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E 000 Initial Comments E 000

 An unannounced COVID-19 Focused Survey 

was conducted on 06/08/2020. Additional 

information was obtained 06/09/20 through 

06/16/20 therefore the exit date was 6/16/20. The 

facility was found  in compliance with 42 CFR 

§483.73 related to E-0024 (b)(6), 

Subpart-B-Requirements for Long Term Care 

Facilities.  Event ID# E00011

 

F 880

SS=E

Infection Prevention & Control

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:

F 880 6/29/20

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

06/29/2020Electronically Signed

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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(i) A system of surveillance designed to identify 

possible communicable diseases or 

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:
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F 880 Continued From page 2 F 880

 Based on observation, staff interview, record 

review, and review of the facilities infection 

control policies and procedures the facility failed 

to implement facility infection control policies for 

hand hygiene when staff provided care for 

residents on isolation precautions and failed to 

ensure Personal Protective Equipment (PPE) 

were donned and doffed when entering and 

exiting a resident room with signage indicating 

Special Droplet Contact Precautions for 4 of 4 

residents (Resident #1, #2, #3and #4). The facility 

failed to ensure education was provided on safety 

of staff who provided their own protective face 

covering when interacting with residents for 1 of 1 

staff. These failures in proper infection control 

practices occurred during a COVID-19 pandemic 

and had the potential to affect all residents in the 

facility through the transmission of COVID-19.

Findings included:

1. Resident #1 was readmitted to the facility on 

09/26/19 with diagnoses that included dementia.

A review of a urine culture dated 05/28/20 

revealed Resident #1 was positive for a urinary 

tract infection (UTI) and the urine culture revealed 

extended spectrum beta-lactamase (ESBL) as 

the organism present. ESBL is an enzyme found 

in some bacteria strains that cause the strain to 

be resistive to conventional antibiotic usage and 

more difficult to eradicate. 

A review of a physician's orders dated 05/31/20 

revealed Resident #1 was started on Invanz 1 

gram (GM) intramuscularly (IM) daily at bedtime 

for a UTI for 5 days. 

An observation on 06/08/20 at 9:07 AM revealed 

 The statements made on this Plan of 

Correction are not an admission to and do 

not constitute an agreement with the 

alleged deficiencies. To remain in 

compliance with all Federal and State 

Regulations the facility has taken or will 

take the actions set forth in this Plan of 

Correction.  The Plan of Correction 

constitutes the facility’s allegation of 

compliance such that all alleged 

deficiencies cited have been or will be 

corrected by the date or dates indicated.

F 880  Infection Prevention & Control

Corrective Action:

Resident #1, Resident #2, Resident #3, 

and Resident #4: Education was provided 

to all Staff on providing care for residents 

on isolation precautions and ensuring that 

they donned and doffed Personal 

Protective Equipment (PPE) when 

entering and exiting a resident room with 

signage indicating Special Droplet Contact 

Precautions and implemented hand 

hygiene before donning and after doffing 

PPE. All staff who provided their own 

protective face covering when interacting 

with residents, received a new N95 and/or 

KN-95 mask in lieu of the use of a fit test 

kit.

Identification of other residents who may 

be involved with this practice:  

All current residents have the potential to 

be affected by the alleged practice. On 

6/23/2020 a chart audit was initiated for all 

current residents on Enhanced Droplet 

Contact Precautions. The audit was 

completed by the Assistant director of 

FORM CMS-2567(02-99) Previous Versions Obsolete E00011Event ID: Facility ID: 20070039 If continuation sheet Page  3 of 17



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  07/01/2020
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

345543 06/16/2020
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

316 NC HIGHWAY 801 SOUTH
BERMUDA COMMONS NURSING AND REHABILITATION CENTER

ADVANCE, NC  27006

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 880 Continued From page 3 F 880

nurse aide (NA) #1 was in the room of Resident 

#1 which was located on the facility's COVID 

positive unit. There were two signs posted to the 

outside of the door to Resident #1's room which 

included; an Enteric Contact Precautions sign 

and a Special Droplet Contact Precautions sign 

which had illustrations for PPE usage. The enteric 

contact precaution signage specified the use of 

gown and gloves and performing hand hygiene 

with soap and water before leaving the room. The 

Special Droplet Contact Precaution signage 

revealed  everyone including visitors, doctors, 

and staff must clean hands when entering and 

exiting the room, wear a facemask, eye 

protection to include goggles or face shield, must 

gown and glove at the door, keep door closed, 

and use disposable equipment when possible or 

clean multiuse equipment after each usage. A 

cart was placed outside the room which included 

an ample supply of PPE such as gowns and 

gloves. NA #1 had completed care at the bedside 

of Resident #1, bagged up the soiled items, and 

removed her gloves and disposed of them in the 

plastic bag before it was sealed. She was 

observed to use her bare hands to pick up a 

marker in the resident's room and wrote on the 

white board in the room before exiting the room. 

She was not observed to perform hand hygiene 

before exiting the room. 

An interview with NA #1 on 06/08/20 at 9:08 AM 

revealed NA #1 had provided personal care to 

Resident #1. NA #1 acknowledged there were 

signage posted to the door that included both 

Enteric Contact Precautions and Enhanced 

Droplet Contact Precautions.  She stated she was 

not wearing gloves when she picked up the 

marker and wrote a note on the board in Resident 

#1's room and had not performed hand hygiene 

nursing, Unit Support nurses and Director 

of Nursing (DON) to ensure that all 

residents who were on Enhanced Droplet 

Contact Precautions had a signage 

indicating that resident was on Special 

Droplet Contact Precautions. On 

6/23/2020, an audit was completed by the 

DON to determine how many staff 

members provided their own protective 

face covering when interacting with 

residents, and ensured that each of those 

staff members had an acknowledgement 

of education that documents the 

employee’s understanding and agreement 

on how to properly apply and use the 

N95/KN 95 mask in lieu of the use of a fit 

test kit and that they will follow routine 

protocols/manufacture guidelines for 

donning and doffing the N-95 and/or 

KN-95 masks. 

All current residents who are on 

Enhanced Droplet Contact Precautions 

have a signage indicating that resident is 

on Special Droplet Contact Precautions 

and all staff members providing their own 

protective face covering when interacting 

with residents, have an acknowledgment 

of education that documents the 

employee’s understanding and agreement 

on how to properly apply and use the N95 

and/or KN-95 mask in lieu of the use of a 

fit test kit. This audit was completed on 

6/24/2020. 

Systemic Changes:   

All Full Time and Part Time and as 

needed (PRN) Staff will be educated on 

the following by the Director of Nursing. 
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F 880 Continued From page 4 F 880

before exiting the room.  She confirmed there 

were gloves available for use but didn't reapply 

gloves after she removed the soiled ones after 

completing care. She stated she understood this 

could cause the spread of infection and should 

have reapplied gloves when touching items in 

Resident #1's room. 

An interview with the Unit Manager was 

conducted on 06/08/20 at 10:15 AM revealed all 

nursing staff to include NA #1 had received 

training on proper hand hygiene, donning and 

doffing of PPE, and transmission-based 

precautions. She further revealed Resident #1 

resided on a closed unit for high risk of suspected 

COVID-19 residents. She acknowledged 

Resident #1 had signage for Enteric Contact 

Precautions and Special Droplet Contact 

Precautions on the outside of the door and a cart 

with PPE was supplied and stocked for usage. 

She further stated NA #1 should have worn 

gloves at all times while in Resident #1's room 

and performed proper hand hygiene before 

exiting the room. 

An interview with the Administrator was 

conducted on 06/08/20 at 10:50 AM revealed 

Resident #1 was housed on a closed unit for high 

risk of suspected COVID-19 residents. The 

Administrator indicated gloves should be worn at 

all times when in Resident #1's room due to 

Enteric Contact Precautions and Special Droplet 

Contact Precautions and that NA #1 should not 

have wrote on the board without gloves and hand 

hygiene should have been performed before 

exiting the room. 

An interview with the Director of Nursing (DON) 

was conducted on 06/08/20 at 11:08 AM and 

Education began on 6/24/2020.             

Education included: 

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. The facility must establish 

an infection prevention and control 

program (IPCP) that must include 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 and following 

accepted national standards. The facility 

must establish written standards, policies, 

and procedures for the program, which 

must include a system of surveillance 

designed to identify possible 

communicable diseases or infections 

before they can spread to other persons 

in the facility; When and to whom possible 

incidents of communicable disease or 

infections should be reported; Standard 

and transmission-based precautions to be 

followed to prevent spread of infections; 

When and how isolation should be used 

for a resident; The type and duration of 

the isolation, depending upon the 

infectious agent or organism involved, and 

A requirement that the isolation should be 

the least restrictive possible for the 

resident under the circumstances. The 

circumstances under which the facility 
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revealed NA #1 had received training on hand 

hygiene, donning and doffing of PPE, and 

transmission-based precautions. She further 

indicated NA#1 should always have worn gloves 

when in the room of Resident #1, should not have 

wrote on the dry erase board without gloves, and 

should have performed hand hygiene before 

leaving the room of Resident #1 who had signage 

for Enteric Contact Precautions and Special 

Droplet Contact Precautions. 

An interview with the Assistant Director of Nursing 

(ADON)/Infection Control Nurse on 06/08/20 at 

11:15 AM revealed Resident #1 resided on a 

closed unit where all residents should be on 

Special Droplet Contact Precautions due to high 

risk of susceptibility to COVID-19. She stated all 

staff entering these rooms should wear a mask, 

eye protection, a gown, and gloves always when 

in the room and perform proper hand hygiene 

before exiting the room. She stated the facility 

had an abundant supply of PPE available for 

usage in the care of Resident #1. 

2. Resident #2 was admitted to the facility on 

05/26/20 with diagnoses that included Chronic 

Obstructive Pulmonary Disease (COPD), 

dementia, and contact or suspected exposure to 

viral communicable disease. 

A review of physician order dated 05/26/20 

revealed an order for Enhanced Droplet 

Precautions related to contact with and suspected 

exposure to other viral communicable disease 

requiring isolation. 

A review of a care plan dated 05/27/20 revealed 

Resident #2 is at risk of respiratory infections 

secondary to COPD.

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 The hand hygiene 

procedures to be followed by staff 

involved in direct resident contact. A 

system for recording incidents identified 

under the facility's IPCP and the corrective 

actions taken by the facility. Personnel 

must handle, store, process, and 

transport linens so as to prevent the 

spread of infection. The facility will 

conduct an annual review of its IPCP and 

update their program, as necessary.

Staff members providing their own 

protective face covering when interacting 

with residents, must have an 

acknowledgment of education that 

documents the employee’s understanding 

and agreement on how to properly apply 

and use the N95 and/or KN-95 mask in 

lieu of the use of a fit test kit, must ensure 

to follow routine protocols/manufacture 

guidelines for donning and doffing the 

Masks. This masks must not leave the 

facility. The Masks must be maintained in 

the facility and may be stored in a brown 

paper bag when not in use. Depending on 

the mask , an employee may not be able 

to fold it, so just slip it in the bag. The 

masks can be used for up to five (5) days 

but must be replaced after five (5) days or 

anytime they are damaged or become 

difficult to breathe through. 

All staff members must perform proper 

hand hygiene techniques : before and 

after contact with the resident, after 
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An observation was made on 06/08/20 at 09:11 

AM that revealed a therapist providing treatment 

to Resident #2 with the resident's room door open 

to the hall. The resident's room was on the 

facility's COVID positive unit. There were signs 

posted on the outside of the door which included 

Special Droplet Contact Precautions which 

included the illustrations for personal protective 

equipment (PPE) usage. The Special Droplet 

Contact Precaution signage revealed  everyone 

including visitors, doctors, and staff must clean 

hands when entering and exiting the room, wear 

a facemask, eye protection to include goggles or 

face shield, must gown and glove at the door, 

keep door closed, and use disposable equipment 

when possible or clean multiuse equipment after 

each usage. A cart was placed outside the room 

which included an ample supply of personal 

protective equipment such as gowns and gloves. 

The Physical Therapy Assistant was observed 

wearing a mask, gown, eyewear, and gloves 

while providing treatment to Resident #2. The 

observation further revealed the Physical Therapy 

Assistant exited Resident #2's room wearing her 

full PPE including a gown, gloves, mask, and 

eyewear and walk down the hallway to a therapy 

room. In the therapy room, she approached the 

weight rack and touched it to retrieve 2 white 

ankle weights, then returned to Resident #2's 

room and continued the previously started 

therapy session. The Physical Therapy Assistant 

was not observed to change her gloves or 

perform proper hand hygiene when exiting or 

before re-entering Resident #2's room. 

An interview with a Physical Therapy Assistant on 

06/08/20 at 09:13 AM revealed she had started 

the therapy session with Resident #2 and realized 

contact with blood, body fluids, or visibly 

contaminated surfaces, after contact with 

objects and surfaces in the resident’s 

environment, before donning and after 

doffing PPE, before performing a 

procedure. 

This in service was completed by 

6/27/2020.  Any staff (full time, part time, 

and PRN) who did not receive in-service 

training will not be allowed to work until 

training is completed. This information 

has been integrated into the standard 

orientation training and in the required 

in-service refresher courses for all 

employees and will be reviewed by the 

Quality Assurance Process to verify that 

the change has been sustained.

Monitoring:   

The Director of Nursing and/or Assistant 

Director of Nursing, Unit Manager will 

review weekly starting on 7/3/2020, and 

during quality of life meeting. The 

monitoring will be done by the Director of 

Nursing or Assistant Director of Nursing or 

Unit Support Nurses and will include 

infection control monitoring focused tools 

on hand hygiene and infection control 

monitoring on PPE. The Director of 

Nursing or Assistant Director of Nursing or 

Unit Support nurse will observe 10 staff 

members to ensure that proper hand 

hygiene was performed when required 

(instances; before and after contact with 

the resident, after contact with blood, body 

fluids, or visibly contaminated surfaces, 

after contact with objects and surfaces in 

the resident’s environment, before 
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she needed weights from the therapy gym which 

was located at the end of the hall. She 

acknowledged Resident #2 was on Special 

Droplet Contact Precautions and she exited the 

room in full PPE including a gown, mask, 

eyewear, and gloves to collect the needed 

supplies. She indicated she was returning to the 

Resident #2's room and therefore did not remove 

her gloves and perform hand hygiene before 

leaving the room to retrieve the weights, but had 

been educated on hand hygiene, donning and 

doffing of PPE, and transmission-based 

precautions. 

An interview with the Unit Manager was 

conducted on 06/08/20 at 10:15 AM revealed all 

nursing staff to include the Physical Therapy 

Assistant had received training on proper hand 

hygiene, donning and doffing of PPE, and 

transmission-based precautions. She further 

revealed Resident #2 resided on a closed unit for 

high risk of suspected COVID-19 residents. She 

acknowledged Resident #2 had signage for 

Special Droplet Contact Precautions on the 

outside of the door and a cart with PPE was 

supplied and stocked for usage. She further 

stated the Physical Therapy Assistant should 

have removed her gloves and performed proper 

hand hygiene before exiting the room of Resident 

#2. She should have not touched supplies in the 

therapy gym with soiled gloves, and a new pair of 

gloves should have been donned before 

re-entering Resident #2's room. 

An interview with the Administrator was 

conducted on 06/08/20 at 10:50 AM revealed 

Resident #2 was housed on a closed unit for high 

risk of suspected COVID-19 residents. The 

Administrator indicated gloves should be 

donning and after doffing PPE, and/or 

before performing a procedure).  The 

Director of Nursing or Assistant Director of 

Nursing or Unit Support nurse will observe 

10 staff members to ensure that staff who 

provided their own protective face 

covering when interacting with residents, 

have used the masks for up to five (5) 

days but must have replaced after five (5) 

days or anytime they are damaged or 

become difficult to breathe through, also 

ensuring that they follow routine 

protocols/manufacture guidelines for 

donning and doffing the Masks. This will 

be done on weekly basis for 4 weeks then 

monthly for 3 months. Reports will be 

presented to the weekly QA Committee by 

the Director of Nursing and/or Mini Data 

Set (MDS) Coordinators to ensure 

corrective action initiated as appropriate. 

Any immediate concerns will be brought to 

the Director of Nursing or Administrator 

for appropriate action. Compliance will be 

monitored and ongoing auditing program 

reviewed at the Weekly Quality of Life 

Meeting. Weekly QA Committee meeting 

is attended by Administrator, Director of 

Nursing, MDS Coordinator, Unit Manager, 

Support Nurse, Therapy, HIM(Health 

Information Management), Dietary 

Manager, Wound Nurse.

Date of Compliance: 6/29/2020
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removed and hand hygiene performed when 

exiting the room of Resident #2. He further 

revealed the Physical Therapy Assistant should 

have not touched items in the therapy room while 

wearing used gloves and a new pair of gloves 

should have been applied before entering the 

room of Resident #2 to continue the therapy 

session due to Special Droplet Contact 

Precautions.  

An interview with the Director of Nursing (DON) 

was conducted on 06/08/20 at 11:08 AM revealed 

the Physical Therapy Assistant had received 

training on hand hygiene, donning and doffing of 

PPE, and transmission-based precautions. She 

further indicated Resident #2 was on Special 

Droplet Contact Precautions and the Physical 

Therapy Assistant should have removed her 

gloves and performed hand hygiene before 

leaving the room. She should not have worn 

soiled gloves in the therapy gym and a new pair 

of gloves should have been applied before 

re-entering the room of Resident #2 due to being 

on Special Droplet Contact Precautions. 

An interview with the Assistant Director of Nursing 

(ADON)/Infection Control Nurse on 06/08/20 at 

11:15 AM revealed Resident #2 resided on a 

closed unit where all residents should be on 

Special Droplet Contact Precautions due to high 

risk of susceptibility to COVID-19. She stated all 

staff entering these rooms should wear a mask, 

eye protection, a gown, and gloves always when 

in the room and perform proper hand hygiene 

before exiting the room. She stated the Physical 

Therapy Assistant had been trained on hand 

hygiene, donning and doffing of PPE and 

transmission-based precautions and soiled 

gloves should never be worn in the hallway or 
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therapy gym. The ADON further revealed the 

facility had an abundant supply of PPE available 

for usage in the care of Resident #2. 

3. A review of the CDC Guidance for Extended 

Use and Limited Reuse of N95 filtering facepiece 

respirators in healthcare settings dated March 27, 

2020 read in part: When manufacturer guidance 

is unavailable, preliminary data suggest limiting 

the number of reuses to no more than five uses 

per device to ensure an adequate safety margin 

and use an alternative.

Resident #3 was admitted to the facility on 

05/31/19 with diagnoses that included diabetes.

A review of physician orders dated 5/26/20 

revealed an order for Enhanced Droplet Contact 

Precautions related to contact with and suspected 

exposure to other viral communicable disease 

requiring isolation. 

A review of a temperature log for May to June 

2020 revealed Resident #3 to be febrile on 

05/23/20. 

A Situation Background Assessment 

Recommendation (SBAR) was completed on 

05/23/20 and Resident #3 was moved to a 

COVID positive unit due to symptomatic and 

potential exposure in the facility to COVID-19. 

An observation was made on 06/08/20 at 10:05 

AM of Resident #2. Signage on the door indicated 

Resident #3 was on Special Droplet Contact 

Precautions which included the illustrations for 

personal protective equipment (PPE) usage. The 

Special Droplet Contact Precaution signage 

revealed  everyone including visitors, doctors, 
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and staff must clean hands when entering and 

exiting the room, wear a facemask, eye 

protection to include goggles or face shield, must 

gown and glove at the door, keep door closed, 

and use disposable equipment when possible or 

clean multiuse equipment after each usage. He 

had opened his door and was sitting in his 

wheelchair in the doorway of his room.  He had a 

cloth face mask attached to both ears and tucked 

under his chin. He hollered out for this surveyor 

and Nurse #1 and asked if the facility was going 

to gas them since staff were now wearing face 

shields which he stated he had not seen before. 

The observation further revealed Nurse #1 who 

walked up to Resident #3 and told him to put his 

mask back on correctly. He lightly pulled it to 

cover his chin. A nurse then lifted the mask up to 

cover Resident #3's nose and mouth. She 

touched his cheek and mouth to perform this task 

while not wearing gloves. The observation also 

revealed Nurse #1 wearing a gray KN95 mask 

with an exhalation valve filter that appeared to be 

fuzzy on the exterior and slightly faded when she 

was in contact with Resident #3.

An interview with Nurse #1 on 06/08/20 at 10:06 

AM revealed Resident #3 had signage that 

indicated Special Droplet Contact Precautions on 

the door of the room. She acknowledged she did 

not apply gloves when she assisted Resident #3 

to reapply his mask. She indicated she should 

always wear gloves when reapplying a resident 

mask because she touched Resident #3's face 

with her bare hands. The interview further 

revealed the KN95 facemask Nurse #1 wore had 

been supplied by herself to help her feel like she 

could breathe better. Nurse #1 indicated she 

could wear her own and had been wearing the 

same mask since March 2020. She further stated 
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to have a clean mask, she had been taking the 

mask home with her after her shift and washing it 

in the washing machine. She acknowledged the 

facility had enough surgical masks available for 

use on the date of the survey and she was not 

sure what the manufacturer instructions list as 

acceptable length of use and was unaware KN95 

masks were unable to be laundered in the 

washing machine. 

An interview with the Unit Manager was 

conducted on 06/08/20 at 10:15 AM revealed all 

nursing staff to include Nurse #1 had received 

training on proper hand hygiene, donning and 

doffing of PPE, and transmission-based 

precautions. She further revealed Resident #3 

resided on a closed unit for high risk of suspected 

COVID-19 residents. She acknowledged 

Resident #3 had signage for Special Droplet 

Contact Precautions on the outside of the door 

and PPE was supplied and stocked for usage. 

She further stated Nurse #1 should have applied 

her gloves before assisting Resident #3 to apply 

his face mask. He further indicated she did not 

believe the KN95 mask should be used more 

than 5 shifts and then it should be discarded and 

that it was ineffective once it was laundered.

An interview with the Administrator was 

conducted on 06/08/20 at 10:50 AM revealed 

Resident #3 was housed on a closed unit for high 

risk of suspected COVID-19 residents. The 

Administrator indicated gloves should be used 

when applying a facemask to Resident #3. He 

also indicated he was not aware at the time 

Nurse #1 had continued using the same face 

mask past manufacturers recommendations or 

laundering the mask in the washing machine. He 

acknowledged face mask should be used 
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according to manufacturer's recommendations. 

An interview with the Director of Nursing (DON) 

was conducted on 06/08/20 at 11:08 AM revealed 

Nurse #1 had received training on hand hygiene, 

donning and doffing of PPE, and 

transmission-based precautions. She further 

indicated Resident #3 was on Special Droplet 

Contact Precautions and Nurse #1 should have 

applied gloves before applying Resident #3's 

facemask. She further indicated the facility had 

allowed staff to provide their own mask if they 

signed a paper and followed manufacturers 

guidelines for usage. She stated Nurse #1 should 

not have been using the facemask since March 

2020 and should not have laundered the mask.  

An interview with the Assistant Director of Nursing 

(ADON)/Infection Control Nurse on 06/08/20 at 

11:15 AM revealed Resident #3 resided on a 

closed unit where all residents should be on 

Special Droplet Contact Precautions due to high 

risk of susceptibility to COVID-19. She stated all 

staff should wear a mask, eye protection, a gown, 

and gloves always when caring for Resident #3. 

She stated Nurse #1 had been trained on 

donning and doffing of PPE and 

transmission-based precautions. The ADON 

further revealed the facility had an abundant 

supply of PPE available for usage in the care of 

Resident #3 and that the personal KN95 mask 

should not have been worn for an extended 

amount of time or put in the washing machine for 

cleaning. 

4. Resident #4 was readmitted to the facility on 

04/18/20 with diagnoses that included an open 

wound to the abdominal wall, contact with and 

expected exposure to other viral communicable 
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disease.

An additional care plan dated 04/20/20 revealed 

Resident #4 was a probable or confirmed case of 

a highly contagious respiratory infection with 

interventions that included education to 

resident/family/staff regarding in preventive 

measures to contain the infection, emphasize 

good hand washing techniques to all staff, 

enhanced droplet precautions that included to be 

placed in a private room (when available) with the 

door kept closed, staff should don eye protection 

(goggles), surgical mask, gown and gloves prior 

to entry. Hand hygiene should be performed prior 

to entering the room and after PPE is removed 

and use as much disposable equipment as 

possible or use dedicated equipment such as 

thermometer and blood pressure cuff.

A review of the nurse progress noted dated for 

May 2020 revealed Resident #4 had experienced 

decrease blood pressure's, increase sleepiness, 

decrease appetite with weight loss, decrease 

blood sugars, a urinary tract infection, and 

nausea before COVID-19 protocol was initiated 

when Resident #4 was found to be febrile on 

05/26/20.

A review of a physician order dated 05/26/20 

revealed an order for COVID-19 testing due to 

exposure.

A review of a physician order dated 05/27/20 

revealed an order for Enhanced Droplet 

Precautions related to Contact with and exposure 

to other viral communicable disease requiring 

isolation.

An observation was made on 06/08/20 at 
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approximately 9:30 AM to 9:35 AM revealed 

nurse aide (NA) #2 exit the room of Resident #4 

holding a meal tray without gloves. Signage on 

the outside of the door indicated Resident #4 was 

on Special Droplet Contact Precautions which 

included the illustrations for personal protective 

equipment (PPE) usage. The Special Droplet 

Contact Precaution signage revealed  everyone 

including visitors, doctors, and staff must clean 

hands when entering and exiting the room, wear 

a facemask, eye protection to include goggles or 

face shield, must gown and glove at the door, 

keep door closed, and use disposable equipment 

when possible or clean multiuse equipment after 

each usage. NA #2 placed the tray on the meal 

service cart in the hallway along with other meal 

trays and closed the external door. She removed 

her gown then returned to the meal service cart 

and began pushing it through the double doors 

closing off the COVID-19 unit and returned it to 

the dining room for dietary to empty before 

returning to the unit. 

An interview with NA #2 was made on 06/08/20 at 

9:38 AM revealed NA #2 acknowledged she had 

not worn gloves when picking up meal trays in 

rooms labeled Special Droplet Contact 

Precautions including Resident #4. She stated 

she touched the tray, cart, cart door without 

gloves and after removing her isolations gown, 

she did not reapply gloves to return the 

contaminated meal cart to the dining room. She 

stated she had received education on hand 

washing, donning and doffing of PPE, and 

transmission-based precautions but did not think 

about wearing gloves when touching items 

removed from a room on Special Droplet Contact 

Precautions.  She acknowledged this practice 

increased the risk of spread of infections.
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An interview with Nurse #1 on 06/08/20 at 9:42 

AM revealed she was the nurse for Resident #4 

who was on Special Droplet Contact Precautions. 

She stated NA #2 should have worn gloves when 

removing items from a room on Special Droplet 

Contact Precautions. 

An interview with the Unit Manager was 

conducted on 06/08/20 at 10:15 AM revealed all 

nursing staff to include NA #2 had received 

training on proper hand hygiene, donning and 

doffing of PPE, and transmission-based 

precautions. She further revealed Resident #4 

resided on a closed unit for high risk of suspected 

COVID-19 residents. She acknowledged 

Resident #4 had signage for Special Droplet 

Contact Precautions on the outside of the door 

and PPE was supplied and stocked for usage. 

She further stated NA #2 should always have 

worn gloves while in Resident #4's room and 

when removing a meal tray from Resident #4's 

room.  

An interview with the Administrator was 

conducted on 06/08/20 at 10:50 AM revealed 

Resident # 4 was housed on a closed unit for 

high risk of suspected COVID-19 residents. The 

Administrator indicated gloves should always be 

worn when in Resident #4's room due to Special 

Droplet Contact Precautions and that NA #2 

should not have picked up a meal tray from 

Resident #4's room without gloves.  

An interview with the Director of Nursing (DON) 

was conducted on 06/08/20 at 11:08 AM revealed 

NA #2 had received training on hand hygiene, 

donning and doffing of PPE, and 

transmission-based precautions. She further 
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indicated NA #2 should always have worn gloves 

when in the room of Resident #4, should not have 

picked up contaminated items from the room 

without gloves. 

An interview with the Assistant Director of Nursing 

(ADON)/Infection Control Nurse on 06/08/20 at 

11:15 AM revealed Resident #4 resided on a 

closed unit where all residents should be on 

Special Droplet Contact Precautions due to high 

risk of susceptibility to COVID-19. She stated all 

staff entering these rooms should wear a mask, 

eye protection, a gown, and gloves always when 

in the room and perform proper hand hygiene 

before exiting the room. She stated the facility 

had an abundant supply of PPE available for 

usage in the care of Resident #4.
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