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;IV. Failure to ensure proper infection control practices were followed during housekeeping and wound care

A. Observations of room cleaning

During a continuous observation on 4/14/2020 at 10:39 a.m., housekeeper (HK) #1 was observed entering a resident ' s bathroom. She cleaned the resident ' s
toilet and exited the bathroom without removing her gloves. HK #1 was observed holding the toilet brush with her right hand and a toilet brush holder with
her left hand.

HK #1 did not change her gloves.

HK #1, with the same gloved hands, handed the resident lotion and assisted the resident to apply the lotion to the resident ' s hands.

With the same gloved hands, HK #1 used a rag to clean the sink, countertop and over bed table.

With the same gloved hands, HK #1 swept the resident ' s room. She then put the broom back on the housekeeping cart and took the trash to the soiled utility
room. When opening the door to leave the dirty utility room, HK #1 removed one glove, approached the housekeeping cart, removed the second glove and
threw them away. HK #1 was observed cleaning her hands with hand sanitizer.

B. Observations of wound care

During continuous observation on 4/14/2020 at 11:20 a.m. licensed practical nurse (LPN) #1 was observed changing the dressings for a resident to the lower
part of both legs in the resident ' s room. She had cleansed the wound and applied a cream to the resident ' s legs.

LPN #1, with the same gloved hands, exited the resident ' s room to the medication cart. She grabbed the medication cart keys out of her scrub top pocket,
opened and removed an item for the dressing change from the medication cart. Then LPN #1 doffed gloves and dropped them in the trash can of the
medication cart. She reentered the resident ' s room, donned new gloves and continued the dressing change.

LPN #1 did not wash her hands or use hand sanitizer in between glove changes.

C. Staff interviews

Housekeeper (HK) #1 was interviewed on 4/15/2020 at 11:10 a.m. She stated, "I am removing the isolation cart because this resident has been on isolation for
48 hours after admission. We remove the residents from isolation 48 hours after they have been admitted [to the facility]."

Registered nurse (RN) #1 was interviewed on 4/15/2020 at 11:27 a.m. She stated, "We are placing residents that are first admitted on isolation precautions for
72 hours. If they have symptoms we will isolate that resident in their room for 72 hours also."

She stated, "We are wearing this masks since this all [Covid-19 precautions and awareness] started and using hand sanitizer and other standard precautions as
usual"

Certified nursing aide (CNA) #1 was interviewed on 04/15/2020 at 11:35 while assisting residents with eating, she stated "we use these [while holding up a
product that reads, "Hot/Cold towel"], then we help them wipe their hands." The contents of the package had a different language and there were no
ingredients listed on the package.

{Times New Roman;}}
{;Based on observations, interviews and record review, the facility failed to implement infection control measures to prevent possible cross-contamination
with Coronavirus disease (COVID-19).

Specifically, the facility failed to:
-Ensure facial masks were worn appropriately;
-Ensure social distancing was practiced;
-Ensure new admissions were placed on isolation for the required 14 days; and,
-Ensure proper infection control practices were followed during housekeeping and wound care.

Findings include:

I. Failure to ensure facial masks were worn appropriately

A. Observations

During a continuous observation throughout the facility on 4/14/2020 beginning at 10:15 a.m., the following was observed:

-Two nurses were observed giving report at the nursing cart outside of the nursing station. One nurse pulled her surgical mask below her mouth, exposing her
mouth and nose. Residents were observed in close proximity.

-A certified nurse aide (CNA) was observed walking down the hallway. Her surgical mask was hooked around the ears and pulled down, resting under her chin.
Her mouth and nose were exposed. She came within six inches of a resident and spoke with the resident about her knitted hat. The CNA's surgical mask
continued to be tucked under her chin.

-A nurse was observed walking down the hallway with a cloth mask. A surgical mask was not present under the cloth mask.

-A staff member was observed walking into the therapy gym, pulling down her surgical mask, tucking it under her chin, and exposing her mouth and nose. Four
residents were observed in the gym while the staff member's mask was tucked underneath her chin.

-Four residents were observed in the common area outside of the nursing station. The residents were not wearing masks or facial coverings.

-An activity staff member was observed calling out bingo for the residents. Her surgical mask was hooked around her ears and pulled down under her chin,
exposing her nose and mouth.

On 4/14/2020 at 10:50 a.m., a CNA was observed entering a resident's room, wearing a surgical mask that covered her nose and mouth. The CNA approached
the resident, pulled the mask down and tucked it under her chin, exposing her nose and mouth to speak with the resident.

On 4/14/2020 at 11:00 a.m. a therapy staff member was observed wheeling a resident down the hallway. The resident had a productive cough and was not
observed wearing a mask.

B. Staff interviews

The director of therapy (DOT) was interviewed on 4/14/2020 at 10:50 a.m. She said the therapy staff had been provided training on the donning and doffing
of personal protective equipment (PPE) by the director of nursing (DON). She said all therapy staff were required to wear surgical masks when in the vicinity
of residents and in resident areas. She said the therapy gym was considered a resident area.

She said the proper technique for donning a surgical mask included hooking it to the ears and ensuring the nose and mouth were covered.

She said surgical masks should not be pulled down unless the staff was in a private office away from residents.

She confirmed the mask was not effective in the protection of residents if worn underneath the chin.

Licensed practical nurse (LPN) #1 was interviewed at 11:30 a.m. She said surgical masks should be worn at all times while in the facility and when in contact
with residents. She said mask loops should be hooked around the ears and the mouth and nose should be covered.

She confirmed a surgical mask would not be effective if it was hooked underneath the chin, exposing the nose and mouth.

The DON was interviewed on 4/14/2020 at 12:40 p.m. She said she was the infection preventionist at the facility. She said she was responsible for providing
the staff with training on infection control practices. She said additional training was provided to all staff related to the virus, COVID-19, in March 2020.

She said she provided all staff training on the donning and doffing of PPE on 3/16/2020. She said the donning of surgical masks was part of that training.

She said surgical masks should be hooked around the ears and expand it over the nose and mouth. She confirmed surgical masks were ineffective if the nose
and mouth were not covered.

She said surgical masks should be worn properly by all staff while they are in the facility and interacting with residents. She said the requirement of staff to
wear surgical masks was to assist in preventing the spread of COVID-19.

She said she was not aware of the direction given by Centers of Medicare and Medicaid Services (CMS) on 4/2/2020 that all residents should wear masks or
facial coverings when outside of their rooms and in the common areas of the facility.

II. Failure to ensure social distancing

A. Observations

On 4/14/2020 at 10:15 a.m., four residents were observed sitting next to each other in the common area, not six to eight feet apart as recommended for
social distancing.

Two residents were observed in the therapy gym sitting approximately six inches apart, not observing social distancing requirements. Both residents were
looking at each other and speaking to one another.

B. Staff interviews

The DOT was interviewed on 4/14/2020 at 10:50 a.m. She said communal therapy should not be conducted in the therapy gym since the COVID-19 virus
pandemic. She said she had instructed her staff to ensure residents remained six to eight feet apart when in the therapy gym.

She said she had placed red markers on the floor to assist the staff in recognizing the correct social distancing measurements.

She confirmed she saw residents in the therapy gym that morning that were not placed six to eight feet apart from one another. She said she provided on the
spot training for her staff to ensure they were following social distancing guidelines.

The DON was interviewed on 4/14/2020 at 12:40 p.m. She said she had provided training to the facility staff to ensure they were observing recommended
social distancing. She said each resident should be six to eight feet apart from another resident.

She said the facility had not been practicing communal therapy since the start of the COVID-19 pandemic.

She said staff should ensure any residents in common areas or therapy gym were seated six to eight feet apart and practiced social distancing.

III. Failure to ensure new admissions were placed on isolation for 14 days

A. Record review

The admission record from 4/1/2020 to 4/14/2020 revealed Resident #2 was admitted to the facility from an acute care hospital on 4/2/2020. It indicated
Resident #3 and Resident #4 were admitted to the facility from an acute care hospital on 4/9/2020.

The medical records for Resident #2, Resident #3 and Resident #4 were reviewed on 4/14/2020. It did not reveal documentation to indicate each resident was
placed in isolation for 14 days upon admission to the facility, per Centers for Medicare and Medicaid Services (CMS) guidelines.

B. Observations

On 4/14/2020 at 12:00 p.m., the resident rooms for Resident #2, Resident #3, and Resident #4 were observed. An isolation cart and signage to indicate each
resident was placed on isolation precautions were not present.

C. Staff interviews

The DON was interviewed on 4/14/2020 at 12:40 p.m. She said it was the facility policy to put residents under isolation precautions for 72 hours following
their admission to the facility. She said she was not aware of the directive given by CMS on 4/2/2020 to indicate any residents who were admitted to the
facility, from a COVID-19 positive facility, should be placed on isolation precautions for 14 days.

She confirmed Resident #2, #3 and #3 were admitted from the hospital, which was considered a COVID-19 positive facility. She confirmed with the guidance,
the residents should have been placed on isolation precautions for 14 days following their admission to the facility.
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;IV. Failure to ensure proper infection control practices were followed during housekeeping and wound care

A. Observations of room cleaning

During a continuous observation on 4/14/2020 at 10:39 a.m., housekeeper (HK) #1 was observed entering a resident ' s bathroom. She cleaned the resident ' s
toilet and exited the bathroom without removing her gloves. HK #1 was observed holding the toilet brush with her right hand and a toilet brush holder with
her left hand.

HK #1 did not change her gloves.

HK #1, with the same gloved hands, handed the resident lotion and assisted the resident to apply the lotion to the resident ' s hands.

With the same gloved hands, HK #1 used a rag to clean the sink, countertop and over bed table.

With the same gloved hands, HK #1 swept the resident ' s room. She then put the broom back on the housekeeping cart and took the trash to the soiled utility
room. When opening the door to leave the dirty utility room, HK #1 removed one glove, approached the housekeeping cart, removed the second glove and
threw them away. HK #1 was observed cleaning her hands with hand sanitizer.

B. Observations of wound care

During continuous observation on 4/14/2020 at 11:20 a.m. licensed practical nurse (LPN) #1 was observed changing the dressings for a resident to the lower
part of both legs in the resident ' s room. She had cleansed the wound and applied a cream to the resident ' s legs.

LPN #1, with the same gloved hands, exited the resident ' s room to the medication cart. She grabbed the medication cart keys out of her scrub top pocket,
opened and removed an item for the dressing change from the medication cart. Then LPN #1 doffed gloves and dropped them in the trash can of the
medication cart. She reentered the resident ' s room, donned new gloves and continued the dressing change.

LPN #1 did not wash her hands or use hand sanitizer in between glove changes.

C. Staff interviews

Housekeeper (HK) #1 was interviewed on 4/15/2020 at 11:10 a.m. She stated, "I am removing the isolation cart because this resident has been on isolation for
48 hours after admission. We remove the residents from isolation 48 hours after they have been admitted [to the facility]."

Registered nurse (RN) #1 was interviewed on 4/15/2020 at 11:27 a.m. She stated, "We are placing residents that are first admitted on isolation precautions for
72 hours. If they have symptoms we will isolate that resident in their room for 72 hours also."

She stated, "We are wearing this masks since this all [Covid-19 precautions and awareness] started and using hand sanitizer and other standard precautions as
usual"

Certified nursing aide (CNA) #1 was interviewed on 04/15/2020 at 11:35 while assisting residents with eating, she stated "we use these [while holding up a
product that reads, "Hot/Cold towel"], then we help them wipe their hands." The contents of the package had a different language and there were no
ingredients listed on the package.

{Times New Roman;}}
{;Based on observations, interviews and record review, the facility failed to implement infection control measures to prevent possible cross-contamination
with Coronavirus disease (COVID-19).

Specifically, the facility failed to:
-Ensure facial masks were worn appropriately;
-Ensure social distancing was practiced;
-Ensure new admissions were placed on isolation for the required 14 days; and,
-Ensure proper infection control practices were followed during housekeeping and wound care.

Findings include:

I. Failure to ensure facial masks were worn appropriately

A. Observations

During a continuous observation throughout the facility on 4/14/2020 beginning at 10:15 a.m., the following was observed:

-Two nurses were observed giving report at the nursing cart outside of the nursing station. One nurse pulled her surgical mask below her mouth, exposing her
mouth and nose. Residents were observed in close proximity.

-A certified nurse aide (CNA) was observed walking down the hallway. Her surgical mask was hooked around the ears and pulled down, resting under her chin.
Her mouth and nose were exposed. She came within six inches of a resident and spoke with the resident about her knitted hat. The CNA's surgical mask
continued to be tucked under her chin.

-A nurse was observed walking down the hallway with a cloth mask. A surgical mask was not present under the cloth mask.

-A staff member was observed walking into the therapy gym, pulling down her surgical mask, tucking it under her chin, and exposing her mouth and nose. Four
residents were observed in the gym while the staff member's mask was tucked underneath her chin.

-Four residents were observed in the common area outside of the nursing station. The residents were not wearing masks or facial coverings.

-An activity staff member was observed calling out bingo for the residents. Her surgical mask was hooked around her ears and pulled down under her chin,
exposing her nose and mouth.

On 4/14/2020 at 10:50 a.m., a CNA was observed entering a resident's room, wearing a surgical mask that covered her nose and mouth. The CNA approached
the resident, pulled the mask down and tucked it under her chin, exposing her nose and mouth to speak with the resident.

On 4/14/2020 at 11:00 a.m. a therapy staff member was observed wheeling a resident down the hallway. The resident had a productive cough and was not
observed wearing a mask.

B. Staff interviews

The director of therapy (DOT) was interviewed on 4/14/2020 at 10:50 a.m. She said the therapy staff had been provided training on the donning and doffing
of personal protective equipment (PPE) by the director of nursing (DON). She said all therapy staff were required to wear surgical masks when in the vicinity
of residents and in resident areas. She said the therapy gym was considered a resident area.

She said the proper technique for donning a surgical mask included hooking it to the ears and ensuring the nose and mouth were covered.

She said surgical masks should not be pulled down unless the staff was in a private office away from residents.

She confirmed the mask was not effective in the protection of residents if worn underneath the chin.

Licensed practical nurse (LPN) #1 was interviewed at 11:30 a.m. She said surgical masks should be worn at all times while in the facility and when in contact
with residents. She said mask loops should be hooked around the ears and the mouth and nose should be covered.

She confirmed a surgical mask would not be effective if it was hooked underneath the chin, exposing the nose and mouth.

The DON was interviewed on 4/14/2020 at 12:40 p.m. She said she was the infection preventionist at the facility. She said she was responsible for providing
the staff with training on infection control practices. She said additional training was provided to all staff related to the virus, COVID-19, in March 2020.

She said she provided all staff training on the donning and doffing of PPE on 3/16/2020. She said the donning of surgical masks was part of that training.

She said surgical masks should be hooked around the ears and expand it over the nose and mouth. She confirmed surgical masks were ineffective if the nose
and mouth were not covered.

She said surgical masks should be worn properly by all staff while they are in the facility and interacting with residents. She said the requirement of staff to
wear surgical masks was to assist in preventing the spread of COVID-19.

She said she was not aware of the direction given by Centers of Medicare and Medicaid Services (CMS) on 4/2/2020 that all residents should wear masks or
facial coverings when outside of their rooms and in the common areas of the facility.

II. Failure to ensure social distancing

A. Observations

On 4/14/2020 at 10:15 a.m., four residents were observed sitting next to each other in the common area, not six to eight feet apart as recommended for
social distancing.

Two residents were observed in the therapy gym sitting approximately six inches apart, not observing social distancing requirements. Both residents were
looking at each other and speaking to one another.

B. Staff interviews

The DOT was interviewed on 4/14/2020 at 10:50 a.m. She said communal therapy should not be conducted in the therapy gym since the COVID-19 virus
pandemic. She said she had instructed her staff to ensure residents remained six to eight feet apart when in the therapy gym.

She said she had placed red markers on the floor to assist the staff in recognizing the correct social distancing measurements.

She confirmed she saw residents in the therapy gym that morning that were not placed six to eight feet apart from one another. She said she provided on the
spot training for her staff to ensure they were following social distancing guidelines.

The DON was interviewed on 4/14/2020 at 12:40 p.m. She said she had provided training to the facility staff to ensure they were observing recommended
social distancing. She said each resident should be six to eight feet apart from another resident.

She said the facility had not been practicing communal therapy since the start of the COVID-19 pandemic.

She said staff should ensure any residents in common areas or therapy gym were seated six to eight feet apart and practiced social distancing.

III. Failure to ensure new admissions were placed on isolation for 14 days

A. Record review

The admission record from 4/1/2020 to 4/14/2020 revealed Resident #2 was admitted to the facility from an acute care hospital on 4/2/2020. It indicated
Resident #3 and Resident #4 were admitted to the facility from an acute care hospital on 4/9/2020.

The medical records for Resident #2, Resident #3 and Resident #4 were reviewed on 4/14/2020. It did not reveal documentation to indicate each resident was
placed in isolation for 14 days upon admission to the facility, per Centers for Medicare and Medicaid Services (CMS) guidelines.

B. Observations

On 4/14/2020 at 12:00 p.m., the resident rooms for Resident #2, Resident #3, and Resident #4 were observed. An isolation cart and signage to indicate each
resident was placed on isolation precautions were not present.

C. Staff interviews

The DON was interviewed on 4/14/2020 at 12:40 p.m. She said it was the facility policy to put residents under isolation precautions for 72 hours following
their admission to the facility. She said she was not aware of the directive given by CMS on 4/2/2020 to indicate any residents who were admitted to the
facility, from a COVID-19 positive facility, should be placed on isolation precautions for 14 days.

She confirmed Resident #2, #3 and #3 were admitted from the hospital, which was considered a COVID-19 positive facility. She confirmed with the guidance,
the residents should have been placed on isolation precautions for 14 days following their admission to the facility.

Facility ID: 020582
Facility Name: MEDALLION POST ACUTE REHABILITATION
Inspection ID: HE1P11
Inspection Exit Date: 4/16/2020
Citation Code: 0880
Citation Title: Infection Prevention & Control
Scope and Severity (S/S): F

Notes: Citation code "0000" and "9999" are initial and final Comments of an inspection.

Go to Facility's List
of Inspections and
Occurrences

Go to Citation's
Regulation

Go to Facility
Plan of
Correction

How to read
inspection/
occurrence
results

Printing
Instructions



Citation's Text
Please use links and tabs above to navigate this search tool. Do not use browser back button.

Citation Text
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A. Observations of room cleaning

During a continuous observation on 4/14/2020 at 10:39 a.m., housekeeper (HK) #1 was observed entering a resident ' s bathroom. She cleaned the resident ' s
toilet and exited the bathroom without removing her gloves. HK #1 was observed holding the toilet brush with her right hand and a toilet brush holder with
her left hand.

HK #1 did not change her gloves.

HK #1, with the same gloved hands, handed the resident lotion and assisted the resident to apply the lotion to the resident ' s hands.

With the same gloved hands, HK #1 used a rag to clean the sink, countertop and over bed table.

With the same gloved hands, HK #1 swept the resident ' s room. She then put the broom back on the housekeeping cart and took the trash to the soiled utility
room. When opening the door to leave the dirty utility room, HK #1 removed one glove, approached the housekeeping cart, removed the second glove and
threw them away. HK #1 was observed cleaning her hands with hand sanitizer.

B. Observations of wound care

During continuous observation on 4/14/2020 at 11:20 a.m. licensed practical nurse (LPN) #1 was observed changing the dressings for a resident to the lower
part of both legs in the resident ' s room. She had cleansed the wound and applied a cream to the resident ' s legs.

LPN #1, with the same gloved hands, exited the resident ' s room to the medication cart. She grabbed the medication cart keys out of her scrub top pocket,
opened and removed an item for the dressing change from the medication cart. Then LPN #1 doffed gloves and dropped them in the trash can of the
medication cart. She reentered the resident ' s room, donned new gloves and continued the dressing change.

LPN #1 did not wash her hands or use hand sanitizer in between glove changes.

C. Staff interviews

Housekeeper (HK) #1 was interviewed on 4/15/2020 at 11:10 a.m. She stated, "I am removing the isolation cart because this resident has been on isolation for
48 hours after admission. We remove the residents from isolation 48 hours after they have been admitted [to the facility]."

Registered nurse (RN) #1 was interviewed on 4/15/2020 at 11:27 a.m. She stated, "We are placing residents that are first admitted on isolation precautions for
72 hours. If they have symptoms we will isolate that resident in their room for 72 hours also."

She stated, "We are wearing this masks since this all [Covid-19 precautions and awareness] started and using hand sanitizer and other standard precautions as
usual"

Certified nursing aide (CNA) #1 was interviewed on 04/15/2020 at 11:35 while assisting residents with eating, she stated "we use these [while holding up a
product that reads, "Hot/Cold towel"], then we help them wipe their hands." The contents of the package had a different language and there were no
ingredients listed on the package.
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{;Based on observations, interviews and record review, the facility failed to implement infection control measures to prevent possible cross-contamination
with Coronavirus disease (COVID-19).

Specifically, the facility failed to:
-Ensure facial masks were worn appropriately;
-Ensure social distancing was practiced;
-Ensure new admissions were placed on isolation for the required 14 days; and,
-Ensure proper infection control practices were followed during housekeeping and wound care.

Findings include:

I. Failure to ensure facial masks were worn appropriately

A. Observations

During a continuous observation throughout the facility on 4/14/2020 beginning at 10:15 a.m., the following was observed:

-Two nurses were observed giving report at the nursing cart outside of the nursing station. One nurse pulled her surgical mask below her mouth, exposing her
mouth and nose. Residents were observed in close proximity.

-A certified nurse aide (CNA) was observed walking down the hallway. Her surgical mask was hooked around the ears and pulled down, resting under her chin.
Her mouth and nose were exposed. She came within six inches of a resident and spoke with the resident about her knitted hat. The CNA's surgical mask
continued to be tucked under her chin.

-A nurse was observed walking down the hallway with a cloth mask. A surgical mask was not present under the cloth mask.

-A staff member was observed walking into the therapy gym, pulling down her surgical mask, tucking it under her chin, and exposing her mouth and nose. Four
residents were observed in the gym while the staff member's mask was tucked underneath her chin.

-Four residents were observed in the common area outside of the nursing station. The residents were not wearing masks or facial coverings.

-An activity staff member was observed calling out bingo for the residents. Her surgical mask was hooked around her ears and pulled down under her chin,
exposing her nose and mouth.

On 4/14/2020 at 10:50 a.m., a CNA was observed entering a resident's room, wearing a surgical mask that covered her nose and mouth. The CNA approached
the resident, pulled the mask down and tucked it under her chin, exposing her nose and mouth to speak with the resident.

On 4/14/2020 at 11:00 a.m. a therapy staff member was observed wheeling a resident down the hallway. The resident had a productive cough and was not
observed wearing a mask.

B. Staff interviews

The director of therapy (DOT) was interviewed on 4/14/2020 at 10:50 a.m. She said the therapy staff had been provided training on the donning and doffing
of personal protective equipment (PPE) by the director of nursing (DON). She said all therapy staff were required to wear surgical masks when in the vicinity
of residents and in resident areas. She said the therapy gym was considered a resident area.

She said the proper technique for donning a surgical mask included hooking it to the ears and ensuring the nose and mouth were covered.

She said surgical masks should not be pulled down unless the staff was in a private office away from residents.

She confirmed the mask was not effective in the protection of residents if worn underneath the chin.

Licensed practical nurse (LPN) #1 was interviewed at 11:30 a.m. She said surgical masks should be worn at all times while in the facility and when in contact
with residents. She said mask loops should be hooked around the ears and the mouth and nose should be covered.

She confirmed a surgical mask would not be effective if it was hooked underneath the chin, exposing the nose and mouth.

The DON was interviewed on 4/14/2020 at 12:40 p.m. She said she was the infection preventionist at the facility. She said she was responsible for providing
the staff with training on infection control practices. She said additional training was provided to all staff related to the virus, COVID-19, in March 2020.

She said she provided all staff training on the donning and doffing of PPE on 3/16/2020. She said the donning of surgical masks was part of that training.

She said surgical masks should be hooked around the ears and expand it over the nose and mouth. She confirmed surgical masks were ineffective if the nose
and mouth were not covered.

She said surgical masks should be worn properly by all staff while they are in the facility and interacting with residents. She said the requirement of staff to
wear surgical masks was to assist in preventing the spread of COVID-19.

She said she was not aware of the direction given by Centers of Medicare and Medicaid Services (CMS) on 4/2/2020 that all residents should wear masks or
facial coverings when outside of their rooms and in the common areas of the facility.

II. Failure to ensure social distancing

A. Observations

On 4/14/2020 at 10:15 a.m., four residents were observed sitting next to each other in the common area, not six to eight feet apart as recommended for
social distancing.

Two residents were observed in the therapy gym sitting approximately six inches apart, not observing social distancing requirements. Both residents were
looking at each other and speaking to one another.

B. Staff interviews

The DOT was interviewed on 4/14/2020 at 10:50 a.m. She said communal therapy should not be conducted in the therapy gym since the COVID-19 virus
pandemic. She said she had instructed her staff to ensure residents remained six to eight feet apart when in the therapy gym.

She said she had placed red markers on the floor to assist the staff in recognizing the correct social distancing measurements.

She confirmed she saw residents in the therapy gym that morning that were not placed six to eight feet apart from one another. She said she provided on the
spot training for her staff to ensure they were following social distancing guidelines.

The DON was interviewed on 4/14/2020 at 12:40 p.m. She said she had provided training to the facility staff to ensure they were observing recommended
social distancing. She said each resident should be six to eight feet apart from another resident.

She said the facility had not been practicing communal therapy since the start of the COVID-19 pandemic.

She said staff should ensure any residents in common areas or therapy gym were seated six to eight feet apart and practiced social distancing.

III. Failure to ensure new admissions were placed on isolation for 14 days

A. Record review

The admission record from 4/1/2020 to 4/14/2020 revealed Resident #2 was admitted to the facility from an acute care hospital on 4/2/2020. It indicated
Resident #3 and Resident #4 were admitted to the facility from an acute care hospital on 4/9/2020.

The medical records for Resident #2, Resident #3 and Resident #4 were reviewed on 4/14/2020. It did not reveal documentation to indicate each resident was
placed in isolation for 14 days upon admission to the facility, per Centers for Medicare and Medicaid Services (CMS) guidelines.

B. Observations

On 4/14/2020 at 12:00 p.m., the resident rooms for Resident #2, Resident #3, and Resident #4 were observed. An isolation cart and signage to indicate each
resident was placed on isolation precautions were not present.

C. Staff interviews

The DON was interviewed on 4/14/2020 at 12:40 p.m. She said it was the facility policy to put residents under isolation precautions for 72 hours following
their admission to the facility. She said she was not aware of the directive given by CMS on 4/2/2020 to indicate any residents who were admitted to the
facility, from a COVID-19 positive facility, should be placed on isolation precautions for 14 days.

She confirmed Resident #2, #3 and #3 were admitted from the hospital, which was considered a COVID-19 positive facility. She confirmed with the guidance,
the residents should have been placed on isolation precautions for 14 days following their admission to the facility.
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Citation Text
;IV. Failure to ensure proper infection control practices were followed during housekeeping and wound care

A. Observations of room cleaning

During a continuous observation on 4/14/2020 at 10:39 a.m., housekeeper (HK) #1 was observed entering a resident ' s bathroom. She cleaned the resident ' s
toilet and exited the bathroom without removing her gloves. HK #1 was observed holding the toilet brush with her right hand and a toilet brush holder with
her left hand.

HK #1 did not change her gloves.

HK #1, with the same gloved hands, handed the resident lotion and assisted the resident to apply the lotion to the resident ' s hands.

With the same gloved hands, HK #1 used a rag to clean the sink, countertop and over bed table.

With the same gloved hands, HK #1 swept the resident ' s room. She then put the broom back on the housekeeping cart and took the trash to the soiled utility
room. When opening the door to leave the dirty utility room, HK #1 removed one glove, approached the housekeeping cart, removed the second glove and
threw them away. HK #1 was observed cleaning her hands with hand sanitizer.

B. Observations of wound care

During continuous observation on 4/14/2020 at 11:20 a.m. licensed practical nurse (LPN) #1 was observed changing the dressings for a resident to the lower
part of both legs in the resident ' s room. She had cleansed the wound and applied a cream to the resident ' s legs.

LPN #1, with the same gloved hands, exited the resident ' s room to the medication cart. She grabbed the medication cart keys out of her scrub top pocket,
opened and removed an item for the dressing change from the medication cart. Then LPN #1 doffed gloves and dropped them in the trash can of the
medication cart. She reentered the resident ' s room, donned new gloves and continued the dressing change.

LPN #1 did not wash her hands or use hand sanitizer in between glove changes.

C. Staff interviews

Housekeeper (HK) #1 was interviewed on 4/15/2020 at 11:10 a.m. She stated, "I am removing the isolation cart because this resident has been on isolation for
48 hours after admission. We remove the residents from isolation 48 hours after they have been admitted [to the facility]."

Registered nurse (RN) #1 was interviewed on 4/15/2020 at 11:27 a.m. She stated, "We are placing residents that are first admitted on isolation precautions for
72 hours. If they have symptoms we will isolate that resident in their room for 72 hours also."

She stated, "We are wearing this masks since this all [Covid-19 precautions and awareness] started and using hand sanitizer and other standard precautions as
usual"

Certified nursing aide (CNA) #1 was interviewed on 04/15/2020 at 11:35 while assisting residents with eating, she stated "we use these [while holding up a
product that reads, "Hot/Cold towel"], then we help them wipe their hands." The contents of the package had a different language and there were no
ingredients listed on the package.

{Times New Roman;}}
{;Based on observations, interviews and record review, the facility failed to implement infection control measures to prevent possible cross-contamination
with Coronavirus disease (COVID-19).

Specifically, the facility failed to:
-Ensure facial masks were worn appropriately;
-Ensure social distancing was practiced;
-Ensure new admissions were placed on isolation for the required 14 days; and,
-Ensure proper infection control practices were followed during housekeeping and wound care.

Findings include:

I. Failure to ensure facial masks were worn appropriately

A. Observations

During a continuous observation throughout the facility on 4/14/2020 beginning at 10:15 a.m., the following was observed:

-Two nurses were observed giving report at the nursing cart outside of the nursing station. One nurse pulled her surgical mask below her mouth, exposing her
mouth and nose. Residents were observed in close proximity.

-A certified nurse aide (CNA) was observed walking down the hallway. Her surgical mask was hooked around the ears and pulled down, resting under her chin.
Her mouth and nose were exposed. She came within six inches of a resident and spoke with the resident about her knitted hat. The CNA's surgical mask
continued to be tucked under her chin.

-A nurse was observed walking down the hallway with a cloth mask. A surgical mask was not present under the cloth mask.

-A staff member was observed walking into the therapy gym, pulling down her surgical mask, tucking it under her chin, and exposing her mouth and nose. Four
residents were observed in the gym while the staff member's mask was tucked underneath her chin.

-Four residents were observed in the common area outside of the nursing station. The residents were not wearing masks or facial coverings.

-An activity staff member was observed calling out bingo for the residents. Her surgical mask was hooked around her ears and pulled down under her chin,
exposing her nose and mouth.

On 4/14/2020 at 10:50 a.m., a CNA was observed entering a resident's room, wearing a surgical mask that covered her nose and mouth. The CNA approached
the resident, pulled the mask down and tucked it under her chin, exposing her nose and mouth to speak with the resident.

On 4/14/2020 at 11:00 a.m. a therapy staff member was observed wheeling a resident down the hallway. The resident had a productive cough and was not
observed wearing a mask.

B. Staff interviews

The director of therapy (DOT) was interviewed on 4/14/2020 at 10:50 a.m. She said the therapy staff had been provided training on the donning and doffing
of personal protective equipment (PPE) by the director of nursing (DON). She said all therapy staff were required to wear surgical masks when in the vicinity
of residents and in resident areas. She said the therapy gym was considered a resident area.

She said the proper technique for donning a surgical mask included hooking it to the ears and ensuring the nose and mouth were covered.

She said surgical masks should not be pulled down unless the staff was in a private office away from residents.

She confirmed the mask was not effective in the protection of residents if worn underneath the chin.

Licensed practical nurse (LPN) #1 was interviewed at 11:30 a.m. She said surgical masks should be worn at all times while in the facility and when in contact
with residents. She said mask loops should be hooked around the ears and the mouth and nose should be covered.

She confirmed a surgical mask would not be effective if it was hooked underneath the chin, exposing the nose and mouth.

The DON was interviewed on 4/14/2020 at 12:40 p.m. She said she was the infection preventionist at the facility. She said she was responsible for providing
the staff with training on infection control practices. She said additional training was provided to all staff related to the virus, COVID-19, in March 2020.

She said she provided all staff training on the donning and doffing of PPE on 3/16/2020. She said the donning of surgical masks was part of that training.

She said surgical masks should be hooked around the ears and expand it over the nose and mouth. She confirmed surgical masks were ineffective if the nose
and mouth were not covered.

She said surgical masks should be worn properly by all staff while they are in the facility and interacting with residents. She said the requirement of staff to
wear surgical masks was to assist in preventing the spread of COVID-19.

She said she was not aware of the direction given by Centers of Medicare and Medicaid Services (CMS) on 4/2/2020 that all residents should wear masks or
facial coverings when outside of their rooms and in the common areas of the facility.

II. Failure to ensure social distancing

A. Observations

On 4/14/2020 at 10:15 a.m., four residents were observed sitting next to each other in the common area, not six to eight feet apart as recommended for
social distancing.

Two residents were observed in the therapy gym sitting approximately six inches apart, not observing social distancing requirements. Both residents were
looking at each other and speaking to one another.

B. Staff interviews

The DOT was interviewed on 4/14/2020 at 10:50 a.m. She said communal therapy should not be conducted in the therapy gym since the COVID-19 virus
pandemic. She said she had instructed her staff to ensure residents remained six to eight feet apart when in the therapy gym.

She said she had placed red markers on the floor to assist the staff in recognizing the correct social distancing measurements.

She confirmed she saw residents in the therapy gym that morning that were not placed six to eight feet apart from one another. She said she provided on the
spot training for her staff to ensure they were following social distancing guidelines.

The DON was interviewed on 4/14/2020 at 12:40 p.m. She said she had provided training to the facility staff to ensure they were observing recommended
social distancing. She said each resident should be six to eight feet apart from another resident.

She said the facility had not been practicing communal therapy since the start of the COVID-19 pandemic.

She said staff should ensure any residents in common areas or therapy gym were seated six to eight feet apart and practiced social distancing.

III. Failure to ensure new admissions were placed on isolation for 14 days

A. Record review

The admission record from 4/1/2020 to 4/14/2020 revealed Resident #2 was admitted to the facility from an acute care hospital on 4/2/2020. It indicated
Resident #3 and Resident #4 were admitted to the facility from an acute care hospital on 4/9/2020.

The medical records for Resident #2, Resident #3 and Resident #4 were reviewed on 4/14/2020. It did not reveal documentation to indicate each resident was
placed in isolation for 14 days upon admission to the facility, per Centers for Medicare and Medicaid Services (CMS) guidelines.

B. Observations

On 4/14/2020 at 12:00 p.m., the resident rooms for Resident #2, Resident #3, and Resident #4 were observed. An isolation cart and signage to indicate each
resident was placed on isolation precautions were not present.

C. Staff interviews

The DON was interviewed on 4/14/2020 at 12:40 p.m. She said it was the facility policy to put residents under isolation precautions for 72 hours following
their admission to the facility. She said she was not aware of the directive given by CMS on 4/2/2020 to indicate any residents who were admitted to the
facility, from a COVID-19 positive facility, should be placed on isolation precautions for 14 days.

She confirmed Resident #2, #3 and #3 were admitted from the hospital, which was considered a COVID-19 positive facility. She confirmed with the guidance,
the residents should have been placed on isolation precautions for 14 days following their admission to the facility.
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;IV. Failure to ensure proper infection control practices were followed during housekeeping and wound care

A. Observations of room cleaning

During a continuous observation on 4/14/2020 at 10:39 a.m., housekeeper (HK) #1 was observed entering a resident ' s bathroom. She cleaned the resident ' s
toilet and exited the bathroom without removing her gloves. HK #1 was observed holding the toilet brush with her right hand and a toilet brush holder with
her left hand.

HK #1 did not change her gloves.

HK #1, with the same gloved hands, handed the resident lotion and assisted the resident to apply the lotion to the resident ' s hands.

With the same gloved hands, HK #1 used a rag to clean the sink, countertop and over bed table.

With the same gloved hands, HK #1 swept the resident ' s room. She then put the broom back on the housekeeping cart and took the trash to the soiled utility
room. When opening the door to leave the dirty utility room, HK #1 removed one glove, approached the housekeeping cart, removed the second glove and
threw them away. HK #1 was observed cleaning her hands with hand sanitizer.

B. Observations of wound care

During continuous observation on 4/14/2020 at 11:20 a.m. licensed practical nurse (LPN) #1 was observed changing the dressings for a resident to the lower
part of both legs in the resident ' s room. She had cleansed the wound and applied a cream to the resident ' s legs.

LPN #1, with the same gloved hands, exited the resident ' s room to the medication cart. She grabbed the medication cart keys out of her scrub top pocket,
opened and removed an item for the dressing change from the medication cart. Then LPN #1 doffed gloves and dropped them in the trash can of the
medication cart. She reentered the resident ' s room, donned new gloves and continued the dressing change.

LPN #1 did not wash her hands or use hand sanitizer in between glove changes.

C. Staff interviews

Housekeeper (HK) #1 was interviewed on 4/15/2020 at 11:10 a.m. She stated, "I am removing the isolation cart because this resident has been on isolation for
48 hours after admission. We remove the residents from isolation 48 hours after they have been admitted [to the facility]."

Registered nurse (RN) #1 was interviewed on 4/15/2020 at 11:27 a.m. She stated, "We are placing residents that are first admitted on isolation precautions for
72 hours. If they have symptoms we will isolate that resident in their room for 72 hours also."

She stated, "We are wearing this masks since this all [Covid-19 precautions and awareness] started and using hand sanitizer and other standard precautions as
usual"

Certified nursing aide (CNA) #1 was interviewed on 04/15/2020 at 11:35 while assisting residents with eating, she stated "we use these [while holding up a
product that reads, "Hot/Cold towel"], then we help them wipe their hands." The contents of the package had a different language and there were no
ingredients listed on the package.

{Times New Roman;}}
{;Based on observations, interviews and record review, the facility failed to implement infection control measures to prevent possible cross-contamination
with Coronavirus disease (COVID-19).

Specifically, the facility failed to:
-Ensure facial masks were worn appropriately;
-Ensure social distancing was practiced;
-Ensure new admissions were placed on isolation for the required 14 days; and,
-Ensure proper infection control practices were followed during housekeeping and wound care.

Findings include:

I. Failure to ensure facial masks were worn appropriately

A. Observations

During a continuous observation throughout the facility on 4/14/2020 beginning at 10:15 a.m., the following was observed:

-Two nurses were observed giving report at the nursing cart outside of the nursing station. One nurse pulled her surgical mask below her mouth, exposing her
mouth and nose. Residents were observed in close proximity.

-A certified nurse aide (CNA) was observed walking down the hallway. Her surgical mask was hooked around the ears and pulled down, resting under her chin.
Her mouth and nose were exposed. She came within six inches of a resident and spoke with the resident about her knitted hat. The CNA's surgical mask
continued to be tucked under her chin.

-A nurse was observed walking down the hallway with a cloth mask. A surgical mask was not present under the cloth mask.

-A staff member was observed walking into the therapy gym, pulling down her surgical mask, tucking it under her chin, and exposing her mouth and nose. Four
residents were observed in the gym while the staff member's mask was tucked underneath her chin.

-Four residents were observed in the common area outside of the nursing station. The residents were not wearing masks or facial coverings.

-An activity staff member was observed calling out bingo for the residents. Her surgical mask was hooked around her ears and pulled down under her chin,
exposing her nose and mouth.

On 4/14/2020 at 10:50 a.m., a CNA was observed entering a resident's room, wearing a surgical mask that covered her nose and mouth. The CNA approached
the resident, pulled the mask down and tucked it under her chin, exposing her nose and mouth to speak with the resident.

On 4/14/2020 at 11:00 a.m. a therapy staff member was observed wheeling a resident down the hallway. The resident had a productive cough and was not
observed wearing a mask.

B. Staff interviews

The director of therapy (DOT) was interviewed on 4/14/2020 at 10:50 a.m. She said the therapy staff had been provided training on the donning and doffing
of personal protective equipment (PPE) by the director of nursing (DON). She said all therapy staff were required to wear surgical masks when in the vicinity
of residents and in resident areas. She said the therapy gym was considered a resident area.

She said the proper technique for donning a surgical mask included hooking it to the ears and ensuring the nose and mouth were covered.

She said surgical masks should not be pulled down unless the staff was in a private office away from residents.

She confirmed the mask was not effective in the protection of residents if worn underneath the chin.

Licensed practical nurse (LPN) #1 was interviewed at 11:30 a.m. She said surgical masks should be worn at all times while in the facility and when in contact
with residents. She said mask loops should be hooked around the ears and the mouth and nose should be covered.

She confirmed a surgical mask would not be effective if it was hooked underneath the chin, exposing the nose and mouth.

The DON was interviewed on 4/14/2020 at 12:40 p.m. She said she was the infection preventionist at the facility. She said she was responsible for providing
the staff with training on infection control practices. She said additional training was provided to all staff related to the virus, COVID-19, in March 2020.

She said she provided all staff training on the donning and doffing of PPE on 3/16/2020. She said the donning of surgical masks was part of that training.

She said surgical masks should be hooked around the ears and expand it over the nose and mouth. She confirmed surgical masks were ineffective if the nose
and mouth were not covered.

She said surgical masks should be worn properly by all staff while they are in the facility and interacting with residents. She said the requirement of staff to
wear surgical masks was to assist in preventing the spread of COVID-19.

She said she was not aware of the direction given by Centers of Medicare and Medicaid Services (CMS) on 4/2/2020 that all residents should wear masks or
facial coverings when outside of their rooms and in the common areas of the facility.

II. Failure to ensure social distancing

A. Observations

On 4/14/2020 at 10:15 a.m., four residents were observed sitting next to each other in the common area, not six to eight feet apart as recommended for
social distancing.

Two residents were observed in the therapy gym sitting approximately six inches apart, not observing social distancing requirements. Both residents were
looking at each other and speaking to one another.

B. Staff interviews

The DOT was interviewed on 4/14/2020 at 10:50 a.m. She said communal therapy should not be conducted in the therapy gym since the COVID-19 virus
pandemic. She said she had instructed her staff to ensure residents remained six to eight feet apart when in the therapy gym.

She said she had placed red markers on the floor to assist the staff in recognizing the correct social distancing measurements.

She confirmed she saw residents in the therapy gym that morning that were not placed six to eight feet apart from one another. She said she provided on the
spot training for her staff to ensure they were following social distancing guidelines.

The DON was interviewed on 4/14/2020 at 12:40 p.m. She said she had provided training to the facility staff to ensure they were observing recommended
social distancing. She said each resident should be six to eight feet apart from another resident.

She said the facility had not been practicing communal therapy since the start of the COVID-19 pandemic.

She said staff should ensure any residents in common areas or therapy gym were seated six to eight feet apart and practiced social distancing.

III. Failure to ensure new admissions were placed on isolation for 14 days

A. Record review

The admission record from 4/1/2020 to 4/14/2020 revealed Resident #2 was admitted to the facility from an acute care hospital on 4/2/2020. It indicated
Resident #3 and Resident #4 were admitted to the facility from an acute care hospital on 4/9/2020.

The medical records for Resident #2, Resident #3 and Resident #4 were reviewed on 4/14/2020. It did not reveal documentation to indicate each resident was
placed in isolation for 14 days upon admission to the facility, per Centers for Medicare and Medicaid Services (CMS) guidelines.

B. Observations

On 4/14/2020 at 12:00 p.m., the resident rooms for Resident #2, Resident #3, and Resident #4 were observed. An isolation cart and signage to indicate each
resident was placed on isolation precautions were not present.

C. Staff interviews

The DON was interviewed on 4/14/2020 at 12:40 p.m. She said it was the facility policy to put residents under isolation precautions for 72 hours following
their admission to the facility. She said she was not aware of the directive given by CMS on 4/2/2020 to indicate any residents who were admitted to the
facility, from a COVID-19 positive facility, should be placed on isolation precautions for 14 days.

She confirmed Resident #2, #3 and #3 were admitted from the hospital, which was considered a COVID-19 positive facility. She confirmed with the guidance,
the residents should have been placed on isolation precautions for 14 days following their admission to the facility.
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;IV. Failure to ensure proper infection control practices were followed during housekeeping and wound care

A. Observations of room cleaning

During a continuous observation on 4/14/2020 at 10:39 a.m., housekeeper (HK) #1 was observed entering a resident ' s bathroom. She cleaned the resident ' s
toilet and exited the bathroom without removing her gloves. HK #1 was observed holding the toilet brush with her right hand and a toilet brush holder with
her left hand.

HK #1 did not change her gloves.

HK #1, with the same gloved hands, handed the resident lotion and assisted the resident to apply the lotion to the resident ' s hands.

With the same gloved hands, HK #1 used a rag to clean the sink, countertop and over bed table.

With the same gloved hands, HK #1 swept the resident ' s room. She then put the broom back on the housekeeping cart and took the trash to the soiled utility
room. When opening the door to leave the dirty utility room, HK #1 removed one glove, approached the housekeeping cart, removed the second glove and
threw them away. HK #1 was observed cleaning her hands with hand sanitizer.

B. Observations of wound care

During continuous observation on 4/14/2020 at 11:20 a.m. licensed practical nurse (LPN) #1 was observed changing the dressings for a resident to the lower
part of both legs in the resident ' s room. She had cleansed the wound and applied a cream to the resident ' s legs.

LPN #1, with the same gloved hands, exited the resident ' s room to the medication cart. She grabbed the medication cart keys out of her scrub top pocket,
opened and removed an item for the dressing change from the medication cart. Then LPN #1 doffed gloves and dropped them in the trash can of the
medication cart. She reentered the resident ' s room, donned new gloves and continued the dressing change.

LPN #1 did not wash her hands or use hand sanitizer in between glove changes.

C. Staff interviews

Housekeeper (HK) #1 was interviewed on 4/15/2020 at 11:10 a.m. She stated, "I am removing the isolation cart because this resident has been on isolation for
48 hours after admission. We remove the residents from isolation 48 hours after they have been admitted [to the facility]."

Registered nurse (RN) #1 was interviewed on 4/15/2020 at 11:27 a.m. She stated, "We are placing residents that are first admitted on isolation precautions for
72 hours. If they have symptoms we will isolate that resident in their room for 72 hours also."

She stated, "We are wearing this masks since this all [Covid-19 precautions and awareness] started and using hand sanitizer and other standard precautions as
usual"

Certified nursing aide (CNA) #1 was interviewed on 04/15/2020 at 11:35 while assisting residents with eating, she stated "we use these [while holding up a
product that reads, "Hot/Cold towel"], then we help them wipe their hands." The contents of the package had a different language and there were no
ingredients listed on the package.

{Times New Roman;}}
{;Based on observations, interviews and record review, the facility failed to implement infection control measures to prevent possible cross-contamination
with Coronavirus disease (COVID-19).

Specifically, the facility failed to:
-Ensure facial masks were worn appropriately;
-Ensure social distancing was practiced;
-Ensure new admissions were placed on isolation for the required 14 days; and,
-Ensure proper infection control practices were followed during housekeeping and wound care.

Findings include:

I. Failure to ensure facial masks were worn appropriately

A. Observations

During a continuous observation throughout the facility on 4/14/2020 beginning at 10:15 a.m., the following was observed:

-Two nurses were observed giving report at the nursing cart outside of the nursing station. One nurse pulled her surgical mask below her mouth, exposing her
mouth and nose. Residents were observed in close proximity.

-A certified nurse aide (CNA) was observed walking down the hallway. Her surgical mask was hooked around the ears and pulled down, resting under her chin.
Her mouth and nose were exposed. She came within six inches of a resident and spoke with the resident about her knitted hat. The CNA's surgical mask
continued to be tucked under her chin.

-A nurse was observed walking down the hallway with a cloth mask. A surgical mask was not present under the cloth mask.

-A staff member was observed walking into the therapy gym, pulling down her surgical mask, tucking it under her chin, and exposing her mouth and nose. Four
residents were observed in the gym while the staff member's mask was tucked underneath her chin.

-Four residents were observed in the common area outside of the nursing station. The residents were not wearing masks or facial coverings.

-An activity staff member was observed calling out bingo for the residents. Her surgical mask was hooked around her ears and pulled down under her chin,
exposing her nose and mouth.

On 4/14/2020 at 10:50 a.m., a CNA was observed entering a resident's room, wearing a surgical mask that covered her nose and mouth. The CNA approached
the resident, pulled the mask down and tucked it under her chin, exposing her nose and mouth to speak with the resident.

On 4/14/2020 at 11:00 a.m. a therapy staff member was observed wheeling a resident down the hallway. The resident had a productive cough and was not
observed wearing a mask.

B. Staff interviews

The director of therapy (DOT) was interviewed on 4/14/2020 at 10:50 a.m. She said the therapy staff had been provided training on the donning and doffing
of personal protective equipment (PPE) by the director of nursing (DON). She said all therapy staff were required to wear surgical masks when in the vicinity
of residents and in resident areas. She said the therapy gym was considered a resident area.

She said the proper technique for donning a surgical mask included hooking it to the ears and ensuring the nose and mouth were covered.

She said surgical masks should not be pulled down unless the staff was in a private office away from residents.

She confirmed the mask was not effective in the protection of residents if worn underneath the chin.

Licensed practical nurse (LPN) #1 was interviewed at 11:30 a.m. She said surgical masks should be worn at all times while in the facility and when in contact
with residents. She said mask loops should be hooked around the ears and the mouth and nose should be covered.

She confirmed a surgical mask would not be effective if it was hooked underneath the chin, exposing the nose and mouth.

The DON was interviewed on 4/14/2020 at 12:40 p.m. She said she was the infection preventionist at the facility. She said she was responsible for providing
the staff with training on infection control practices. She said additional training was provided to all staff related to the virus, COVID-19, in March 2020.

She said she provided all staff training on the donning and doffing of PPE on 3/16/2020. She said the donning of surgical masks was part of that training.

She said surgical masks should be hooked around the ears and expand it over the nose and mouth. She confirmed surgical masks were ineffective if the nose
and mouth were not covered.

She said surgical masks should be worn properly by all staff while they are in the facility and interacting with residents. She said the requirement of staff to
wear surgical masks was to assist in preventing the spread of COVID-19.

She said she was not aware of the direction given by Centers of Medicare and Medicaid Services (CMS) on 4/2/2020 that all residents should wear masks or
facial coverings when outside of their rooms and in the common areas of the facility.

II. Failure to ensure social distancing

A. Observations

On 4/14/2020 at 10:15 a.m., four residents were observed sitting next to each other in the common area, not six to eight feet apart as recommended for
social distancing.

Two residents were observed in the therapy gym sitting approximately six inches apart, not observing social distancing requirements. Both residents were
looking at each other and speaking to one another.

B. Staff interviews

The DOT was interviewed on 4/14/2020 at 10:50 a.m. She said communal therapy should not be conducted in the therapy gym since the COVID-19 virus
pandemic. She said she had instructed her staff to ensure residents remained six to eight feet apart when in the therapy gym.

She said she had placed red markers on the floor to assist the staff in recognizing the correct social distancing measurements.

She confirmed she saw residents in the therapy gym that morning that were not placed six to eight feet apart from one another. She said she provided on the
spot training for her staff to ensure they were following social distancing guidelines.

The DON was interviewed on 4/14/2020 at 12:40 p.m. She said she had provided training to the facility staff to ensure they were observing recommended
social distancing. She said each resident should be six to eight feet apart from another resident.

She said the facility had not been practicing communal therapy since the start of the COVID-19 pandemic.

She said staff should ensure any residents in common areas or therapy gym were seated six to eight feet apart and practiced social distancing.

III. Failure to ensure new admissions were placed on isolation for 14 days

A. Record review

The admission record from 4/1/2020 to 4/14/2020 revealed Resident #2 was admitted to the facility from an acute care hospital on 4/2/2020. It indicated
Resident #3 and Resident #4 were admitted to the facility from an acute care hospital on 4/9/2020.

The medical records for Resident #2, Resident #3 and Resident #4 were reviewed on 4/14/2020. It did not reveal documentation to indicate each resident was
placed in isolation for 14 days upon admission to the facility, per Centers for Medicare and Medicaid Services (CMS) guidelines.

B. Observations

On 4/14/2020 at 12:00 p.m., the resident rooms for Resident #2, Resident #3, and Resident #4 were observed. An isolation cart and signage to indicate each
resident was placed on isolation precautions were not present.

C. Staff interviews

The DON was interviewed on 4/14/2020 at 12:40 p.m. She said it was the facility policy to put residents under isolation precautions for 72 hours following
their admission to the facility. She said she was not aware of the directive given by CMS on 4/2/2020 to indicate any residents who were admitted to the
facility, from a COVID-19 positive facility, should be placed on isolation precautions for 14 days.

She confirmed Resident #2, #3 and #3 were admitted from the hospital, which was considered a COVID-19 positive facility. She confirmed with the guidance,
the residents should have been placed on isolation precautions for 14 days following their admission to the facility.
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;IV. Failure to ensure proper infection control practices were followed during housekeeping and wound care

A. Observations of room cleaning

During a continuous observation on 4/14/2020 at 10:39 a.m., housekeeper (HK) #1 was observed entering a resident ' s bathroom. She cleaned the resident ' s
toilet and exited the bathroom without removing her gloves. HK #1 was observed holding the toilet brush with her right hand and a toilet brush holder with
her left hand.

HK #1 did not change her gloves.

HK #1, with the same gloved hands, handed the resident lotion and assisted the resident to apply the lotion to the resident ' s hands.

With the same gloved hands, HK #1 used a rag to clean the sink, countertop and over bed table.

With the same gloved hands, HK #1 swept the resident ' s room. She then put the broom back on the housekeeping cart and took the trash to the soiled utility
room. When opening the door to leave the dirty utility room, HK #1 removed one glove, approached the housekeeping cart, removed the second glove and
threw them away. HK #1 was observed cleaning her hands with hand sanitizer.

B. Observations of wound care

During continuous observation on 4/14/2020 at 11:20 a.m. licensed practical nurse (LPN) #1 was observed changing the dressings for a resident to the lower
part of both legs in the resident ' s room. She had cleansed the wound and applied a cream to the resident ' s legs.

LPN #1, with the same gloved hands, exited the resident ' s room to the medication cart. She grabbed the medication cart keys out of her scrub top pocket,
opened and removed an item for the dressing change from the medication cart. Then LPN #1 doffed gloves and dropped them in the trash can of the
medication cart. She reentered the resident ' s room, donned new gloves and continued the dressing change.

LPN #1 did not wash her hands or use hand sanitizer in between glove changes.

C. Staff interviews

Housekeeper (HK) #1 was interviewed on 4/15/2020 at 11:10 a.m. She stated, "I am removing the isolation cart because this resident has been on isolation for
48 hours after admission. We remove the residents from isolation 48 hours after they have been admitted [to the facility]."

Registered nurse (RN) #1 was interviewed on 4/15/2020 at 11:27 a.m. She stated, "We are placing residents that are first admitted on isolation precautions for
72 hours. If they have symptoms we will isolate that resident in their room for 72 hours also."

She stated, "We are wearing this masks since this all [Covid-19 precautions and awareness] started and using hand sanitizer and other standard precautions as
usual"

Certified nursing aide (CNA) #1 was interviewed on 04/15/2020 at 11:35 while assisting residents with eating, she stated "we use these [while holding up a
product that reads, "Hot/Cold towel"], then we help them wipe their hands." The contents of the package had a different language and there were no
ingredients listed on the package.

{Times New Roman;}}
{;Based on observations, interviews and record review, the facility failed to implement infection control measures to prevent possible cross-contamination
with Coronavirus disease (COVID-19).

Specifically, the facility failed to:
-Ensure facial masks were worn appropriately;
-Ensure social distancing was practiced;
-Ensure new admissions were placed on isolation for the required 14 days; and,
-Ensure proper infection control practices were followed during housekeeping and wound care.

Findings include:

I. Failure to ensure facial masks were worn appropriately

A. Observations

During a continuous observation throughout the facility on 4/14/2020 beginning at 10:15 a.m., the following was observed:

-Two nurses were observed giving report at the nursing cart outside of the nursing station. One nurse pulled her surgical mask below her mouth, exposing her
mouth and nose. Residents were observed in close proximity.

-A certified nurse aide (CNA) was observed walking down the hallway. Her surgical mask was hooked around the ears and pulled down, resting under her chin.
Her mouth and nose were exposed. She came within six inches of a resident and spoke with the resident about her knitted hat. The CNA's surgical mask
continued to be tucked under her chin.

-A nurse was observed walking down the hallway with a cloth mask. A surgical mask was not present under the cloth mask.

-A staff member was observed walking into the therapy gym, pulling down her surgical mask, tucking it under her chin, and exposing her mouth and nose. Four
residents were observed in the gym while the staff member's mask was tucked underneath her chin.

-Four residents were observed in the common area outside of the nursing station. The residents were not wearing masks or facial coverings.

-An activity staff member was observed calling out bingo for the residents. Her surgical mask was hooked around her ears and pulled down under her chin,
exposing her nose and mouth.

On 4/14/2020 at 10:50 a.m., a CNA was observed entering a resident's room, wearing a surgical mask that covered her nose and mouth. The CNA approached
the resident, pulled the mask down and tucked it under her chin, exposing her nose and mouth to speak with the resident.

On 4/14/2020 at 11:00 a.m. a therapy staff member was observed wheeling a resident down the hallway. The resident had a productive cough and was not
observed wearing a mask.

B. Staff interviews

The director of therapy (DOT) was interviewed on 4/14/2020 at 10:50 a.m. She said the therapy staff had been provided training on the donning and doffing
of personal protective equipment (PPE) by the director of nursing (DON). She said all therapy staff were required to wear surgical masks when in the vicinity
of residents and in resident areas. She said the therapy gym was considered a resident area.

She said the proper technique for donning a surgical mask included hooking it to the ears and ensuring the nose and mouth were covered.

She said surgical masks should not be pulled down unless the staff was in a private office away from residents.

She confirmed the mask was not effective in the protection of residents if worn underneath the chin.

Licensed practical nurse (LPN) #1 was interviewed at 11:30 a.m. She said surgical masks should be worn at all times while in the facility and when in contact
with residents. She said mask loops should be hooked around the ears and the mouth and nose should be covered.

She confirmed a surgical mask would not be effective if it was hooked underneath the chin, exposing the nose and mouth.

The DON was interviewed on 4/14/2020 at 12:40 p.m. She said she was the infection preventionist at the facility. She said she was responsible for providing
the staff with training on infection control practices. She said additional training was provided to all staff related to the virus, COVID-19, in March 2020.

She said she provided all staff training on the donning and doffing of PPE on 3/16/2020. She said the donning of surgical masks was part of that training.

She said surgical masks should be hooked around the ears and expand it over the nose and mouth. She confirmed surgical masks were ineffective if the nose
and mouth were not covered.

She said surgical masks should be worn properly by all staff while they are in the facility and interacting with residents. She said the requirement of staff to
wear surgical masks was to assist in preventing the spread of COVID-19.

She said she was not aware of the direction given by Centers of Medicare and Medicaid Services (CMS) on 4/2/2020 that all residents should wear masks or
facial coverings when outside of their rooms and in the common areas of the facility.

II. Failure to ensure social distancing

A. Observations

On 4/14/2020 at 10:15 a.m., four residents were observed sitting next to each other in the common area, not six to eight feet apart as recommended for
social distancing.

Two residents were observed in the therapy gym sitting approximately six inches apart, not observing social distancing requirements. Both residents were
looking at each other and speaking to one another.

B. Staff interviews

The DOT was interviewed on 4/14/2020 at 10:50 a.m. She said communal therapy should not be conducted in the therapy gym since the COVID-19 virus
pandemic. She said she had instructed her staff to ensure residents remained six to eight feet apart when in the therapy gym.

She said she had placed red markers on the floor to assist the staff in recognizing the correct social distancing measurements.

She confirmed she saw residents in the therapy gym that morning that were not placed six to eight feet apart from one another. She said she provided on the
spot training for her staff to ensure they were following social distancing guidelines.

The DON was interviewed on 4/14/2020 at 12:40 p.m. She said she had provided training to the facility staff to ensure they were observing recommended
social distancing. She said each resident should be six to eight feet apart from another resident.

She said the facility had not been practicing communal therapy since the start of the COVID-19 pandemic.

She said staff should ensure any residents in common areas or therapy gym were seated six to eight feet apart and practiced social distancing.

III. Failure to ensure new admissions were placed on isolation for 14 days

A. Record review

The admission record from 4/1/2020 to 4/14/2020 revealed Resident #2 was admitted to the facility from an acute care hospital on 4/2/2020. It indicated
Resident #3 and Resident #4 were admitted to the facility from an acute care hospital on 4/9/2020.

The medical records for Resident #2, Resident #3 and Resident #4 were reviewed on 4/14/2020. It did not reveal documentation to indicate each resident was
placed in isolation for 14 days upon admission to the facility, per Centers for Medicare and Medicaid Services (CMS) guidelines.

B. Observations

On 4/14/2020 at 12:00 p.m., the resident rooms for Resident #2, Resident #3, and Resident #4 were observed. An isolation cart and signage to indicate each
resident was placed on isolation precautions were not present.

C. Staff interviews

The DON was interviewed on 4/14/2020 at 12:40 p.m. She said it was the facility policy to put residents under isolation precautions for 72 hours following
their admission to the facility. She said she was not aware of the directive given by CMS on 4/2/2020 to indicate any residents who were admitted to the
facility, from a COVID-19 positive facility, should be placed on isolation precautions for 14 days.

She confirmed Resident #2, #3 and #3 were admitted from the hospital, which was considered a COVID-19 positive facility. She confirmed with the guidance,
the residents should have been placed on isolation precautions for 14 days following their admission to the facility.
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