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E 000 ' Initial Comments

An unannounced Emergency Preparedness

COVID-19 Focused Survey was conducted

6/22/20 through 7/01/20.

The facility was in substantial compliance with 42
. CFR Part 483.73, Requirement for Long-Term

Care Facilities.

F 000 INITIAL COMMENTS

An unannounced COVID-19 Focused Infection
Control Survey was conducted 6/22/20 through
7/01/20.

Corrections are required for compliance with
F-880 of 42 CFR Part 483 Federal Long Term
Care requirement(s).

- On 6/22/20, the census in this 109 certified bed
facility was 83. Of the current 83 residents, 9
residents have been tested and were negative for
COVID-19. 9 staff members and 9 students have
been tested with one positive result.

Infection Prevention & Control
CFR(s): 483.80(a)(1)(2)(4)(e)(f)

F 880
§58=D

' §483.80 Infection Control
The facility must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
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 elements:
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and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
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;
(i) When and to whom possible incidents of
communicable disease or infections should be
reported;

to be followed to prevent spread of infections;

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

involved, and

circumstances.

(v) The circumstances under which the facility
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

by staff involved in direct resident contact.

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

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

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 surveillance designed to identify

(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

(vi)The hand hygiene procedures to be followed
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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 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 observations, staff interviews and
facility document review, and during the course of
a COVID-19 focused survey, it was determined
the facility staff failed to consistently implement
infection control plans/practices designed to
attempt to prevent the development and/or
transmission of COVID-19.

The findings included:

The facility staff failed to provide specific PPE
(personal protective equipment) signage posted
| outside of (2) resident's rooms (Resident #1 and
- Resident #2).

On 6/22/2020 at 4:15 pm, the surveyor and
administrator conducted a walking tour of the
nursing facility. During this tour, the surveyor
noted over the door PPE for Resident #1 and #2's
rooms. There was no signage to inform the staff
of the appropriate PPE to be used while caring for
the residents in these rooms. The surveyor
asked the administrator if appropriate signage
should be on the resident's door alerting the staff
the type of isolation the resident was on and what
type of PPE was required to be used by the staff
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Posting specific PPE (personal protective
equipment) signage outside of resident
rooms is important to the team at FMM

1. Appropriate signage was placed
outside of the rooms for Residents #1 and
#2.

2. Any resident who requires isolation
could be affected by the same deficient
practice. And audit of all seven rooms for
residents who are currently on isolation
precautions was conducted to ensure
appropriate signage is in place.

3. The charge nurse will be responsible
for placing signage at the time isolation
hangers and will ensure signage is
included.

4. An audit will be conducted to ensure
appropriate isolation precaution signage is
visible at the door along with PPE four
times weekly for six weeks and then four
times monthly for six months for all
rooms.
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caring for the residents. The administrator
stated, "Yes there should be a sign on both of
these rooms." The administrator informed the
DON (director of nursing) of the above
documented findings.

On 7/1/2020, the surveyor reviewed the facility's
policy titled "Infection Control" which read in part"
...Signage shall be posted at the first point of
encounter with instruction to Residents and Team
Members to take appropriate control measures

No further information was provided to the
surveyor prior to the exit conference on 7/1/2020.

5. Corrective action will be completed as
of August 1, 2020

Directed Plan of Correction:

1. Evidence of current infection control
policy and procedure will be attached.

2. Training residents and staff regarding
social distancing and wearing a face mask
is ongoing, starting at the beginning of the
pandemic. Evidence of the trainings will
be attached.

3. Training appropriate staff regarding
implementing appropriate transmission
based precautions for COVID-19,
including PPE to be used. Evidence of
the trainings will be attached.

4. ARoot Cause Analysis was conducted
and presented to Infection Prevention, the
QAPI team and Governing body. The
RCA was used in the Plan of Correction,
with specific interventions gleaned from
conducting the RCA. The RCA will be
attached.
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