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*Based on Administrative Review changes were
made to pg. 23*

The State Agency (SA) conducted a COVID-19
Focused Survey for Nursing Homes at the facility
from 08/17/2020 to 08/20/2020. During the
survey, the SA determined the facility was not in
compliance with the requirements of participation
for Medicare and Medicaid. The facility was not
following Infection Control safety practices in
guidance recommended by the Centers For
Medicare and Medicaid Services (CMS) and the
Centers for Disease Control and Prevention
(CDC) recommended practices during the
COVID-19 pandemic. The SA cited the regulation
F880.

The SA identified an Immediate Jeopardy (IJ) on
08/18/2020 and determined the IJ existed, on
08/03/2020 with the death of Resident #27, the
first death of a resident who had not left the
building, occurred due to or as a result of
COVID-19. The facility had a total number of 18
positive COVID-19 residents in the building at the
time of the survey and has had three (3) positive
COVID-19 resident deaths. The facility has had a
total of 60 positive COVID-19 and 15 positive
COVID-19 staff members.

On 8/18/20, at 11:55 AM, the SA notified the
facility of an Immediate Jeopardy (1J) due to the
facilities failure to follow the Centers for Disease
Control (CDC) and Centers for Medicare &
Medicaid Services (CMS) guidelines for infection
control practices during the COVID-19 pandemic.
The facility failed to follow infection control
guidelines to prevent the spread of COVID-19

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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due to failure to change Personal Protective
Equipment (PPE) gown upon entering and exiting
positive and negative COVID-19 resident rooms,
to clean an oxygen concentrator prior to its
removal from a positive COVID-19 resident room
and cover it during the transfer in the hall to a
negative COVID-19 resident room and wear all
appropriate PPE in a positive COVID-19 resident
room.

The failure to clean a contaminated medical
equipment, change PPE between entering and
exiting positive and negative COVID-19 resident
rooms and not wearing the required PPE in a
positive COVID-19 resident room placed all the
residents in the building in a situation to cause
impairment, harm, fatal infection, or death.

The Immediate Jeopardy (1J) existed at: 42 CFR
(s):483.80(a)(1)(2)(4)(e)(f) Infection Control
(F880).

The facility submitted an Acceptable Immediate
Jeopardy Removal Plan, on 08/18/2020, in which
the facility alleged all corrective actions were
completed on 08/18/2020, and IJ removed on
8/18/2020.

The SA validated the facility's Immediate
Jeopardy Removal Plan on 08/20/2020 and
determined the IJ was removed on 08/18/2020
prior to exit on 08/20/2020. Therefore the scope
and severity for 42 CFR (s):483.80(a)(1)(2)(4)(e)
(f) Infection Control (F880) was lowered from "L"
to a scope and severity of a "F", while the facility
develops a plan of correction to monitor the
effectiveness of the systemic changes to ensure
the facility sustains compliance with regulatory
requirements.
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§483.80 Infection Control

The facility must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted 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 infections should be
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The facility held a license for 120 beds, with a
census of 68.
F 880 | Infection Prevention & Control F 880 9/18/20
SS=L | CFR(s): 483.80(a)(1)(2)(4)(e)(f)
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(iii) Standard and transmission-based precautions
to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a
resident; including but 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 isolation 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 system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.

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

§483.80(f) Annual review.

The facility will conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced

by:

Based on observation, staff interview, and facility This Plan of Correction constitutes our
policy review, the facility failed to follow the written allegation of compliance for the
COVID-19 Infection Control Guidelines to prevent deficiencies cited. However, submission
the spread of the COVID virus which likely led to of the Plan of Correction is not an

the death of three (3) residents who had not been admission that a deficiency exists or that
outside the facility, Residents #25, #26 and #27 one was cited correctly. This Plan of
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and prevent the possible spread of the COVID-19
virus between positive and negative COVID-19
residents. This concern was identified for
Residents #1, #2, #12, #13, #14, #15, #18, #19,
#20 and #23, as evidenced by the facility's failure
to change gloves and wash hands or use hand
sanitizer between resident rooms, failure to
change Person Protective Equipment (PPE)
between positive and negative Covid-19
residents, and wear full PPE in positive Covid-19
residents rooms. The facility staff also failed to
clean an oxygen concentrator before transferring
the machine from a contaminated room to a
non-contaminated room, and then placed the
oxygen mask on the resident's face. The
concerns was identified for 13 of 68 residents in
the facility.

On 08/17/2020, the State Agency (SA) surveyor
made observations of the facility's staff members
failure to perform hand hygiene, change PPE
when entering and exiting positive COVID-19
residents and then entering and exiting negative
resident rooms with the same PPE on. The facility
staff also failed to clean an oxygen (02)
concentrator that was in a positive COVID-19
resident's room prior to transferring the machine
to a negative COVID-19 resident room, and then
placed the oxygen mask on the resident's face.
Record review revealed the facility had a total of
three (3) COVID-19 related deaths. Two of the
deaths occurred in the hospital and one in the
facility. The Immediate Jeopardy (IJ) was
determined to exist on 08/03/2020, at the time of
Resident #27's death, who was one of the three
COVID-19 deaths in the facility and one of those
three residents who had not left the building
except for their transfer to the hospital related to
COVID-19.

Correction is submitted to meet
requirements established by state and
federal law.

1. Root Cause Analysis (RCA) was
completed by the Quality Assurance and
Performance Improvement Committee
(QAPI) on 8/18/2020. Based on the
findings the Certified Nursing Assistant
(CNA) #1 failed to change personal
protective equipment (PPE) before
entering the room of resident #12, #13,
#14, #15, #18 and #19. CNA #2 failed to
clean an oxygen concentrator before
transferring resident #1's machine from a
contaminated room to an
non-contaminated room. Therapists
entered a Covid-19 positive resident #23
room without donning a gown.

2. All residents have the potential to be
affected by this practice.

3. 100 hall was made the designated
Covid-19 unit on August 19, 2020 with

signage indicating so at both entrances. A

QAPI Committee meeting was held on
8/18/2020 with the Medical Director,
Infection Preventionist, Administrator,
Director of Nursing (DON), Director of
Rehabilitation, Social Services Director,
Housekeeping and Laundry Director,
Dietary Service Manager, Business Office
Manager, and Minimum Data Set
Coordinator to discuss the education to
change PPE from a positive Covid-19
resident's room before entering a negative
resident's room and training of staff to
clean equipment before transferring from
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The facility's failure to follow appropriate
COVID-19 infection control guidelines for not
wearing PPE, sanitizing hands, changing PPE
between positive and negative residents and
cleaning an oxygen concentrator when
transferring from a contaminated room to
non-contaminated room has caused, or likely to
cause serious injury, harm, impairment or death
to residents who tested positive for the COVID-19
virus while residing solely in the facility. The
affected three (3) of 60 Covid-19 positive
Residents who had not been out of the facility.
Resident # 25, #26 and #27 expired due to, or as
consequence of COVID-19, as indicated on the
certificate of death or physician documentation.

Findings include:

Review of the facility's policy titled, "Isolation
Policy", with a revision date of 08/18/2020
revealed: Transmission precautions are initiated
when a resident develops signs and symptoms of
a transmissible infection; arrives for admission
with symptoms of an infection; or has a laboratory
confirmed infection; and is at risk of transmitting
the infection the infection to other residents.
Masks, gloves, gowns and goggles will be worn
when entering a Residents room.

Review of the facility's policy titled, " For
Suspected or Confirmed Coronavirus
(COVID-19)", revised 04/2020, revealed; the
facility leadership and clinical staff are
implementing all reasonable measures to protect
the health and safety of residents and staff during
the current outbreak of coronavirus disease
(COVID-19). The response to the current
outbreak of coronavirus disease is based on the

a resident's room. Updating of policies
and procedures were discussed.

All staff were in serviced starting on
August 19, 2020 by DON and Licensed
Practical Nurse regarding the donning and
doffing of PPE and the cleaning of
equipment before removing from a
resident's room. All residents were
screened for signs and symptoms of
COVID-19 each shift. Residents who
continue to test negative for COVID-19
continue to be tested weekly.

4. Staff Development or DON will conduct
a Quality Review weekly regarding the
proper donning and doffing of PPE and
equipment cleaning x4 weeks and then
monthly x3 months. Quality Review to be
modified based on finings. Quality
Review findings will be reported in the
monthly QAPI Committee Meeting and
reviewed by the Interdisciplinary Team for
any further recommendation for 90 days.
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most current recommendations from health policy
officials, state agencies and the federal
government. Infection prevention and control
measures are based on established guidelines
governing all communicable diseases. Residents
with suspected or confirmed COVID-19 infection
are placed in a separate room or cohorted with
other residents with the same infection status.
Residents who cannot be treated adequately or
safely separated from other residents will be
transferred. Standard precautions are utilized
when caring for all residents. Contact and droplet
precautions are implemented for any residents
with symptoms of respiratory infection. Current
CDC guidelines will be followed for infection
prevention and control of residents diagnosed
with COID-19.

Review of the facility's policy titled, "Cleaning and
Disinfection of Resident-Care ltems and
Equipment”, revised 08/18/2020, revealed; the
resident -care equipment, including reusable
items and durable medical equipment will be
cleaned and disinfected according to current CDC
recommendations for disinfection and the
Occupational Safety and Health Administration
(OSHA) bloodborne pathogens standard. Durable
Medical Equipment (DME) such as oxygen
concentrators must be cleaned and disinfected
before removing from a contaminated area and
moved to a non-contaminated area for reuse by
another or same resident.

During the facility's initial observation tour, on
08/17/2020 at 10:10 AM, observations revealed
the facility did not have a designated COVID-19
unit. The facility had COVID-19 positive
Residents located on each of the halls in the

building, hall 100, 200, 300 and 400. The facility

F 880
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had precaution signs on the doors and PPE carts
placed outside all of the positive COVID-19
residents rooms. The positive COVID-19
residents also had two barrels in their room for
linen and trash. The facility held a license for 120
beds. Review of the Resident Census and
Condition report, dated 08/17/2020 revealed a
census of 68.

Review of the facility's census printed, on
08/18/2020 at 10:05 AM, revealed there was four
(4) positive COVID-19 residents and 14 negative
COVID-19 residents on the 400 hall; one (1)
positive COVID-19 and 12 negative COVID-19
residents on the 300 hall; one (1) positive
COVID-19 and 19 negative COVID-19 residents
on the 200 hall and 11 positive COVID-19 and
five (5) negative COVID-19 residents on the 100
hall.

During an interview, on 08/17/2020 at 10:00 AM,
the Administrator (ADM) and Director of Nursing
(DON) revealed the DON confirmed the facility
had positive COVID-19 residents all over the
building. The DON said the facility tried to make
the 300 hall a designated COVID-19 hall, but the
facility had several hospital returns in which they
had to place them on 14-day quarantine. The
facility was unable to keep the wing closed for
positive COVID-19 residents because there were
more positive residents than negative. The DON
said the facility decided to put positive residents
in the room together and negative residents
together. The Administrator and DON reported
the facility had a total of 60 Residents and 15
staff members to test positive with COVID-19.
The DON said as of 08/17/2020, there was 18
residents that are currently COVID-19 positive.

F 880
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An observation, on 08/17/2020 at 10:30 AM,
revealed Certified Nursing Assistant (CNA) #2
transferred Resident #1's oxygen (02)
concentrator from Room 114, a room with a
positive COVID-19 Resident (#2) across the hall
to Room 115, where a negative COVID-19
resident resided and then placed the oxygen
mask on the Resident #1's face. CNA #2 did not
clean the O2 concentrator prior to moving it out
into the hall and transport it from Room 114 to
Room 115. CNA #2 did not cover the 02
concentrator either prior to transferring it from
Room 114 to Room #115.

During an interview, on 08/17/2020 at 2:40 PM,
CNA #2 confirmed she failed to clean the oxygen
concentrator. CNA #2 confirmed she transferred
Resident #1's contaminated oxygen concentrator
from room 114 down the hallway to room 115
without cleaning it. CNA #2 said she was told at
the last minute to transfer Resident #1 from room
114 to room 115. CNA #2 said she was not
thinking when she removed the oxygen
concentrator. CNA #2 confirmed she was trained
to clean the concentrator before removing it from
one room to another. CNA #2 said she had been
in-serviced on COVID-19 and infection control
several times.

Record review of the facility's Face Sheet for
Resident #1, revealed, Resident #1 was admitted
by the facility, on 05/31/2018, with diagnoses
which included Heart Disease, Diabetes Mellitus
and Hypertension. Resident #1 resided in Room
115-1. Resident #1 tested for COVID-19 on
08/05/2020 and the results on 08/06/2020 was
negative.

Record review of the facility's Face Sheet for
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Resident #2, revealed, Resident #2 was admitted
by the facility on 10/12/2015, with the included
diagnoses of Dementia, Diabetes Mellitus and
Hypertension. Resident #2 resided in room 114-2.
Resident #2 was tested for COVID-19 on
08/10/2020 and the results on 08/11/2020 was
positive.

Review of the facility's census list, dated
08/18/2020 at 10:05 AM, revealed the resident in
Room 115-1 was identified by the Director of
Nurses (DON) as a negative COVID-19 resident.
The DON identified the positive COVID-19
residents with a yellow highlight marker.

Review of the facility's Training Sign In Sheets
revealed CNA #2 attended in-service training that
addressed COVID-19 and infection control
03/04/2020, 03/20/2020 and 04/20/2020.

During an interview, on 08/17/2020 at 10:40 AM,
the Medical Director (MD) confirmed the facility
had an outbreak of COVID-19 positive residents
in July 2020. The MD said he thinks the outbreak
started with a dialysis resident on the 300 hall that
was a dementia resident. The MD said the
dialysis resident was on the same hall as
Resident #27. The MD said both residents were
confused and refused to wear a mask
appropriately. Resident #27 was non-compliant
and traveled all over the facility with his mask off
and under his chin. The MD also said he
recommended the facility designate the 300 hall
as the COVID-19 hall and to only use recovered
staff on that hall.

An observation, on 08/17/2020 at 12:00 PM,
revealed CNA #1 was sitting on Resident #4's

bed feeding her lunch with full PPE on. After
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feeding Resident #4 her lunch, CNA #1
proceeded to remove the Styrofoam lunch trays
from the 400 hall. Rooms 401 to 414 by placing
them in a large black garbage bag sitting in a
wheelchair. CNA #1 failed to change her PPE
when she entered and exited a positive
COVID-19 resident's room. CNA #1 left the 400
hall and placed the garbage bag in the biohazard
room. CNA #1 failed to change her PPE gown or
gloves or perform hand hygienge at any time
during this observation.

A review of the facility's census list printed on
08/18/2020 at 10:05 AM, revealed the Director of
Nurses (DON) identified four (4) COVID-19
positive residents resided on the 400 hall by
highlighting the names with a yellow marker. The
positive residents on the 400 Hall resided in
rooms (407) Resident #12, (409-1) Resident #14,
(409-2) Resident #15 and (412) Resident #19.
Further review of the facility's census printed, on
08/17/2020 at 10:05 AM, revealed there was 14
negative COVID-19 residents on the 400 hall.
The observation of CNA #1 revealed she entered
the COVID-19 negative rooms as follows:
Resident #13 (Room 408), Resident #18 (Room
411) and Resident #20 (Room 413), on
08/17/2020 at 12:00 PM to remove the Styrofoam
lunch trays from the residents' rooms.

During an interview, on 08/17/2020 at 2:00 PM,
CNA #1 confirmed she failed to change her gown
and gloves when entering positive COVID-19
residents' rooms. CNA #1 said she did not think
about it to change her PPE after entering the
positive residents' rooms because she was only
picking up lunch trays. CNA #1 said she was
in-serviced to change PPE when providing care to

COVID-19 positive Residents. CNA #1 confirmed
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by going into positive resident rooms to remove
their lunch trays could possibly cause negative
residents to become positive.

Review of the facility's Training Sign In Sheets
revealed CNA #1 attended in-service training that
addressed COVID-19 and infection control on
03/04/2020, 03/20/2020 and 04/20/2020.

Review of the facility's Face Sheet for Resident
#12 revealed Resident #12 was admitted by the
facility on 10/12/2015, with the included
diagnoses of Dementia, Anxiety and
Hypertension. Review of Resident #12's lab
reports revealed the resident was tested for
COVID-19 on 08/05/2020 and the results
returned on 08/06/2020 to be positive.

Review of the facility's Face Sheet for Resident
#14 revealed Resident #14 was admitted by the
facility on 03/17/2020, with the included
diagnoses of Dementia, Psychosis and
Hypertension. Resident #14 was tested for
COVID-19 ON 07/28/2020 and the results
returned positive on 08/02/2020.

Review of the facility's Face Sheet for Resident
#15 revealed Resident #15 was admitted by the
facility on 11/11/2019, with the included diagnoses
of Dementia, Kidney Disease and Hypertension.
Resident #15 was tested for COVID-19 on
08/05/2020 and the results were reported to be
positive on 08/06/2020.

Record review of the facility's Face Sheet for
Resident #19 revealed the facility admitted
Resident #19, on 05/03/2019, with the included
diagnoses of Dementia, Anemia and

Hypertension. Resident #19 was tested for
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COVID-19 on 08/05/2020 and the results was
reported on 08/06/2020 to be positive.

During an interview, 08/17/2020 at 2:50 PM, the
DON confirmed as of 08/17/2020, the facility has
18 positive covid-19 residents in the building. The
DON said the facility did not have any positive
residents until the facility was tested, on
07/29/2020, when the facility was tested by the
outbreak team. The DON said 30 out of 70
residents tested positive. The DON said most of
the residents that was positive was on the 200
Hall. There were no positive residents on the 100
Hall. The DON also said he believed the
residents on the 100 Hall became positive due to
an asymptomatic employee. The DON confirmed
the facility has had a total of 60 positive residents
and 15 positive staff. The DON said there was
two (2) staff still on quarantine due testing
positive at this time. The DON also confirmed that
one (1) resident died in the facility and two (2)
residents died at the hospital related to
COVID-19. The DON confirmed CNA #1 failed to
follow the facility policy by not changing PPE and
sanitizing her hands after each positive resident.
The DON said all the staff has been in-serviced
on donning and doffing PPE. The DON said he
would provide more education to CNA #1. The
DON also confirmed CNA #2 should have
cleaned the oxygen concentrator and placed a
bag over it prior to moving it to another room. The
DON said he was going to re-in-service the staff.

Record review, of the Face Sheet for Resident
#25, revealed Resident #25 was admitted by the
facility on 10/01/2005 and readmitted on
05/02/2012, with the included diagnoses of
Dementia, Diabetes Mellitus and Heart Disease.

Resident #25 resided on the 100 Hall. Resident
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#25 tested positive for COVID-19 on 08/10/2020.
Resident #25 expired at the facility on
08/14/2020.

Review of Resident #25's Death Certificate
revealed the resident expired, on 08/14/2020 at
1:55 PM, due to Respiratory Failure due to
COVID-19.

Record review, of the Face Sheet for Resident
#26, revealed Resident #26 was admitted by the
facility, on 07/30/2019, with the included
diagnoses of Dementia, Chronic Kidney Disease
and Congestive Heart Failure. Resident #26
resided on the 200 Hall. Resident #26 tested
positive for COVID-19 on 07/30/2020 at the
facility. Resident #26 was sent to the Emergency
Room (ER), on 08/14/2020. The Departmental
Notes dated 08/14/2020 at 3:42 PM, revealed
Resident #26 was exhibiting hypoxemia and
lethargy. The resident would not keep his oxygen
(O2) on even with the nurse continuing to apply
the 02, Resident #26's oxygen saturation (O2
sat) was low as 70 to 78 percent (%) with O2 at
five liters per minute (5L/M). An order was
received from the physician to send Resident #26
to the Emergency Room (ER). Emergency
Response Services (EMS) arrived at 3:10 PM
and the resident was transferred out to the
hospital at 3:20 PM per the EMS. Previous
Departmental Notes documented by Social
Services (SS) at 2:33 PM and 2:34 PM, revealed
the SS staff was performing a Minimal Data Set
(MDS) evaluation for the resident's mood and
memory. Resident #26 expired, on 08/15/2020, at
the hospital.

Review of the hospital's Discharge Summary, for

Resident #26, with a date of service 08/15/2020,
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and signed by the physician on 08/16/2020,
revealed Resident #26 was admitted on
08/14/2020 and discharged on 08/15/2020 due to
the resident expired on 08/15/2020 at 11:36 PM.
The discharge diagnoses included COVID-19
Pneumonia, hypoxemic respiratory failure
requiring Bilevel Positive Airway Pressure
(BiPAP), Hypotention, Lactic Acidosis, Acute
Kidney Injury (AKI) and Transaminases.

Record review, of the Face Sheet, for Resident
#27, revealed Resident #27 was admitted by the
facility, on 10/28/2016, with the included
diagnoses of Dementia, Parkinson Disease and
Hypertension. Resident #27 resided on the 300
Hall. Resident #27 tested positive for COVID-19
on 07/22/2020. Resident #27 was sent to the
Emergency Room (ER) on 07/21/2020. Review of
the Departmental Notes with a late entry at
07/22/2020 at 1:18 AM, revealed on 07/21/2020
at 10:45 PM, Resident #27 was noted to be
coughing with congestion and wheezing. Vital
Signs (V/S) was blood pressure (B/P) 120/72,
Pulse (P)-100, O2 sat 90%, Respirations (R)-18
and a temp of 101.3 degrees Fahrenheit (F). The
physician was notified and a new order to transfer
the resident to the ER was received. Resident
#27 was transferred to the ER per (Name of
Transport) at 11:00 PM. The Resident #27 was
noted to be coughing with congestion and
wheezing, oxygen saturation (O2 sat) 90%,
temperature 101.3 degrees Fahrenheit.

Review of the hospital's Discharge Summary, for
Resident #27, revealed the resident was
admitted, on 07/21/2020, with the diagnosis of
Pneumonia due to COVID-19. The Discharge
Summary stated Resident #27 expired, on
08/03/2020 at 8:45 PM, and the Primary
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Diagnosis was Pneumonia due to COVID-19. The
summary was signed by the physician on
08/03/2020 at 8:54 PM.

On 08/17/2020 at 10:48 AM, an observation
revealed the Registered Occupational Therapist
(ROT) and Physical Therapist Assistant (PTA)
entered Resident #23's room wearing
masks/shields and gloves, but no gowns on.
Further observation revealed the ROT and PTA
assisted Resident #23 to drink water from a cup
and then the ROT and PTA both left the room.

On 08/17/2020 at 10:52 AM, an interview with the
ROT and PTA as they were exiting Resident
#23's room revealed they did not have PPE
gowns on during their visit to Resident #23
because they were only helping the resident do
drink some water.

Review of Resident #23's lab reports revealed
she tested positive for COVID-19 on 08/05/2020.

On 08/17/2020 at 11:36 AM, an interview with the
Medical Doctor (MD) revealed if a resident in the
facility is COVID-19 positive then that resident
would be required to be on contact/droplet
precautions and whoever enters the room should
wear full PPE with gowns, if they are 6 (six) feet
or closer proximity to the resident.

On 08/17/2020 at 1:45 PM, an interview with the
ROT revealed she did not have to wear a PPE
gown while she was in Resident #23's room
because she was not providing care for Resident
#23, she was only giving her water to drink. She
stated since she was not providing direct resident
care, she only had to wear gloves and

mask/shield that she did not have to wear a
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gown. This surveyor asked if she was 6 (six) feet
in proximity to Resident #23, and she replied yes,
she was within 6 (six) feet of Resident #23.

On 08/17/2020 at 1:55 PM, an interview with the
PTA revealed she did not have to wear a PPE
gown when entering Resident #23's room
because she was not providing care, only giving
her water to drink. This surveyor asked if she
was closer than 6 (six) feet to Resident #23, and
she replied she was at Resident #23's bedside.
The PTA stated since she was not providing
Resident #23 direct patient care, she did not have
to don a gown before entering Resident #23's
room.

The facility submitted an acceptable Immediate
Jeopardy (IJ) Removal Plan, on 08/18/2020.
Review of the Removal Plan revealed the facility
took the following actions to remove the
Immediate Jeopardy.

1. On 08/18/2020 at 11:55 AM, the state agency
notified the facility of an Immediate Jeopardy due
to facility failure to follow Centers for Disease
Control (CDC) and Centers for Medicare &
Medicaid Services (CMS) guidelines for infection
control practices during the COVID-19
pandemic. The facility failed to follow infection
control guidelines to prevent the spread of
COVID-19. Certified Nursing Assistant (C.N.A.)
#1 failed to change her Personal Protective
Equipment (PPE) gown while entering COVID
positive and negative resident rooms from rooms
401 to 414 with four (4) positive COVID-19
residents. Certified Nursing Assistant (C.N.A.)
#2 failed to clean oxygen concentrator between
contaminated resident's room 114 to a
non-contaminated room 115 across the hallway.
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On 08/17/2020, the Occupational Therapist
(OTR) and the Physical Therapy Assistant (PTA)
entered a positive resident's room 101 without
Personal Protective Equipment (PPE). As of
08/18/2020, the facility had a total of 60 residents
who had tested positive for COVID-19. The
facility has 120 licensed beds with a census of
68. As of 08/18/2020, the facility had a total of 18
out of 68 residents who had tested positive for
COVID-

19 with 2 COVID deaths in the facility.

2. The facility held a Quality Assurance and
Assessment Committee meeting at 12:45 PM, on
08/18/2020, with the Medical Director, Infection
Preventionist, Administrator, Director of Nursing,
Director of Rehab, Social Services Director,
Director of Housekeeping & Laundry, Dietary
Service Manager, Business Office Manager, and
Minimum Data Set Coordinator to discuss the
findings

of:

1. Failure to change Personal Protective
Equipment (PPE), specifically gowns, from a
positive COVID resident room to a negative
COVID resident room and

2. Failure to clean equipment transferred from a
positive COVID resident room to a negative
COVID resident room.

Additionally discussed was in-service training for
all staff related to CDC Guidelines for COVID-19
regarding use of Personal Protective Equipment
(PPE) and in-service training for all staff related
to disinfecting equipment from contaminated area
to uncontaminated area.

Policy revisions for Personal Protective

Equipment- Using Gowns and Cleaning and

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 880 | Continued From page 17 F 880

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 7QRM11

Facility ID: 37LH

If continuation sheet Page 18 of 23




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/15/2021
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
255338

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING COMPLETED
B. WING 08/20/2020

NAME OF PROVIDER OR SUPPLIER

LAMAR HEALTHCARE & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
6428 US HIGHWAY 11
LUMBERTON, MS 39455

Disinfection of Resident-Care Items and
Equipment were discussed and revisions
approved:

o Droplet precautions were changed to include
gloves, gowns, and goggles in addition to masks
when entering from gloves, gown, and goggles if
there is a risk of spraying secretions.

o Durable Medical Equipment (DME) was
changed to durable medical equipment (DME)
such as oxygen concentrators must be cleaned
and disinfected before removing from a
contaminated area and moved to a
non-contaminated area for reuse by another
resident or same resident from Durable medical
equipment (DME) must be cleaned and
disinfected before reuse by another resident.

3. As of 08/18/2020, all 60 Covid-19 positive
residents care plans were updated by Registered
Nurse(RN) #1 and Licensed Practical
Nurse(LPN) #2 on 08/18/2020. Daily temperature
checks and oxygen levels are being done on 8
negative residents. Care plans for risk of
exposure to COVID-

19 by negative residents have been addressed
by the Director of Nursing (DON).

4. On 08/18/2020, the facility Director of Nursing
(DON) initiated in-service training on revised
policy and procedures on CDC Guidelines for
COVID-19 use of Personal Protective Equipment
(PPE) of when to use, when to remove, and
when to dispose properly. The following staff
received this in-service:

10of 5RN

9 of 16 LPN

12 of 26 CNA

5 of 8 Dietary

1 of 2 Laundries
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4 of 4 Housekeeping

5 of 5 Therapies

1 of 1 Business Office Manager
1 of 1 Admissions liaison

1 of 1 Receptionist

1 of 1 Marketing

1 of 2 Activities

1 of 1 Administrator

1 of 1 Social Worker

No staff will be allowed to work until participation
of in-service CDC Guidelines for COVID-19 use
of Personal Protective Equipment of when to
use, when to remove, and when to dispose
properly.

5. On 8/18/20, the facility Director of
Nursing(DON) initiated in-service training on
updated policy and procedures based on CDC
Guidelines for COVID-19 on when to disinfect
equipment from a contaminated area to an
uncontaminated area.

The following staff received this in-service:
10of 5RN

9 of 16 LPN

12 of 26 CNA

5 of 8 Dietary

1 of 2 Laundries

4 of 4 Housekeeping

5 of 5 Therapies

1 of 1 Business Office Manager

1 of 1 Admissions Liaison

1 of 1 Receptionist

1 of 1 Marketing

1 of 2 Activities

1 of 1 Administrator

1 of 1 Social Worker

No staff will be allowed to work until participation
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of in-service CDC Guidelines for COVID-19 on
when to disinfect equipment from a contaminated
area to an uncontaminated area.

6. On 08/18/2020, the facility Administrator was
in-serviced by the Director of Nursing (DON) on
CDC Guidelines for COVID-19 use of Personal
Protective Equipment {PPE) of when to use,
when to remove, and when to dispose properly
and CDC guidelines for COVID-19 on when to
disinfect equipment from a contaminated area to
an uncontaminated area.

The Director of Nursing (DON) was in-serviced by
the Administrator on CDC Guidelines for
COVID-19 use of Personal Protective Equipment
(PPE) of when to use, when to remove, and when
to dispose properly and CDC Guidelines for
COVID-19 on when to disinfect equipment from

a contaminated area to an uncontaminated area.
The Infection Preventionist, MD, in-serviced the
Administrator and the Director of Nursing (DON)
on 08/18/2020 at 5:45 PM. on CDC Guidelines for
COVID-19 use of Personal Protective
Equipment (PPE) of when to use, when to
remove, and when to dispose properly and CDC
Guidelines for COVID-19 on when to disinfect
equipment from a contaminated area to an
uncontaminated area.

7. The facility Director of Nursing (DON) will
monitor daily adherence to infection prevention
practices and infection control requirements
through daily monitoring of staff for hand
hygiene, environmental cleaning and
disinfection, injection and medication safety, use
of appropriate personal protective equipment
(e.g. gloves, gowns, and facemasks), respiratory
hygiene and cough etiquette, and reprocessing

of re-usable medical equipment between each
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The Director of Nursing (DON) and Administrator
will continue to track and report new cases of
COVID-19.

The facility Director of Nursing(DON) and
Administrator will communicate status of
COVID-19 positive cases and COVID-19
negative cases to staff daily in order to mitigate
infection risk and stop transmission of infections.

8. The facility alleges that the Immediate
Jeopardy was removed on 08/18/2020.

The State Agency (SA) validated the facility's
Immediate Jeopardy Removal Plan through
observation, interview, record review and review
of sign-in-sheets.

1. The SA validated through observations that no
further issues were observed regarding staff not
changing PPE when exiting COVID-19 positive
residents rooms on the 400 Hall.

2. The SA validated through interviews and
review of the facility's in-service sign-in sheets
that in-service education was provided by the
facility to all of the staff in the form of lectures and
films.

3. The SA validated through interviews and
review of monitoring tools the facility utilized to
perform visual inspections of nursing staff for
proper hand hygiene and PPE use, and cleaning
Durable Medical Equipment.

4. The SA validated through record review that all
residents in the facility was assessed for signs
and symptoms of COVID-19.

5. The SA validated a Quality Assessment and
Assurance Committee meeting was held on
Tuesday, August 18, 2020 by interview of persons
who attended and review of sign in sheets.
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6. The SA validated facility wide testing for staff
and residents was done on 07/27/2020,
08/06/2020, 08/17/2020.

7. The SA validated that all of the facility's IJ
Removal Plan's corrective actions were
completed and the IJ was removed as of
08/18/2020 and validated by the SA's exit on
08/20/2020.
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