CJAKN Fagllliy 1D: VAQ134 Il cantinustion sheal Page & of 0
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https://imedlineplus.gov/ancy/patiantinatructions/0
00448.him

2. Airborne precautions may be needed for
garms that are go small thay can fioat In the alr
and travel fong dislances, Airborne precautions
help keep staff, visitors, and othar people from
breathing in these perms and gatting sick. This
infarmation was obtained from the wabsite:
hitps:/imedlineplus.goviency/pattentinatructiona/0
00448.htm

3. Areaplrator [s a personal protective device
that Is worn on the face, covers at least the nose
and mouth, and Is used to reduce the wearer's
rigk of inhaling hazardous airborne particles
(including dust particles and infectious agents),
gases or vapors. This information was obtained
from the wabaita:
hitpa://www.ede.gov/niosh/npptiftopics/respirators
fdlsp_part/reapsourcaiquasti.himl

4, COVID-19 is caused by & coronavirus called
SARS-CoV-2. Coronaviruses are a large family of
viruges that are common in people and may
different specles of animals, including camala,
cattle, cats, and bats, This Information was
obtalned from the website:

hitps:/Maww, cde.govicoronavirus/2019-ncov/fag. ht
mi#How-COVID-18-Spraads
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