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An unannounced COVID-19 Focused Survey
was conducted on 05/18/20-05/19/20. The facility
was found to be in compliance with 42 CFR
§483.73 related to E-0024 (b)(6),
Subpart-B-Requirements for Long Term Care
Facilities. Event # BXUG11

F 880 | Infection Prevention & Control F 880 5/29/20
ss=F | CFR(s): 483.80(a)(1)(2)(4)(e)(f)

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

(ii)) When and to whom possible incidents of
communicable disease or infections should be
reported;

(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 observations, staff interviews and

review of the facility's COVID-19 Infection Control

The Director of Dining Services (DDS)
immediately instructed all dietary staff in
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Assessment and Response Tool, the facility failed
to implement measures specified on the infection
control tool when 5 of 5 dietary staff failed to wear
a facemask or face covering when they worked in
the kitchen. This failure occurred during a
COVID-19 pandemic.

Findings included:

The facility's "COVID-19 Long-Term Care
Infection Control Assessment and Response
Tool," updated 5/15/20, was reviewed. The tool
stated, in part, "Facility has implemented
universal use of facemasks for all staff..."

During a tour on 5/18/20 at 12:06 PM there were
five dietary staff observed working in the kitchen.
None of the dietary staff, which included the
Director of Dining Services, Cook Supervisor,
Dietary Aide #1, Dietary Aide #2 and Dietary Aide
#3, wore facemasks or face coverings.

On 5/18/20 at 1:20 PM an observation of the
hallway outside of the dining room revealed a
sign was posted that stated, "All staff wear masks
all the time."

On 5/19/20 at 9:00 AM an interview was
completed with Dietary Aide #1. She said she
had been educated by the facility about the
COVID-19 pandemic and was told a facemask
was to be worn whenever she left the kitchen and
went out on the resident halls or had contact with
a resident. She confirmed she had not worn a
facemask when she worked in the kitchen on
5/18/20 during the surveyor's tour.

In an interview with the Cook Supervisor on
5/19/20 at 10:08 AM, she verified she had worked

the kitchen to put on their mask after
speaking to the surveyor.

On 5/18/20, education was provided to the
Director of Nursing (DON) and 100% of
the Dietary Stsff by the Social Worker to
wear a face mask at all times. The
education addressed how to correctly
wear the face mask, when to replace the
face mask and where to get a new face
mask. The Area Director for Dietary
Services provided education on 5/18/20 to
the Director of Dining Services and the
Cook Supervisor that mask are to be worn
at all times.

By 5/28/20, 100% of Chatham Nursing &
Rehabilitation staff to include contracted
staff, therapy, housekeeping and dietary,
received education on wearing a face
mask at all times, how to correctly wear
the face mask, when to change the face
mask and where to get a new face mask.

Utilizing an audit tool, the Administrator or
designee will make random observations
in the kitchen two times daily for two
weeks, then, one time daily for two weeks,
then, three times per week for four weeks,
then, weekly for four weeks to ensure that
all Dietary staff are wearing a face mask
and wearing the face mask correctly.
Random audits will continue weekly for all
other staff to ensure continued
compliance with face mask use.

The audit tools will be reviewed weekly for
four weeks by select Quality Assurance
Committee members to include the
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in the kitchen on 5/18/20 and had not worn a
facemask. She stated she was aware of the
COVID-19 pandemic. She recalled the facility
had instructed her that a facemask was to be
worn when she left the kitchen and went out on
the floor/hall where the residents resided.

An interview was completed with Dietary Aide #2
on 5/19/20 at 10:17 AM. She explained the
facility had educated her that a facemask was to
be worn only when she went out on the hall from
the kitchen. She said she had not been
instructed that a facemask was to be worn when
she worked inside the kitchen.

During an interview with Dietary Aide #3 on
5/19/20 at 10:35 AM, she expressed her
awareness of the COVID-19 pandemic. She
verified she had not worn a facemask in the
kitchen when the surveyor toured on 5/18/20.
She explained she was informed by the Director
of Nursing (DON) that whenever she left the
kitchen and went out on the halls or was around
residents she was expected to wear a facemask
but when she was in the kitchen, a facemask did
not have to be worn.

The Director of Dining Services was interviewed
on 5/18/20 at 12:08 PM. She explained the
dietary staff had not worn a facemask or face
covering when they worked in the kitchen but
wore them when they left the kitchen and went on
to the resident units or halls. She said she had
been told by the DON that dietary staff were not
required to wear a facemask or face covering
when they were in the kitchen.

On 5/18/20 at 12:56 PM an interview was

completed with the DON, during which she stated

Administrator, Director of Nursing, Social
Worker and Director of Dining Services to
ensure the corrective action is in place
and effective per the policy and
procedures of this facility. The audits will
be reviewed at the monthly QAPI
meetings for three months. If any
non-compliance is identified, corrective
actions and staff re-training will be
reviewed and revised as indicated.
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all staff of all departments wore masks daily. She
added the dietary staff were supposed to wear a
mask whenever they left the kitchen.

In an interview with the Administrator on 5/18/20
at 1:14 PM, she explained the facility followed the
Center for Medicare and Medicaid Services
(CMS) guidelines related to the COVID-19
pandemic, and said, "l believe the CMS
guidelines says everybody should be wearing a
mask." She added, "everyone should be wearing
a mask when in the kitchen," and was unsure why
the dietary staff had not worn a facemask or face
covering when they worked in the kitchen.
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