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6:00 AM,

identified concerns.

concerns.

identified concerns.

identified concerns.

administration was observed on random shifts,
including 6:00 AM to 6:00 PM and &:00 PM {o

76). Interview with the Regional Nurse Consultant
on 09/30/2021 at 3:40 PM. The DON on
08/30/2021 at 3:20 PM revealed medication
delivery tickets were being reviewed in clinical
meelings Monday through Friday against ordered
medications. A review of the audit revealed no

77). Interview with the Interim Administrator on
08/30/2021 at 5:05 PM, Regicnal Nurse
Consultant on 09/30/2021 at 3:40 PM, RDON an
08/30/2021 at 4:17 PM, and the DON on
09/30/2021 at 3:20 PM revealed staffing was
being audited daily beginning 09/11/2021, to
ensure adequate staffing was maintained. A
review of the audits revealed no identified

78). Interview with the [nterim Administrator on
09/30/2021 at 5:05 PM, and the Dietary Manager
on 09/30/2021 at 1:30 PM revealed staffing was
being monitored daily to ensure adequate
staffing. A review of the audits revealed no

79). Interview with the Vice President of
Operations on 09/30/2021 at 4:10 PM and Interim
Administrator on 09/30/2021 at 5:05 PM revealed
daily audits had been conducled daily from
09/11/2021. A review of the audits revealed no

80). Interview with the Senior Marketing Liaison
on 09/30/2021 at 10:55 AM revealed he
completed abservations on different shifts to

FORM CMS-2567(02-99) Pravious Versions Obsolete

Event ID ELK412

Facility ID: 100599

If continuation sheet Page 1064 of 1150




PRINTED: 01/31/2023

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER. A.BUILDING COMPLETED
R
185256 B. WING 09/30/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

200 NURSING HOME LANE

PAR -ACU BILITA ENTER
KVIEW POST: TE AND REHA TION CENTE PIKEVILLE, KY 41501

(x4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 51
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) G CROSS-REFERENCED TO THE APPROPRIATE oate
DEFICIENCY)
{F 867} | Continued From page 1,064 {F 867}

identify any change in resident condition. Further
interviews revealed if a change in condition was
identified, staff would complele a stop and watch.
An audil review revealed no concerns with the
change of conditions not being addressed by
facility staff,

81). Review of interviews performed on
09/25/2021 for residents with a BIMS score of 8
or greater revealed no identified concerns. A
review of the questionnaire completed during
interviews revealed residents were asked: Is
everyone treating you well? Do you feel safe
here? Do you have any concerns? Interview with
the Medical Records Staff on 09/29/2021 at 8:34
AM revealed she completed the inlerviews with
residents on 09/25/2021, and she stated she
identified no concerns.
{F 880} | Infection Prevention & Control {F 880} 12/30/21
S3=E | CFR(s): 483.8%{a)(1)(2){4){e)(h

§483.80 Infection Control

The facility must establish and maintain an
infection prevention and contral program
designed to provide a safe, sanitary and
comforiable 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:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
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staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducled according to §483.70(g) and following
accepied national standards;

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other
persons in the facility;

(i) When and to whom possible incidents of
communicable disease or infeclions should be
reporied,

(iii} Standard and transmission-based precautions
to be followed to prevent spread of infections:
(iv)When and how iselation should be used for a
resident; including bul not limited to:

{A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

(B} A requirement that the isclation should be the
least restrictive possible for the resident under the
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

(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.

§483.80(a)(4) A syslem for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.
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§483.80(g) 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 ils
IPCP and update their program, as necessary.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and review of the facility's policies, it was
determined the facility failed to establish and
maintain an infection prevention and control
program to properly prevent and contain the
spread of COVID-19 for seven (7) of 57 sampled
residents {(Resident #325, #314, Resident #311,
Resident #327, Resident #82, Resident #328 and
Resident #329.

On 07/22/2021, the facility conducted routine
COVID-19 testing of staff and residents and they
were all negaltive. On 07/24/2021, two (2) staff
members tested positive for COVID-19 at an
outpatient clinicthospital. Although, the facility
was aware the staff tested posilive, there was no
attempt by the facility to determine which
residents were exposed to the infecled siaff in an
effort to isolate the residents to prevent further
spread of the virus.

In addition, the facility failed to immediately test
residents for COVID-19 per the facility's policy.
Residents were not tested until 07/28/2021, four
(4) days after the slaff members tested positive.
During the 07/28/2021 resident testing, Resident
#314 and Resident #311 tested positive for

F 880 Infection Prevention and Control

Criteria 1: a) Resident #314 and #311
have completed quarantine for Covid-19
and are no longer in isolation.

b) Resident #325 was
discharged to hospital on 8-8-2021

¢) Resident #82 was
discharged to hospital on 8-9-2021

d) There are no current
residenis with Covid-19 diagnosis.

Criteria 2: a) All residents are assessed
for sign and symptoms of Covid-19 by
staff nurse and documented on the MAR
every shift. Physician will be notified for
any resident exhibiting any
signs/symptoms of covid and staff will
place them in isolation and test per our
Covid policy for monitoring and treatment,

Criteria 3: The infection preventionist
educated Facility staff on the following
modules of the Nursing Home Infection
Preventionist Training available on the
CDC website at

https:/Awww train.org/cdctrain/training-plan
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COVID-19. However, the facility did not isolate
the residents to prevent the spread of infection 1o
others. Interviews with staff revealed they were
unable to isolate Resident #311 due to histher
behavior of wandering; subsequently, the resident
conlinued to wander the hallways without a mask.
The facility made no attempts to isolate the
residents until 08/05/2021, eight (8) days after the
residents tested posilive,

Further, the facility documented staff were
routinely tested for COVID-19 on 07/30/2021.
However, State Registered Nurse Aide (SRNA)
#13 stated she was not tested prior to starting her
scheduled shift on 07/30/2021 from 6:00 PM
through 6:00 AM on 07/31/2021. During her shift,
at approximately 12:00 AM on 07/31/2021, she
stated she started feeling sick while caring for
residents. She stated she reported her
symptoms to the nurse who conducted a rapid
COVID-19 test, which was positive.

From 07/28/2021 through 08/05/2021, an
additional three (3 residents) tested positive for
CovID-19,

Prior to the barrier being placed on 08/05/2021,
Resident #325, who resided across the hall from
COVID-19 positive residents, was observed
walking in the hallways and sitling in a chair in the
hallway adjacent to COVID-19 positive rooms.
Resident #325 was not wearing a mask.

Recard review revealed on 08/08/2021, Resident
#325 tested positive for COVID-19. On
08/09/2021, Resident #325 developed respiratory
distress and was transferred to the emergency
room and hospitalized. Resident #325 was
readmitted from the hospital to the facility on

13814 as outlined below:

a. Madule 1: Infection Prevention and
Control Program-Licensed Staff to
complete

b. Module 2: The Infection Preventionist-
Licensed Staff to complete

¢ Module 3: Integrating Infection
Prevention and Control inte the Quality
Assurance Performance Improvemnent
Program- Licensed Staff to complete

d. Module 4: Infection Surveillance-
Licensed Staff to complele

€. Module 5: Qutbreaks- Licensed Staff to
complete

f. Module 6A: Principles of Standard
Precautions-All staff to complete

9. Module 6B: Principles of Transmission
Based Precaution-All staff to complete

h. Medule 7: Hand Hygiene-All staff to
complete

i Module 11D: Linen Management-All staff
to complete

The Directed Training was conducted by
an Infection Preventionist, and an
attestation statement is altached of the
completion. The credentials of the
Infection Preventionist on staff is
attached. See Altestation statement and
the Credentials of ICP.

All facility staff shall complete a review of
the document entitled, Responding to
Coronavirus (COVID-19) in Nursing
Homes located at
hitps://www.cdc.gov/coronavirus/2019-nco
vihep/nursing-homes-responding.htm;
and
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08/12/2021. Further review revealed on
08/19/2021, Resident #325 developed respiratary Keep COVID-19 Qut!
distress, had a decline in condition and was sent hitps:/iwww.youlube.com/watch?v=7srwrE
back to the hospital and expired on 08/26/2021. 9MGdw; and
Interview with the Infection Contral Use Personal Prolective Equipment (PPE)
Preventionistt ADON/Acting Interim DON on correctly for COVID-19
08/11/2021 revealed she was aware residenis hitps:/fwww youtube.com/walch?v=YYTAT
should have been tested immediately after the w9yavd
first COVID-19 posilive staff member. She also
stated she was aware residents who had All staff will completed the infection
COVID-19 should have been isolated. She control modules as assigned by
stated not isolating residents with COVID-19 put 11/2472021. If a staff member has not
others at risk for death, completed them by 11/24/2021 they will
complete the assigned modules before
One (1) additional resident (Resident #327) their next scheduled shifl. New employees
tested positive for COVID-19 on 08/07/2021 and hired after 11/24/2021 will view assigned
was hospitalized on 08/14/2021, and expired on modules during the new employee
08/15/2021 at the hospital. Resident #82 and orientation period.
Resident #3209 had also been hospitalized due to
CovID-19. A consultant Infection Control Nurse
{ICN})/ Infection Preventionist, with
The facility's failure to maintain an infection specialized training in infection prevention
prevention and control program has caused or is and control has been contracted for
likely to cause serious injury, harm, impairment or twelve months starting on 11/23/2021.
death lo a resident. Immediate Jeopardy was See the altached contract of the contract
identified, on 08/11/2021, and was determined to Dated 11/15/21 and 12/17/2021.
exist on 03/06/2021, at 42 CFR 483.10 Resident " The Infection Preventionist
Rights {F580), 42 CFR 483.12 Freedom from consultant/infection preventionist! DON/
Abuse (FE00), 42 CFR 483.12 Comprehensive Medical Director/ Nurse Practitioner and
Person-Centered Care Plans (F655), (F656), 42 Regional Nurse consultant completed the
CFR 483.25 Quality of Care (F684) (F686), LTC infection control RISK assessment on
(F692), 42 CFR 483.45 Pharmacy Services 11/23/2021
(F755) and 42 CFR 483.80 Infection Control " ARoot Cause Analysis (RCA) was
(F880). The facility was notified of Immediate conducted with assistance from the
Jeopardy on 08/11/2021. Infection Preventionist, members of the
Quality Assurance and Performance
An acceptable Allegation of Compliance (ACC) Improvement (QAPI) committee and
was received on 09/03/2021, which alleged members of Gaverning Body on
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removal of the Immediate Jeopardy on
09/02/2021. However, the AOC could not be
verified based on observations, staff interviews,
and review of facility documentation. Additional
Immediate Jeopardy was identified at 42 CFR
483.35 Nursing Services {F725), 42 CFR 483.70
Administration (F835) (F837), 42 CFR 483.75
Quality Assurance and Performance
Improvement (F867). The facility was notified of
the Immediate Jeopardy on 09/10/2021, The
Immediate Jeopardy is ongoing.

A second acceptable allegation of compliance
was received on 09/25/2021, which alleged
removal of the immediate Jeopardy on
09/26/2021. The State Survey Agency
delermined the Immediate Jeopardy was
removed as alleged during a revisit conducted on
09/28-30/2021, which lowered the scope and
severity to "D" 42 CFR 483.10 Resident Righis
(F580), 483.12 Comprehensive Person-Centered
Care Plans (FE55) (F656), 42 CFR 483.25
Quality of Care (FE84) (F686), 42 CFR 483,35
Nursing Services (F725), and 42 CFR 483.45
Phammacy Services (F755); and to "E" at 42 CFR
483.12 Freedom from Abuse (F600), 42 CFR
483.25 Quality of Care (F692), 42 CFR 483.70
Administration (F835) (F837), 42 CFR 483.75
Quality Assurance and Performance
Improvement (FB67), and 42 CFR 483.80
Infection Control (FB80}, while the facility
monitors the efiectiveness of systemic changes
and quality assurance activilies.

The findings include:
Review of the facility's policy titled,

"COVID-19-Pandemic Plan", dated 06/23/2020,
revealed staff will be trained on the facility's

11/11/2021. See attached copy of the
Root Cause Analysis.

Beginning 12/7/2021 the Infection
Preventionist updated the staff guidelines
for Isolation precautions to include that
residents who are on precautions do not
share a restroom with the resident who
are nol on precautions. A bedside
commaode is in the room of the resident on
precautions if they cannol have a
dedicated bathroom. Beginning 12/7/2021
the infection preventionist educated all
nursing staff on the updated staff
guidelines.

Criteria 4: Beginning on 12/18/2021
Infection Control Round Audits are
conducted by the DON and/or designee
daily on random units. The audits is done
by observation and includes

1. Employees & Visitors enter Center
through only one entrance.

2. Respiratory Hygiene/Cough Eliquette &
Hand Hygiene signs are posted | Is this
observed during rounding.

3. Visitor Infection Control Instructions are
posted al screening location,

4. All staffivisitors are screened using the
most recent log upon entering the center.

5. Adequate amount of hand sanitizer
readily available.

6. Immediately upon entrance to center,
all staff pedforms hand hygiene and then
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Pandemic COVID-19 plan and related policies
and procedures. Staff will be re-{rained in Hand
Hygiene and proper use of Personal Protective
Equipment (PPE) including competency, and
residents exhibiting signs and symptoms of
COVID-19 will be isolated in a private room with
the door closed and initiate transmission based
precautions (TBP) based on CDC (Centers for
Disease Control and Prevention) guidelines.

Review of the facility's policy titled, "COVID-19
Emergency Operations Plan", undated, revealed
in the event of an outbreak of COVID-19, the
positive residents will be segregated away from
the rest of the population and the resident unit will
be separated into Red, Yellow, and Green zones,
Further review revealed zipper walls will be
utilized to divide Red, Yellow and Green Zones,
along with privacy curtains in semi-private rooms
to act as a barrier and fire doors will be closed
and remain closed. Assigned staff will work Red,
Yellow, and Green zones, so multiple staff
members are not assigned. Furiher review of the
policy revealed staff were to be dedicated to work
in a designated area (e.g. red zone).

Review of the facility's policy titled,
"CORONAVIRUS DISEASE (COVID-18)-
TESTING RESIDENTS", (undated) revealed
residents were tested for the SARS-CoV-2 virus
to detect the presence of current infections (viral
testing) and to help prevent the transmission of
COVID-19 in the facility. Further review revealed
all residents were screened daily for signs and
symploms of COVID-19, viral testing of all
residents will be conducted if there is an outbreak
in the facility. An outbreak is defined as any single
new onset of SARS-CoV-2 infection in a resident
or a single case of infection in healthcare

immediately apply a new surgical face
mask.

7. Rooms of residents on precautions are
clearly marked with correct
patient-specific precautions signs.

8. Staff perform hand hygiene before &
afier resident care andfor contact with the
resident s environment {(even if gloves
wormn),

9. PPE is readily available. Ask staff
where it is located and who do they
conlact if unavailable.

10. Staff perform hand hygiene and PPE
is donned appropriately (refer to paster)
gloves, gown, N95 respirator, face shield.

11. PPE removed appropriately (refer to
poster) and placed in wasle container.
Container is covered. Staff perform hand
hygiene,

12. If aerosol-generating procedure
performed “appropriate PPE worn, door
closed, limited number of staff in room
and surfaces cleaned and disinfecled at
end of procedure, doff gown.

13. Resident water cups are
replaced/sanitized.

14. Resident hand hygiene performed
before meals. Ask staff to explain how
they remind residents to do so.

15. Gowns/Gloves are be donned and
doffed at the door prior to enlering to care
for a resident on precautions.

16. Gowns are single use and are not
stored/saved for later use.
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personnel and, testing will be conducted as soon
as a new confirmed case is confirmed. Residents
who test positive, including asymptomatic and
pre-symptomatic residents are cohorted and viral
testing of all previously negative residents will be
repeated every 3 to 7 days until testing identifies
no new cases of SARS-CoV-2 infection among
residents or healthcare personnel for at least 14
days since the mosl recent positive resull.

1. Review of the facility's COVID-19 testing
records revealed an 07/24/2021, Registered
Nurse (RN) #2 and State Registered Nurse Aide
(SRNA) #16 tested positive for COVID-19.
Attempts to reach RN #2 for interview were
unsuccessful.

Interview with SRNA #16, on 08/09/2021 at 11:47
AM, revealed she worked on the fifth floor and
cared for residents throughout the unit. The
SRNA stated she tesled positive for COVID-19 on
07/24/2021. She stated she did not think staff
were being lested regularly or prior to working if
they had been off several days. SRNA #16 further
stated her family member and coworker SRNA
#13 tested positive while at work afler being
exposed to her. The SRNA stated SRNA #13
was nol tested prior to starting her shift the night
she became ill,

Review of the facility's testing schedule revealed
the next scheduled testing for staff was on
07/30/2021. However, SRNA #13 was not tested
prior to starling her shifi at 6:00 PM on
07/30/2021

Interview with SRNA #13 on 08/01/2021 at 5:40
PM revealed she tested positive for COVID-19 on
07/30/2021 while warking at the facility She
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17. Staff follow procedures for disposal of
PPE (mask, N95) at end of shift.

18. CPR Code Cans include required PPE
and plastic sheat,

19. Staff change gloves between each
patient and perform hand hygiene. Gloves
not worn in hallway.

20. Non-resident specific equipment is
cleaned & disinfected between residents
{scales, mech lifts, vital machines,
stethoscopes, elc.} including ancillary staff
visits (phlebotomy, X-ray). If not able to be
observed, ask for verbalization of process.

21, High touch surfaces (hand rails,
elevator buttons, door knobs, etc.) are
observed being cleaned and disinfected.

22, Food service workers are performing
hand washing & proper PPE when storing,
preparing and handling food, and when
cleaning dishes, food utensils and other
cookware after the meal.

23. Resident who are on precautions do
not share restroom with residents who are
not on precautions. A bedside commode
is in the room of the resident on
precautions if they cannot have a
dedicated bathroom.

| have attached a copy of the Audit form
use by the DON or designee. We have
copies of daily audits completed from the
beginning of 11/18/21. See attach copy of
the audit form,
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stated SRNA #16 was a family member and
coworker and had fested positive on 07/24/2021.
Although the facility reported screening all staff
and visilors prior to entry to the facility, the SRNA
stated the facility did not ask her any questions
related to conlact tracing or being exposed to
SRNA #16. Per the SRNA, she worked on the
fifth floor and cared for all residents on the floor.
She further stated she began her shift at 6:00 PM
on 07/30/2021 and began feeling ill in the middle
of her shift. The SRNA stated she reported 1o the
nurse that she felt ill. She stated she tested
positive for COVID-19 and was sent home.

Interview with Registered Nurse (RN) #9, on
08/09/2021 at 10:55 PM revealed she warked
night shift on the fifth floor and cared for all
residents on the floor. The RN stated the facility
did not require staff o be tested prior o coming
on shift or after being off for several days. RN #9
stated the facility was not testing staff on any
specific days.

Interview with the Corporale Nurse Consultant, on
08/09/2021 at 10:45 AM, revealed the facility was
conducting COVID-19 testing two (2) times
weekly on Mondays and Thursdays for both staff
and residents. She stated the nurses on the floor
were responsible for testing residents on their
floor/unit and the Infection Control/ADON/Interim
OON tests all staff. She further stated staff used a
roster to check off as the residents were tested
and a staff list was checked off as staff came in
for testing. However, the ADON was on leave on
07/30/2021 and it was unclear who was providing
staff testing on night shift.

2. Continued review of the facility's COVID-19
testing records revealed the facility failed to
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Also attached are the Infection Control
monitoring being done for infection control
surveillance.

Audits wili be reviewed monthly in QAP|
x3 months then quarterly until in
substantial compliance

Criteria 5: Date of compliance:
12/30/2021
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immediately test residents for COVID-19, and did
net initiate resident testing until 07/28/2021, four
(4) days after the staff members tested positive.

(a) Record review revealed on 07/28/2021,
Resident #311 (who resides on the fifth floor)
tested positive for COVID-19.

Record review revealed the facility admitted
Resident #311 on 06/28/2021 with diagnoses of
Dementia, Alzheimer Disease, and Alrial
Fibrillation. Review of the Minimum Data Set
(MDS) dated 07/04/2021, revealed the facility
assessed the resident with a Brief Interview for
Mental Status (BIMS) score of eight (8), which
indicated the resident was moderately cognitively
impaired.

Review of the Nurse's Notes dated 07/30/2021,
revealed staff had to redirect Resident #311 to
keep him/her in histher room for isolation and the
resident became upset, though no cough or
congestion was noted. Conlinued review of
Nurse's Notes revealed on 08/10/2021, Resident
#311 was doing well and was out of isolation.

Interview with RN #9 on 08/09/2021 at 10:55 PM
revealed Resident #311 wandered the halls of the
unit after testing positive on 07/28/2021 and was
difficult to redirect and would get upset.

(b) Continued review of the facility's COVID-19
testing records revealed on 07/28/2021, Resident
#314 (who resided in the same room as Resident
#311) tested positive for COVID-19,

Record review revealed the facility admitied
Resident #314 on 06/03/2021 with diagnoses of
Dementia and Cerebral Infarction. Review of the
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Minimum Data Set (MDS) dated 07/30/2021
revealed the facilily assessed the resident with a
Brief Interview for Mental Status (BIMS) score of
ten (10), indicating the resident was moderately
cognitively impaired.

Review of Nurse's Notes dated 07/29/2021,
revealed Resident #314 had no complaints and
no cough or congestion noted. Further review of
Nurse's notes dated 08/10/2021, revealed
Resident #314 was out of isolation and doing well
with no cough or congestion noted.

(¢) Review of COVID-19 testing records revealed
Resident #329 tested positive for COVID-19 on
08/02/2021. Resident #329's room was next door
to Resident #311 and #314's room on the fifth
floor.

Record review revealed the facility admitted
Resident #329 on 05/07/2021 with diagnoses of
Parkinson's Disease, Congestive Heart failure
and Dementia. Review of Minimum Data Set
(MDS) dated 05/14/2021 revealed the facility
assessed the resident to have a Brief Interview
of Mental Status (BIMS) score of zero (0),
indicating the resident was severely cognitively
impaired.

Review of Resident #329 Nurse's Notes daled
08/07/2021 at 5:29 AM revealed the resident
developed at fever of 106.2 and was transported
to the emergency room for further evaluation.

Continued review of Nurse's Noles dated
08/10/2021 at 9:01 PM revealed Resident #329
was readmilted to the facility following
hospitalization and treatment for Hypotension
related to COVID-19.
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(d) Review of COVID-19 testing records revealed
Resident #82 also tested positive for COVID-19
on 08/02/2021. Resident #82's room was located
on the fitth floor, next to Resident #329's room.

Record review revealed the facility admitted
Resident #82 on 05/12/2021 with diagnoses of
Parkinson Disease and Alzheimer Disease.
Review of the Minimum Data Sel (MDS) revealed
the facility assessed the resident to have a Brief
Interview for Mental Status (BIMS) score of zero
{0}, indicating the resident was severely
cognitively impaired.

Review of Resident #82 Nurse's Notes dated
08/08/2021 at 12:55 PM revealed the resident
developed tachypnea (rapid respirations).
Resident #82 had a low oxygen saturation rate of
89-91% (95-100% normal reference range. The
facility sent the resident to the emergency room
for further evaluation and treatment.

Continued review of Resident #82 clinical record
revealed the resident did not return for
readmission to the facility following discharge
from the hospital. The resident was admitted to
another facility.

Interview with the Infection Control Coordinator,
at the local Health Department on 08/09/2021 at
10:40 AM, revealed she was in contact with the
facility approximately every other week in regards
to newly diagnosed COVID-19 cases among
facility staff and residents. She stated she was
not responsible to conduct contact tracing inside
the facility for residents or staff. The Infection
Control Coordinator stated the facility was
respansible for conducting the contact tracing
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inside the facility. She stated she was not aware
staff was nol conducling contact tracing for
residents and staff inside the facility. The
Infection Canlrol Coordinator stated, "That is a
big problem that they're not conducting contact
tracing properly." Per the Infection Control
Coordinator, the facility's failure to conduct
conlact tracing for residents and staff inside the
facility could lead to an outbreak of COVID-19
amongst residents and staff.

Interview with the Infection Control/ADON/Interim
DON, on 08/11/2021 at 12:05 PM, revealed she
thought the local health department did contact
tracing in the facility. She stated she was not
aware the facility was responsible to do their own
conlact tracing within the facility. Per the
Infection Control Nurse/ADON/DON, she was
aware residents should have been tested
immediately for COVID-19 following the initial
staff member testing positive. However, she had
no response as to why testing was delayed for
four (4) days after staff tested positive in July,
2021.

Interview with Administrator, on 08/10/2021 at
1:50 PM, revealed she thought the local health
department did contact tracing in the facility. She
slated she was unaware the facility was
responsible for completing their own contact
tracing.

3. Observation of the facility's fifth floor on
08/05/2021 at 10:54 AM, revealed although two
(2) residents tested positive for COVID-19 on
07/28/2021 and 08/02/2021, the facility failed to
isolate and segregate the residents as required
by the facility's policy. The fire doors were open,
all resident room doors were open, and residents

{F 880}
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were wandering the halls of the unit at will.
Further observation revealed no designated
Zones existed to separale residents.

Continued observation, on 08/05/2021 at 10:54
AM, revealed maintenance staif placed plastic zip
barriers across the doorway of the room where
both Resident #311 and Resident #314 resided.
However, this was eight (8) days following the
first resident on the floor testing positive for
COovVID-19,

Interview with Maintenance Assistant (MA} #1, on
08/11/2021 at 11:30 AM, revealed he placed the
plastic zip barriers across the doorways of all
COVID-19 positive resident rooms. MA #1 stated
no none had instructed the Maintenance
Department to install the barriers prior to
08/05/2021, and that was the first day the facility
utilized the barriers. MA #1 stated staff was to
notify the Maintenance Department if a resident in
another room converted to positive so they could
place ane of the plastic zip barriers over the
resident's doorway.

Interview with SRNA #3, on 08/05/2021 at 12:30
PM, revealed she denied having received any
training related to PPE (personal protective
equipment) or COVID-19 at the facility since the
second wave of outbreaks began in late July.
The SRNA stated she roulinely worked the fifth
floor caring for both COVID -19 positive and
negative residents simultaneously. SRNA #3
stated the floor had no designated zones such as
red for positive, yellow for quarantined or green
for negative residents.

Continued interview with SRNA #16, on
08/09/2021 at 11:47 AM, revealed she routinely
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worked on the fifth floor. The SRNA stated as
new residents became infected on the floor, they
were nol isolated or segregated to one area. She
staled they continued to be interspersed wilh
negative residents. SRNA #16 staled she cared
for both COVID-19 positive and negative
residents all at the same time. The SRNA sialed
the floor was the "unofficial dementia" floor and
many of the residents who lived on the fioor
wandered. She stated many of the residents
wander the hallways, in and out of other
residents' rooms.

Interview with Certified Medication Aide (CMA)
#1, on 08/05/2021 at 11:45 AM, revealed staff
who worked on the fifth floor attempled to keep
residents isolated in their rooms, but they were
unable to do so, because the residents did not
understand and wanted to leave their rooms. The
CMA stated maintenance placing the plastic zip
barriers over the doorways of COVID-19 positive
resident rooms, was the first time to her
knowledge the facility had taken any action to
isolate residents since the second wave of
COVID-12 infections began.

Interview with RN #9, on 08/09/2021 at 10:55 PM,
revealed COVID positive rooms "now" had plastic
zip covers on the doorways, but not initially. She
staled the only identifiers prior to the zip covers
on the residents' doors was a hand written paper
laped on the door saying if it was a red or yellow
raom. She stated the fire doors on that hall had
never been closed. The RN stated she cared for
residents on the entire unit, both positive for
COVID-19 and those who were not.

Interview with the Infection ControlfADON/Interim
DON, on 08/11/2021 at 12:05 PM, revealed the
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facility had initially attempted to isolate the
positive residents in their rooms. Observations,
of residents who were positive for COVID
wandering on the fifth floor and not isolated in
one area, were discussed with the Infection
Control Nurse/ADON/DON. She stated the
facility tried to keep positive residents in one area
on the floor. However, the Infection Control
Nurse/ADON/DON stated the COVID virus could
spread if positive residents were not in a closed
off unit {(isolated). Per the Infection Control
Nurse/ADON/DON, she expecled nursing staff to
redirect residents to the closed off area on the
unit if they were wandering and to ask them to
wear a facemask if they were not wearing one.
However, she mentioned no further actions for
nursing staff to utilize if redirection was not
effective.

Interview with the facility's Nurse Consultant, on
08/09/2021 at 10:45 AM, revealed the facility has
a red zone where COVID positive residents
resided, a yellow zone for non-vaccinated, new
admits or residents who had been out of the
facility more than twenty-four (24) hours. She
stated when a resident was COVID-19 positive,
both the resident and their roommate were
quarantined; a sign was placed on the door
identifying the room as red zone; and, a plastic
zip barrier curtain was immediately placed on the
doorway of the room to isclate the room. The
Nurse Consultant stated the positive rooms on
the 5th floor were designated as red zone and all
other rooms on the 5th floor should be yellow
zone, She slaled she was not aware yellow zone
rooms were not designated or staff had not
designated red zone room barriers after the initial
positive cases.
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Observation on 08/05/2021 at 6:02 PM revealed
Resident #42 was wandering the hall on the fifth
floor outside the rooms of residents who were
COVID-19 positive. The resident was not
wearing a facemask.

4, Observation of the fifth (5th) floor on
08/05/2021 at 10:54 AM revealad large red
biohazard cans in the hallway on each end of the
floor containing large amounts of contaminated
PPE, which had been used by staff while in
COVID positive residents’ rooms. Resident #325
was observed wandering the hall walking past the
containers and staff were observed doffing
COVID contaminated PPE into the red bichazard
containers on the outside of the COVID positive
residents' rooms.

Interview with SRNA #19, on 08/05/2021 at 11:15
AM, revealed staff were doffing contaminated
PPE from COVID-19 positive rooms in the red
bio-hazard can in the hallway. The SRNA stated
she was unsure why staff were not doffing PPE
inside the resident's room. She further stated
only a couple of rooms had cans inside the room
ta doff PPE. Continued interview with SRNA #19,
on 08/05/2021 at 12:25 PM, revealed she had not
received recent training on donning and doffing
PPE or COVID-19 since the outbreak began this
time. SRNA #19 stated she did not routinely work
on the fifth floor, but was pulled on 08/05/2021 to
work on that floor. The SRNA stated she was a
restorative aide and worked with residents
throughout the building.

Interview with SRNA #3, on 08/05/2021 at 12:30
PM, revealed she had nat received any training

on PPE or COVID-19 since the outbreak began

this time. She stated staff doffed PPE in red
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bio-hazard cans in the hallway.

Continued interview with SRNA #18, on
08/09/2021 at 11:47 AM, revealed she worked on
the fifth floor caring for residents who had the
COVID-19 virus and those who did not have the
virus. The SRNA stated she had not received
training recently on PPE, handwashing, or
COVID-19, She further stated staff were doffing
COVID contaminated PPE in large red bichazard
conlainers in the hallway with no PPE receptacle
in the rooms. SRNA#16 stated the only
receptacles in the COVID positive resident rooms
were the small personal trash cans.

Interview with Certified Medication Aide #1, on
08/05/2021 at 11:45 AM, revealed she had not
received recent training on COVID-19 or training
on PPE donning and doffing since this outbreak
began. She further stated she was unsure
whether to doff contaminated PPE inside or
outside of resident rooms who were COVID
positive, or where to place contaminated PPE, so
she and other staff had been placing it in the
hallway in the provided red biohazard containers.
She stated the only containers in the COVID
positive rooms were for soiled linens and small
personal trash receptacles.

Interview with RN #1, on 08/05/2021 at 11:50 AM,
revealed she had nol received training on
COVID-19 and had not been re-trained on
donning and doffing PPE. She stated there were
containers with bags in the COVID rooms for
soiled linens and trash, RN #1 stated slaff had
been doffing contaminated COVID PPE info the
containers in the hallway. She further slated staff
should doff PPE in the room,
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Continued interview with RN #9, on 08/09/2021 at
10:55 PM, revealed she had nol received any
training on donning and doffing PPE, and had not
been inserviced since COVID-19 outbreak began
this time. She further stated the facility provided
a large red bio-hazard can in the hallway and that
was the only place for staff to doff COVID
cantaminated PPE.

Interview with the facility's Nurse Consultant, on
08/09/2021 at 10:45 AM, revealed the red
biohazard containers in the hallway on the fifih
floor were not for the disposal of contaminated
PPE. The Nurse Consultant stated she was not
aware there were no trash containers in the
residents’ rooms for staff to doff PPE. She staled
she could not explain the intended use of the red
bichazards containers in the hallway.

Interview with the Infection Control/ ADON/Interim
DON on 08/11/2021 at 12:05 PM, revealed staff
had not received new or recent training or
education on PPE or COVID-19 since the
outbreak began in the facility. She stated staff
were evaluated on donning and doffing PPE by
supervisory and visual observation of
competiency. She stated she was not aware staff
were doffing PPE in the hallway in the red
bichazard containers. She stated staff should be
doffing inside the residents’ room. She further
stated she had not been up on the 5th floor much
since the COVID-19 outbreak began. Continued
interview revealed residents wandering in the hall
could touch contaminated PPE containers and
spread COVID-19.

Interview with Administrator, on 08/10/2021 at
1:50 PM, revealed the facility ensured staff were
competent in utilizing PPE through observation
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and trained using CDC (Centers for Disease
Control and Prevention) guidelines. She stated
she was unsure if any retraining had been
conducted with staff since this COVID-18
outbreak began. Per the Administrator, she was
also unaware staff were doffing contaminated
PPE in red bichazard containers in the hallway
where other residenis were wandering. She
staled there should be containers in COVID
rooms to doff PPE. She further stated there was
no specific auditing or documentation the facility
was using to monitor infection control other than
observational monitaring.

5. (a} Conlinued review of the COVID-19 testing
records revealed on 08/05/2021 Resident #328
tested positive for COVID-19. Resident #328
resided on the fifth floor on the opposite end of
the unit from the other residents who were
positive for COVID-19,

Record review revealed the facility admitied
Resident #328 on 04/14/2021 with diagnoses of
Transient Cerebral Ischemic Attack, Demenlia
and Alzheimer Disease.

Review of the Minimum Data Set (MDS) dated
07/05/2021 revealed the facility assessed the
resident to have a Brief Interview for Mental
Status (BIMS) score of zero (0), indicating the
resident was severely cognitively impaired.

Review of Resident #328 Nurse's Notes dated
08/05/2021 at 8:15 AM revealed the resident
stated to staff that he/she wasn't feeling well and
had a fever of 100.3 degrees Fahrenheit (F). The
facility administered the resident a COVID-19
test. Resident #328 tested positive for
COVID-19, Further review of the Nurse's Notes
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revealed on 08/09/2021 al 5:17 PM, Resident
#328 staled to staff he/she was feeling better and
ambulating in his/her room while continuing en
isolation. Continued review of Nurse's Notes
revealed on 08/10/2021 at 7:52 AM, Resident
#328 was awake and alert with no cough or
congestion noted,

(b) Review of the facility's COVID-19 test records
revealed on 08/07/2021, an additional resident
(Resident #327) tested positive for COVID-19,
Resident #327's room was located on the fifth
floor near Resident #82's room

Record review revealed the facility admitted
Resident #327 on 03/15/2021 wilh diagnoses of
Bementia, Anemia and Chronic Peptic Ulcers.

Review of the Minimum Data Set (MDS) dated
07/22/2021 revealed the facility assessed the
resident with a Brief Interview for Mental Status
(BIMS) score of zero (0), indicating the resident
was severely cognitively impaired.

Review of Resident #327's Nurse's Noles dated
08/09/2021 at 5:19 PM revealed the resident had
two (2) episodes of diarrhea. The physician was
notified and the resident was encouraged to
increase oral fluid intake and was drinking well.
Further review of the Nurse's Noles revealed on
08/14/2021 at 12:05 AM during routine vital signs,
slaff found Resident #327 to have a low blood
pressure, low heart rate, and low oxygen
saturation. The physician was notified and
Resident #327 was sent lo the emergency room
via an ambulance for further evaluation.

Review of Resident #327 vital signs dated
08/14/2021 revealed the resident had a blood
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pressure of 75/44 (normal range 120/80), heart
rate of 46 (normal range 60-100), and oxygen
saturation of 80% (normal range 95-100%) on
five (5) liters of oxygen. The resident's
temperature was 100.1F {normal temperature
98.6 ) prior to being sent to emergency room.

Review of Resident #327 hospital discharge
summary reviewed the resident expired at the
hospital on 08/15/2021. The resident's admission
diagnoses included Sepsis and COVID-19
Pneumonia. Per the discharge summary, the
resident's Sepsis was likely due to the COVID-19
Pneumonia. The resident's discharge diagnosis
was COVID-19 Viral Pneumonia.

Interview with SRNA #3, on 08/05/2021 at 12:30
PM, revealed she worked the fifth floor caring for
all residents an the floor, both residents who were
COVID positive and those who were negative,
She stated there was no designated yellow zone
or green zone, only individual rooms designated
as red zone rooms.

Continued interview with SRNA #18, on
08/09/2021 at 11:47 AM, revealed she worked on
the fifth floor caring for residents whe had the
COVID-19 virus and those who did not have the
virus. The SRNA stated many residents
wandered on the fifth floor and had to be
redirected. However, they did not stay in their
rooms and wandered the hallways on the unit.

Interview with RN #9, on 08/09/2021 at 10:55 PM,
revealed the only identifiers prior to the zip covers
on the resident doors was a hand written paper
laped on door saying if it was a red or yellow
room and the fire doors on that hall had never
been closed. The RN stated she cared for
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residents on the entire unit, both positive for
COVID-19 and those who are not.

B. Continued observations on 08/05/2021 at 1%:00
AM revealed Resident #325 sat in the hallway on
the fifth floor in a chair with no facemask. The
resident was seated adjacent to COVID positive
residents’' rooms while maintenance placed
plaslic zip barrier to a doorway. |n addition, the
resident was observed on 08/05/2021 at 10:54
AM wandering the hall walking past the red
biohazard waste containers where staff were
doffing COVID contaminated PPE.

Review of the facility's COVID-19 lest records
revealed Resident #325 tested positive for
COVID-19 on 08/08/2021.

Record review revealed the facility admitted
Resident #325 on 09/15/2017 with diagnoses of
Dementia, Polyosteoarthritis, and Psychotic
Disorder. Review of Minimum Data Set {(MDS)
dated 06/26/2021 revealed the facility assessed
the resident with a Brief Interview for Mental
Status (BIMS) score of ten {10), indicaling the
resident was moderately cognitively impaired.

An attempt lo interview Resident #325
08/05/2021 at 11:05 AM was unsuccessful.
Resident #325 was reluctant to engage in
canversation. Resident #325 went into hisfher
room to lie down.

Review of the Nurse's Note dated 08/09/2021 at
2:45 PM, revealed Resident #325 had a change
in condition and had a cough, congestion and
developed a fever of 100.2 F. Further review
revealed the resident was in respiratory distress
and required transfer to the emergency room for

{F 880}
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evaluation,

Review of the Nursing Readmission Assessment
dated 08/12/2021 al 4:40 PM revealed Resident
#325 was readmitted to the facility from the
hospital.

Continued review of the Nurse's Notes dated
08/19/2021 at 1:30 PM revealed Resident #325
developed a low oxygen saturation rate of 89%
and the physician and resident's representative
were notified. The physician ordered palliative
care and Fentanyl patch (pain medication skin
patch) related to resident’s declined condition and
"Do Not Resuscitate” (DNR) status. Per the note,
staff discussed the resident’s condition, palliative
care, DNR status, and new orders from the
physician with the resident's representative. The
resident’s representative requested the facility
send Resident #325 back to the hospital. The
physician and DON were notified of the request
and an ambulance (ransported the resident fo the
emergency room for evaluation.

Review of the Hospital Discharge Summary
revealed Resident #325 expired at the hospital on
08/26/2021 and the discharge diagnoses included
Acute Hypoxic Respiratory Failure secondary to
COVID-19 Pneumonia.

Continued interview with SRNA #16, on
08/09/2021 at 11:47 AM, revealed many residenis
on the fifth floor would not stay in their rooms and
wandered the hallways on the unit. The SRNA
stated Resident #325 had torn down the plastic
covering on hisfher room doorway wanting to get
out of the room,

Continued interview with RN #9, on 08/09/2021 at

{F 880}
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10:55 PM, revealed Resident #325 roamed the
halls, and residents were not staying in their
rooms and fire doors were nol closed lo isolate
positive residents to one end of the unit.

Interview with Physician #1, who is also the
Medical Director, on 08/04/2021 at 1:05 PM,
revealed he expected the facility to isolate
residents on the COVID Unit and monitor them
for decompensation and signs and symploms of
COVID-19. He stated he was aware there were
difficulties isolating residents due to cognitive
dysfunction, lack of following direclions and lack
of wearing masks. He further stated he did not
recall when he was made aware COVID-19 was
back in the facility, but those residents who were
positive were expected to be isolated in an area
away from non-positive residents on the floor.
The physician stated he was not aware residents
who were positive for COVID-19 were not isolated
lo one area of the unit.

Interview with the Infection Control/ADON/Interim
DON, on 08/11/2021 at 12:05 PM, revealed staff
had not received new or recent training or
education on PPE or COVID-19 since the
outbreak began in the facility. She stated staff
were evalualed on donning and doffing PPE by
supervisory and visual observation of their
compelency. She staled she was not aware staff
were doffing PPE in the hallway in the red
biphazard containers. She stated staff should be
doffing inside the resident's room. She further
stated she had nol been up on the 5th floor much
since the COVID-19 outbreak began. The ADON
stated residents who wandered in the hall could
touch contaminated PPE containers and spread
COVID-19. She further stated she was aware
plastic zip barriers were not on COVID-19 positive
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residents’ rooms until 08/05/2021. The Infection
Contro/ADON/DON stated the facility had initially
altempted to isolate the positive residents in their
rooms. Observations of residents, who were
positive for COVID, wandering on the fifth floor
and not isolated in one area, were discussed with
the Infection Control Nurse/ADON/DON. She
stated the facility tried to keep COVID positive
residents in one area on the floor. However, the
Infection Control Nurse/ADON/DON stated the
COVID virus could spread if posilive residents
were not in a closed off unit and she stated a
closed off area of the floor/unit could prevent the
spread of COVID-19. Per the Infection Control
Nurse/ADON/DON, she expected nursing staff to
redirect residents to the closed off area on the
unit if they were wandering and to ask them to
wear a facemask if they were not wearing one.,
However, she mentioned no further actions for
nursing staff to utilize if redirection was not

Interview with the Administrator, on 08/10/2021 at
1:50 PM, revealed the facility ensured staff were
competent in utilizing PPE through observation
and trained using CDC guidelines. She stated
she was unsure if any retraining had been
conducted with staff since this COVID-1%
outbreak began. When asked how many
residents were currently hospitalized with
COVID-19, she responded there were initially four
{(4) residents hospitalized with COVID-19, but two
(2) of those residents were back in the facility.
She stated COVID positive residents were kept
on one end of the 5th floor in the red zone and
the Infection Control/ADON/ Interim DON was
responsible for monitoring to ensure infection
control practices were in place. The Administrator
stated she was unaware that all COVID 19
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positive residents were not on one end of the 5th
floor. Per the Administraior, she was also
unaware staff were doffing contaminated PPE in
red biohazard containers in the hallway where
other residents were wandering. She stated
there should be containers in COVID rooms to
doff PPE. She further stated there was no specific
auditing or documentation the facility was using to
monitor infection control other than observation
monitering.

7. Review of Resident #317's record revealed the
facility admitted the resident on 07/23/2020 with
diagnoses, which included Dementia and
Hypertension. According to his/her Annual
Minimum Data Set Assessment (MDS) dated
07/27/12021, revealed the resident was not
interviewable and had a Brief Interview far Mental
Status (BIMS) score of four (4). Per the MDS
assessment, the resident required assistance of
one staff member with transfers and toileting.

Continued review of Resident #317's record
revealed on 07/27/2021 at 9:35 AM, the resident
was noted to require more assistance than
normal, had wheezes in his/her lung fields and
had a non-productive cough, Review of his/her
record revealed the physician was notified of the
change in his/her condition and directed staff 1o
test the resident daily for COVID-19; administer
nebulizer treatments twice a day for seven (7)
days; oblain his/her vital signs every four (4)
hours for three (3) days; and, isolate the resident
to his/her room for "now". Resident #317's vilal
signs were noted o be 97.7 F (narmal 98.6 F)
temperature, heart rate was 86 (normal range
60-100), respirations were 20 (normal 12-20) and
blocd pressure was 150/77 (normal range
120/80).
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Observations conducted on 07/27/2021 on the
5th floor, at 11:25 AM and 3:50 PM revealed the
resident was ambulating in the hallway, passing
by other residents with no mask in use or noted
on his/her person. Staff were close by; however,
staff were not observed to offer Resident #317 a
mask and no staff were observed o attempt to
isolate him/her to his/her room as ordered by the
physician. Further observations conducted on
07/28/2021 at 11:20 AM revealed Resident #317
was ambulating around the nurse's station,
conversing with staff, with no mask on his/her
person. Staff was not observed to
offerfencourage him/her to wear a mask and no
atlempts to isolate him/her to his/her room for
isolation due lo a potential COVID-19 infection
was observed. Observalions of Resident #317's
room on 07/27/2021 and 07/28/2021 revealed no
signage had been placed on his/her door to
indicate hefshe should have been isolated due to
a potential COVID-18 infection.

Interview with Registered Nurse (RN) #1, on
07/30/2021 at 9:50 AM, revealed she contacted
Resident #317's physician on 07/27/202% at 9:35
AM due o the resident's change in condition and
a patential COVID-19 infection. According to the
RN, the physician ordered
medications/treatments for the resident, COVID
lesling and ordered he/she be isolated lo his/her
room. The RN stated she tested him/her and
he/she was negative. However, she
acknowledged she failed to place signage on
his/er door, and failed to take actions in
altempts to isolate him/her to hisfher room as
ordered by the physician, but stated she should
have. RN #1 also stated she had not provided the
resident with a mask, because she did not think
he/she would wear it. RN #1 stated she informed
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the ADON of the Physician's Orders to isolate the
resident and the ADON just stated, "OK". She
stated the ADON never directed any further
testing of other residents to occur, and she gave
the RN no further aclions to take lo protect the
other residents,

Interview with Physician #1, on 08/04/2021 at
1:00 PM, confirmed he was Resident #317's
physician and was notified of the resident's
change in condition. Physician #1 had given
orders for staff to test and isolate the resident for
a potential COVID-19 infection. He stated he was
informed of staff's difficulty in isolating residents,
especially those with dementia. However, he
stated he expected staff to isolate sick residents
away from the other residents to decrease the
likelihood of the virus spreading in the facility and
should follow their policy.

8. Observations conducted in the dietary
department on 08/05/2021 at approximately 4:00
PM revealed Dietary Aide (DA) #1 was observed
to retrieve a food tray cart from the 5th floor
where COVID-19 positive residents resided.
Further observations revealed no one
cleaned/sanitized the cart before the cart was
laken from the 5th fioor, onto the elevator and
back to the kitchen soiled dish area, where other
tray carts were observed. Continued
observations revealed the DA ulilized a surgical
mask and had no other PPE in use while cleaning
the cart, which had been on the COVID-19 Unit in
the facility. Observations also indicated the DA
used "Silver Power" to clean/sanitize the carts.

Interview with DA #1, on 0B/05/2021 at 4:15 PM,
revealed he was informed that facility residents
had tasted positive for COVID-19 on the fifth

{F 880}
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floor. However, he had not been directed to do
anything different when carls were retrieved from
the COVID-19 unit in the facility. He stated he
always utilized the "Silver Power" degreaser to
clean the food carts in the facility, and had not
been directed to change any dietary processes.

Review of the Safety Data Sheet for Silver Power
indicated the agent was utilized as a "presoak”
and further review of the sheet provided no
evidence it was an effective disinfectant for the
COVID-19 virus.

Interview with the Registered Dietician (RD), on
08/18/2021 10:30 AM, revealed she would have
expected dietary staff to sanitize the food carls,
with an effective agent for COVID-19 before the
carts were brought back into the kitchen to
prevent the potential spread of COVID-19. She
stated she had not conducted training with staff
related to COVID-19 infeclion control processes
and had not been directed to do so.

Interview with the Infection Conlro!
Nurse/ADON/Interim DON, on 08/18/2021 at 9:50
PM, revealed she was not aware dietary staff had
not disinfected food carts with an effective agent
for COVID-19, before they were brought back in
the kitchen, after being an the COVID-19.
However, she stated she would have expected
them to do so. She acknowledged reeducation
was required to be conducted in the facility, when
new cases of the virus were identified for
residents/staff as outlined in the facility's policy.
However, she stated she had not conducled
facility wide training because she had been
working the floor as a staff nurse.

**The facility alleged the following was

{F 880}
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implemented to remove Immediate Jeopardy
effective 09/26/2021:

1). Braden Scale Assessments were completed
on all residents by facility nurses on 08/28/2021
and comprehensive full body skin assessments
were completed on all residents on 09/11/2021,
The facility utilized the Braden Scale Assessment
and comprehensive full body skin assessment to
review and update care plans of residents who
had pressure injuries by 09/17/2021.

2). The wound care physician evaluated Resident
#65 on 08/25/2021. Staff assessed and
measured all pressure injuries, and staff
evaluated all current treatments and reporied
them to the Medical Director/Physician #1 by
0811772021,

3). Beginning 09/17/2021, upon admission a skin
assessment and Braden Scale assessment will
be completed, and the baseline care plan will be
developed within 48 hours lo include any
pressure ulcer or potential for pressure ulcer. A
comprehensive care plan will be developed within
21 days of admission to include pressure ulcers
or potential pressure ulcers and include
interventions to prevent pressure ulcer
development or worsening of pressure ulcers.

4). Residents #45, #65, #308, #309, #2311, #314
and #320 were bathed including a shower, nail
care and moisturizing lotion applied post shower,
and assisled with dressing in clean apprapriate
clothing. Clean linens were placed on the
residents’ beds on 09/11/2021. The residents
were evalualed by social services on 09/15/2021,

5). All residents were offered a shower and
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interviewed to obtain shower/hygiene preferences
by the Director of Nursing (DON) or designee.
New bath/shower schedules were implemented
by nursing staff to accommodate resident
preference. Resident preferences for hygiene
were obtained and incorporated into resident care
plans and State Registered Nurse Aide (SRNA)
care plans by the Regional Nurse Consultant
were completed on 09/13/2021.

6). On 08/28/2021, the Regislered Dielitian (RD)
began reviewing all residents' diets and made
recommendations for meal changes or
supplements to promote healing and to address
any weight loss issues.

7). All residents with the diagnoses of Diabetes
and Chronic Obstructive Pulmonary Disorder
(COPD), Asthma and Pneumonia were assessed
by licensed nurse and/or Respiratory Therapist
with no concerns were identified completed
08/13/2021.

8). The Regional Nurse reviewed all residents
with orders for glucose monitoring by 07/30/2021
and orders were amended o include mandatory
entry of glucose values on the Medication
Administration Record (MAR),

9). The Regional Certified Dietary Manager
(CDM) observed the meal service for breakfast,
lunch and dinner on 09/11/2021, all three meals
were delivered on lime.

10}. Direct Care slaffing was increased through
recruitment efforts with additional staffing
provided through agency and travel contracts.
Direct care nursing staff schedules for the next
day will be reviewed daily by the Director of
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Nursing and the Administrator to ensure staffing
levels are adequate to meel the acuity of the
residents. The staff will be validated as present
on the unit al the start of each shift by the
Director of Nursing, Nursing Supervisor,
Administrator or designee. Direct care nursing
staff call offs will be replaced by calling other
qualified staff to see if they can fill the opening,
andfor calling agencies to see if they have
qualified staff fo fill the opening. If direct care staff
cannot be replaced the Director of Nursing,
Assistant Director of Nursing, or member of the
nursing management {eam will fill the shitt. If
appropriate staffing levels cannot be met, the
center will pricritize resident care that can be
achieved during emergency staffing, prioritize
required task including administration of
medication, no showers- sponge baths, care
provided to incontinent residents, turn residents
that cannet turn self, meals served timely, and
assist residents with meal if needed.

11). The facility has increased dielary staffing
through recruitment efforts and appropriate
staffing levels have been achieved to ensure
meals are prepared and delivered timely.

12). On 08/11/2021, all residents including #54.
#86 and #322, were reassessed for psychosocial
and physical forms of abuse with Brief Inferview
for Mental Status (BIMS) score of eight (8) or
above and skin integrity reviews for residents with
BIMS less than eight (8) were completed by
Licensed Nurse. Residents with a diagnosis of
Dementia had their Care Plan reviewed and
revised, as necessary by the Minimum Data Set
(MDS) Coordinator on 09/07/2021. No new
residents were identified as indicating any
psychosocial and/or physical harm.
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13). The Regional Nurse Consultant completed a
wandering risk assessment on all residents by
08/16/2021. All residents who were ideniified as
at risk for wandering had care plans reviewed and
updated by the MDS Coordinator. A list of all
identified active wander risk residents were
placed at each nursing station with a list of
potential intervenlions for nursing to reference.

14). Residents #39, #65, #81, #90, #330 and
#332 were weighed by 09/17/2021. The
Registered Dietician (RD) completed a
comprehensive nutrition assessment and RD
recommendations were reviewed for
recommendations by the Director of Nursing
(DON) or designee on 09/17/2021, Further, the
DON or designee, spoke with the atlending
Medical Doctor {(MD) and validated the diet orders
and recommendations. Recommendations were
entered into the electronic medical record and on
the tray card. The Registered Dietician and
Director of Nursing (DON), reviewed diet orders
in electronic medical record to ensure both the
record and tray card reflected accurate
information on 09/17/2021.

15). Beginning 09/15/2021, staff began offering
snacks to all residents daily in the morning and
aflernoon by the restorative nurse aide, activity
aides, or designee. Snacks ordered by a
physician will be documented by the restorative
aide, dietary aides and/or licensed nursing staff.

16). The facility evaluated the COVID-19 unit on
08/11/2021, located on the 5th floor of the facility
for compliance with CDC guidelines and
implemented yellow and red zones, The DON
identified two (2) residents who had been
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exposed to positive residents and a yellow zone
was designated with erection of a plastic zip wall
barrier and those two (2) residents were moved to
this zone on 08/11/2021.

17). The facility had three (3) residents who were
in the red zone on 08/11/2021(Residents #327,
#328 and #329). Residents #327, #328 and #329
have completed quarantine per facility policy and
physician orders. Residents #311 and #314
completed quarantine per COVID-19 policy and
physician's order. Residents #311 and #314 wera
no longer in isolation.

18). All staff eligible for testing were tested for
COVID-19 on 09/16/2021. The facility did not
identify any new cases based on the employee
testing on 09/16/2021. All residents eligible were
tested for COVID-19 on 09/17/2021. The facility
did not identify any new positive cases.

19). The facility was conducting ongoing
surveillance testing as recommended for
COVID-19. Positive COVID-19 residents will be
placed in isolation zone (red zone) and placed in
droplet precautions with use of personal
protective equipment. The facility will provide
physician notification, family notification and care
plan revisions. The DON or designee will review
newly positive COVID-19 residents to ensure
isolation pracautions have been initiated. In
addition, any resident exposed will be placed in
droplet precaution in isolation zone (yellow). The
facility will provide physician nofification, family
notificalion and care plan revisions. The facility
employee testing protocol will be twice weekly on
designated days effective 08/16/2021. The facility
requires all staff must be tested on designated
days. If the employee is not tested, the facility will
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not allow the employee to work without a current
negative COVID-19 test. During testing, the
employee will be tested prior to entering the
facility by the Infection Prevenlion Nurse or
designee. All testing dates and times will be
posted to the employee page, time clock and
common areas.

20). The facility screens all residents once a shift
for signs and/or symptoms of COVID-19 and
documented on the Medication Administration
Record {(MAR}. The facility implemented
monitoring for signs andfor symptoms on all
residents on 09/17/2021.

21). Resident #9, Resident #321, Resident #324,
Resident #326 and Resident #351, medicalions
were reviewed for usage and appropriate
administration times by the physician on
09/23/2021.

22). The facility stated all residents will receive
their medicalion as ordered beginning 09/23/2021
and implemented phamrmacy and physician
notification if any medication was unavailable.
The facility will abide by new orders from the
physician regarding the unavailable medication.

23). The facility formulated an agreement on
08/23/2021, with the facility's pharmacy to provide
the facility with a three (3) day supply of
medications that requires the facility's approval
for cost authorization while pending cost review.

24). New admissions and re-admissions entering
the facility after normal business hours and on
weekends will have discharge orders submitted,
entered into the electronic medical record and
submitted to pharmacy through pharmacy
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integration. The facility implemented the use of
fax transmittal as a hackup to the electronic
pharmacy integration by entering the order in the
electronic medical record to receive medications.
If the facility does not receive medications in a
timely manner the pharmacy will be notified, and
the facility will utilize the emergency medication
kit. If an emergency arises and medication is
unavailable, the physician will be notified for
subslitution and/or new orders.

25). The Regional Nurse Consultant, Director of
Nursing, and licensed nursing staff completed an
audit of all residents’ ordered medications and
verified all medications were available in the
facility by 09/25/2021.

26). The facility conducted a Quality Assurance
Performance Improvement (QAPI) meeting on
08/12/2021. The facility reviewed education,
facility process, and audited implementation to
ensure compliance with the AOC and all audits.
The Administrator oversees the QAP| commitiee.
The QAPI committee consists of the Director of
Nursing, Administrator, Medical Director, Social
Services Direclor, Activities, Clinical, Therapy,
Maintenance, Dietary and Environmental
Services.

27). The facility appointed an Interim
Administrator on 09/13/2021 to replace the
current Administrator. The facility's Interim
Administrator will receive daily oversight and
guidance from the Regional Vice President or
Regional Director of Operations and Regional
Clinical Nurse for 30 days. Upon completion of
the thirty-day oversight, the Regional
Adminisirative Team will audit the Administrator to
determine if continued daily oversight is needed.
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The administration has direct oversight and
responsibility to direct, discipline, and
communicate areas of concern and process
improvement.

28). The Administrator, Medical Director, and
QAPI Commiittee reviewed procedures for a
contact person for call-ins, answering call lights,
Activities of Daily Living (ADL) Care, serving, and
timeliness of meal trays incontinence care and
turning and repositioning on 09/15/2021.

29). The Vice President of Operations, Director of
Clinical Operations and Regional Nurse
Consullants conducted a conference call on
09/15/2021 with a contract company for a
consultation to review the following: (1) the
outcomes of the survey; (2) expectations and
roles of the Governing Body as outlined in the
Rules and Regulations; (3) determined a plan for
the following communication/monitoring tools:
Infection Control (COVID 19 Isolation), encugh
staff al the facilily to monitor/assess residents,
turn and reposition residents, provide incontinent
care, prepare and distribute meals, and assist
residents with eating, caring for pressure wounds,
effective Pharmacy Services, dealing with abuse
and neglect effectively, sufficient staff, providing
appropriate ADLS, and providing a functioning
QAP| commitiee.

30). The Administrator and Regional Nurse
Consultant reviewed and revised the QAPI Plan
beginning 09/16/2021 and presented the reviews
and/or revisions to the QAP| Commitiee during
the 09/16/2021 meeting. The facility developed a
slandardized plan to ensure all lopics were
reviewed as needed at the QAP| meetings. The
agenda included reviewing pressure ulcers, Foley
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