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A COVID-19 Focused Emergency Preparedness
Survey was conducted by the Centers for
Medicare & Medicaid Services (CMS) on June
18, 2020

onsite at Idaho State Veterans Home-Lewiston.

The facility was found to be in
substantial compliance with 42 CFR 8§483.73
related to E-0024 (b)(6).

Facility Resident Census 49 . Resident sample 17

The CMS Team:
Barbara Daggy RN, Health and LSC surveyor

Federal surveyors can be reached at:

US Department of Health and Human Services
Centers for Medicare and Medicaid Services
701 Fifth Avenue Suite 1600

Mailstop 400

Seattle, WA 98104

206.615.2313

206.615.2088 (Fax)
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A COVID-19 Focused Infection Control Survey
was conducted by the Centers for Medicare &
Medicaid Services (CMS) onsite June 18, 2020
and June 19, 2020 onsite at Idaho State Veterans
Home-Lewiston with remote review of records
concluded on 6/23/20.

The facility was not in substantial

compliance with 42 CFR 8483.80 infection
prevention and control and the facility did not

not fully implement CMS and Centers for Disease
Control and Prevention (CDC) implemented CMS
guidelines and recommended practices to
prepare for COVID-19.

Deficient infection control practices placed all
residents at risk for exposure to and potential
for infection with COVID-19 which constituted
immediate jeopardy.

Facility Resident Census 49. Resident sample 17.

The CMS Team:
Barbara Daggy RN, Health and LSC surveyor

Federal surveyors can be reached at:

US Department of Health and Human Services
Centers for Medicare and Medicaid Services 701
Fifth Avenue Suite 1600

Mailstop 400

Seattle, WA 98104

206.615.2313

206.615.2088 (Fax)

F 880 | Infection Prevention & Control F 880 7/17/20
Ss=L CFR(s): 483.80(a)(1)(2)(4)(e)(f)
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8483.80 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
reported;

(iif) 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:
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(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, interview, and record F-880

review the facility failed to fully implement its Immediate action(s) taken for the
COVID-19 prevention plan. The facility failed to resident(s) found to have been affected
ensure infection control standards related to hand include:

hygiene and use of personal protective R1 Immediately placed on COVID -19
equipment were implemented and maintained for droplet precautions. Immediate

8 of 49 residents (R1, R6, R8, R9, R11, R14, communication/education for facility staff
R15, and R16). The facility failed to implement regarding placement on COVID-19
appropriate transmission-based precautions precautions. Proper sighage posted
during the 14-day period following admission for noting droplet precautions in use for

R1 who admitted with unknown COVID-19 status. affected resident. Detailed instructions for
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The deficient infection control practices placed all proper donning/doffing procedures for
residents residing on 3 of 3 halls (North, East, droplet precautions posted next to the
and West) at risk at risk for exposure to and PPE donning/doffing stations. Detailed
potential for infection with COVID-19 which review and updating of facility
constituted immediate jeopardy. policy/procedures for infection control
program. Immediate facility wide training
The facility administration was informed of the provided for direct care staff on face mask
immediate Jeopardy on 6/18/20 at 3:05 PM. usage to include proper donning and
doffing procedures. Facility wide training
Findings include: related to proper hand washing
procedures provided for all direct care
Transmission-based precautions and PPE use staff. Individual training for LN1 regarding
During the entrance interview on 6/18/20 at 9:00 droplet precautions, proper mask usage
AM the Home Administrator (HA) reported all and proper hand washing techniques
current residents tested negative for COVID-19 including requirements for when
and all employees tested negative with re-testing nebulizers are being utilized which can
scheduled every two weeks. HA reported this create fine inhaled droplets. LN2 provided
nursing home remained COVID-free but at least 1:1 education regarding proper
two other nursing homes in the community had donning/doffing procedures including
experienced COVID-19 outbreaks accounting for proper sequencing for hand hygiene
over 50 cases with some deaths attributed to following removal of PPE. LN2 also
COVID-19. HA designated the facility Infection provided education on proper sequencing
Preventionist (IP) and/or the facility Occupational for placement of used glucometer on a
RN-Infection Control Specialist (ICS) to provide protective barrier following cleaning of the
facility infection control information. glucometer. NAC3 educated on proper
facemask protocols including proper
ICS accompanied on initial observations on removal and storage of re-usable masks.
6/18/20 at 10:20 AM. ICS said the West Wing (W NAC1 provided individual education on
hall) was the "isolation designated hall" in the proper infection prevention steps including
event residents tested positive for COVID-19. A proper hand washing prior to and after
sign posted on resident room W2 door indicated: serving residents. NAC1 provided 1:1
STOP, Contact Precautions, Please see nurse education on proper facemask usage
before entering. The sign did not indicate what including how adjustment of the face
personal protective equipment (PPE) or coverings require hand sanitization
measures were needed to enter the room. When following touching of the mask.
asked what the sign meant ICS said she was new
to the building having started a week ago so she Identification of other residents having the
did not know specifically what the facility contact potential to be affected was accomplished
precautions were. by:
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ICS left briefly and returned with a new sign for
room W2. The sign said contact precautions:
*perform hand hygiene before enter and before
leaving room. *Wear gloves when entering room
or cubicle and when touching patient's intact skin,
surfaces, or articles in close proximity. *Wear
gown when entering room or cubicle and
whenever anticipating that clothing will touch
patient items or potentially contaminated
environmental surfaces. *Use patient dedicated
or single-use disposable shared equipment (B/P
cuff, thermometer) between patients.

ICS said R1 in room W2, admitted from the local
hospital on 6/17/20 and was on contact
precautions for 14 days. ICS said new
admissions were kept on precautions for 14 days
because they may have been exposed to
COVID-19 prior to admission and symptoms may
not show for up to 14 days. ICS said all residents
were tested for COVID-19 on the day of
admission, on day 7, and on day 14 and must be
negative for COVID-19 after 14 days for
precautions to be discontinued.

A sign on room E2 indicated Contact Precautions.
ISC reported R13 in Room E2 required
precautions for 14 days because R13 was a new
admission. A sign on room E3 indicated droplet
precautions were required. ISC said R8 (in room
E3) spiked a fever above 100 degrees Fahrenheit
yesterday (6/17/20) and appeared red and
flushed (possible symptoms of COVID) so droplet
precautions were required for R8 and for R8's
roommate (R9) pending the result of a COVID-19
test.

Review of the admission nursing note dated

The facility has determined that all
residents have the potential to be
affected.

Actions taken/systems put into place to
reduce the risk of future occurrence
include:

Aroot cause analysis was conducted by
infection prevention team, quality
assurance team and staff education
coordinator. Root cause analysis
identified core issue in overall infection
prevention of the facility to be that staff did
not have enough practice to make proper
infection prevention practices their "habit".
In house review and revision of new
admission/persons with unknown
COVID-19 status procedure was
conducted and updated.

In house review and revision of infection
control policies and procedures
conducted.

The Staff Development Coordinator
(SDC) under supervision of the Director of
Nursing (DON) will develop and create
training for all licensed and unlicensed
staff and confirm their understanding
through scenario-based competencies
related to donning and doffing PPE and
hand hygiene. All trainings will be
confirmed through a post test with any
staff deemed needing further education
receiving remedial trainings as
appropriate. Infection prevention type
trainings, including donning/doffing and
hand hygiene frequencies will be
increased to monthly.

How the corrective action(s) will be
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6/17/20 at 5:46 PM indicated Resident R1 came
to the facility at 2:14 PM from the local hospital
where he was admitted due to increased
shortness of breath and fatigue. R1 had
diagnoses that included Chronic Obstructive
Pulmonary [lung] Disease, Congestive Heart
Failure, atrial fibrillation (irregular heart beat), and
stage 3 kidney failure. The note indicated R1
resided in room W2 and required 4 liters of
continuous oxygen to keep his oxygen saturation
(02 sat) above 90%. [normal O2 sat is 98-100%].

Observation conducted on 6/18/20 at 10:39 AM
revealed Licensed Nurse LN1 entered room W2
wearing a facemask (surgical mask) then
donned a gown and gloves. Surveyor (wearing
an N95 mask/respirator) continued observation
from the doorway of room W2 with the door open
just enough to see into the entire room. R1 sat in
a wheelchair facing the door, he wore a facemask
with tubing attached to a nebulizer machine.
[Nebulizers turn liquid medications into fine
inhaled droplets (mist) that the person can inhale
through a mask or mouthpiece] LN1 removed
the nebulizer mask and explained the resident
required two different nebulizer treatments 10
minutes apart so she needed to wait a few
minutes to start the second treatment.

LN1 rearranged the room to accommodate R1's
personal electronic devices. LN 1 prepared the
nebulizer with medicated solution, applied the
nebulizer mask to R1 and turned on the nebulizer
machine. The mask immediately began emitting a
mist and R1 coughed. LN1 leaned over to within
12-18 inches of R1's face and adjusted R1's
mask several times. The mist (droplets) was
visible in LN1's face and around her head. LN1
did not wear eye protection.

monitored to ensure the practice will not
recur:

Infection prevention nurse, or designee,
will conduct a daily audit of all new
admissions, weekly for four (4)
consecutive weeks, then monthly for three
(3) months and as needed to ensure that
all admissions to the facility have been
placed on proper precaution levels and
that proper COVID-19 testing has been
performed within procedure guidelines.
These audits will be monitored at the
monthly Quality Assurance meeting until
such time consistent substantial
compliance has been met.

Infection prevention specialist, or
designee will conduct random weekly
audits of direct care staff regarding
general standard precautions, hand
hygiene and PPE knowledge. These
audits will be ongoing and reported to the
QAPI committee monthly were it will be
monitored by the Infection Prevention
Performance Improvement Team.
Compliance date: 7/17/2020

(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 5 F 880

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

Event ID: 009G11

Facility ID: MDS001311

If continuation sheet Page 6 of 16




PRINTED: 08/26/2020

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
135133 B. WING 06/23/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

821 21ST AVENUE

IDAHO STATE VETERANS HOME - LEWISTON LEWISTON, ID 83501

(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 6 F 880

At 10:51 AM LN1 pinched the top of her surgical
mask and pushed it up. LN1 did not perform
hand hygiene and proceeded to handle resident
supplies in the room. LN1's gown was not tied
and exposed her hips and upper torso as it fell
down with movement. R1 coughed several times
producing sputum which he spit into tissues. LN1
took the tissues with her gloved hands. LN1
stood next to R1 and held the tissues until the
coughing stopped then discarded the tissues.
LN1 did not change gloves or perform hand
hygiene after she discarded the sputum-soiled
tissues. LN1 leaned close to R1 to talk to him
and she again touched her facemask while
wearing the soiled gloves. Upon completion of
the treatment, LN1 removed the nebulizer mask
and placed oxygen on R1. LN1 removed the
soiled gloves and washed her hands as she left
the room.

ICS was interviewed following the above
observation. ICS confirmed the nebulizer
treatment was an aerosol generating procedure
(AGP). When asked the rationale to require
contact precautions while providing care to R1,
but not special droplet precautions with
appropriate PPE for aerosol generating
procedures, ICS said she initially questioned the
level of precautions. ICS said she thought
special droplet precautions were indicated but
was told it was the facility policy so she did not
make changes.

Signage on the door indicated special droplet
precautions were required for resident room E3.
The sign directed; *only essential personnel
*clean hands when enter and when leave room
*wear N95 or higher for aerosolizing procedures
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*eye protection *gown and glove at the door. The
signage directed the order to doff (remove) PPE:
1. Gloves 2.gown 3.wash or gel hands 4.mask
and eye cover 5. Wash or gel hands (even if
gloves used). A caddy (shelf unit) hung on the
outside of the door and had compartments that
held gowns, masks, face shields, and gloves.

Observation on 6/18/20 at 11:40 revealed
licensed nurse LN2 exited room E3. LN2
removed the gown, then gloves, and finally the
facemask with attached eye shield and discarded
them in the room. LN2 did not remove the PPE in
the order directed on the posted sign. LN2 did not
perform hand hygiene after removing gown (step
3) and did not perform hand hygiene after
removing the PPE (step 5). LN2 went directly
from E3 to the medication cart carrying a
glucometer (hand-held device used to measure
the level of glucose in the blood). LN2 placed the
glucometer on the medication cart then
performed hand hygiene. When asked if the
glucometer was used for other residents, he said
yes it was but he cleans it first with Sani-Wipes
(disinfectant wipes). LN2 wiped the glucometer
with the Sani-Wipes and placed it back on the
medication cart. LN2 but did not wipe the surface
of the medication cart and did not place a barrier
to separate the sanitized glucometer from the
medication cart surface.

In an interview on 6/18/20 at 11:42 AM LN2 said
he was the charge nurse for the E Hall. When
asked about a brown paper bag containing a
facemask and shield labeled JH and dated
6/18/20 in the isolation supply caddy, LN2 said he
did not know but maybe they were saving it to
re-use it. LN2 said he did not re-use PPE
supplies. Regarding donning and doffing PPE,
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LN2 said he followed the directions posted on
each door.

At 11:50 AM nursing assistants NAC 2 and NAC3
prepared to enter room E3. NAC3 removed a
facemask she wore and placed it in the PPE
supply caddy. The facemask was not folded
properly (outside of mask folded inside) to
prevent contamination, was not placed in a paper
bag, and no barrier was placed to protect the
isolation supply caddy from contamination by the
mask. NAC3 properly donned PPE and entered
room E3.

The CDC website at
https://www.cdc.gov/coronavirus/2019-ncov/hcpl/l
ong-term-care.html included instruction regarding
extended use of facemasks:

Implement extended use of facemasks. Extended
use of facemasks is the practice of wearing the
same facemask for repeated close contact
encounters with several different patients, without
removing the facemask between patient
encounters.

*The facemask should be removed and
discarded if soiled, damaged, or hard to breathe
through.

*HCP must take care not to touch their
facemask. If they touch or adjust their facemask
they must immediately perform hand hygiene.

*Facemask removal and replacement be
done in a careful and deliberate manner.
Facemasks should be carefully folded so that the
outer surface is held inward and against itself to
reduce contact with the outer surface during
storage.

*The folded mask can be stored between
uses in a clean sealable paper bag or breathable
container.
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At 11:56 AM LN2 donned PPE to enter room E3.
LN2 did not perform hand hygiene; LN2 donned
the gown then the gloves and finally the
facemask with attached eye shield. LN2 did not
follow the posted instructions which read: PPE:
put on in this order 1. Wash or gel hands (even if
gloves are used) 2. Gown 3. Mask and eye cover.
4. Gloves.

Upon exiting room E3 NAC3 retrieved the
facemask from the PPE supply caddy and put it
on. NAC3 wiped the face shield with disinfectant
wipes then folded the attached mask and put it in
the paper bag on the door caddy. NAC3 did not
fold the mask properly to prevent contamination
for re-use. NAC2 placed the facemask and
shield she used in a paper bag and placed the
paper bag on an open box of gloves that sat on
top of the paper towel dispenser in room E3.

Hand hygiene and gloves

Observation conducted on 10:15 AM revealed
NAC1 pushed Resident R6 from near resident
room N12 on North Hall to the common (dining)
area. NACL1 patted R6's shoulder and touched
the wheelchair handles, wheelchair arms, and the
bare skin of R6's forearms. Without performing
hand hygiene, NAC1 proceeded to open
cupboards in the dining room in search of a
clothing protector. NAC1 opened the door on the
nurse station and handled her microphone to
speak to another staff. NAC1 walked half way
down North Hall to the snack cart and obtained a
shack for R6. NAC1 did not wash hands or use
ABHR (alcohol-based hand rub) and did not offer
R6 the opportunity to wash or sanitize his hands
when NAC1 served R6 an individual package of
chips to be eaten with fingers.
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NAC1 went directly from the dining area to the
shack cart without performing hand hygiene, put
on gloves, and continued to deliver snacks. While
standing at the snack cart, NAC1 adjusted her
facemask. Using both hands, NAC1 held the
mask at the lower edge near her mouth and
pulled the bottom of the mask down over her
chin. NAC1 did not perform hand hygiene after
touching her facemask.

NAC1 did not perform hand hygiene prior to
entering R11's room to provide a snack. R11
dropped the plastic spoon on the floor and picked
it up. NAC1 obtained a clean spoon from the
shack cart and re-entered R11's room. NAC1
took the soiled spoon in her hand and discarded
it. NAC1 went to the sink and turned on the
water. NAC1 was observed to pass her fingers
into and immediately out of the stream of water
for a total of 1-2 seconds. NACL1 did not use
soap and did not wash her hands according to
facility policy after handling the contaminated
spoon.

NAC1 entered room N9 without hand hygiene and
then went directly into room N5. While in room 5
NAC1 moved the walker, touched her facemask,
and touched the bed linen. NAC1 went from
room 5 to the snack cart and put on gloves
without first performing hand hygiene. NAC1
continued to deliver snacks.

The findings were shared with ICS who stated
staff should perform hand hygiene by washing
with soap and water or using ABHR before
entering and when leaving a resident room, and
before handling food. ICS said staff should not
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touch the facemask and must immediately
perform hand hygiene if the facemask is touched.
ICS said she was surprised because NAC1 said
all staff were educated on handwashing
technique and expectations. ICS said NAC1 did
not wash hands as the facility instructed.

ICS provided the facility policy titted HAND
HYGIENE with a review date of 11/19 and a
policy titled USING GLOVES reviewed 08/19.
The Hand Hygiene policy stated: All personnel
working in the facility are required to wash their
hands before and after resident contact, before
and after performing any procedure, after
sheezing or blowing nose, after using the toilet,
before handling food, and when hands become
visibly soiled. Alcohol Based Hand Rub (ABHR)
may be used unless: 1.Potential of Actual contact
with bodily fluids. 2. If hands are visibly soiled.
The Procedure listed 14 steps for handwashing
that included; 4.Wet hands and wrists thoroughly
under running water. 6 .Apply a small amount of
soap or antiseptic, lathering thoroughly. 7. Wash
hand using plenty of lather and friction for at least
20 seconds.

The Using Gloves policy stated the purpose: To
provide guidelines for the use of gloves for
resident and employee protection. 1.f. Non-sterile
gloves should be used primarily to prevent the
contamination of the employee's hands when
providing treatment or services to the resident
and when cleaning contaminated surfaces. 1.g.
Wash hands after removing gloves. Gloves do
not replace hand washing.

During an interview with ICS, IP and DNS on
6/18/20 at 1:15 PM surveyor discussed
observations and findings regarding
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transmission-based precautions for R1 with
unknown COVID-19 status, the level of PPE
protection for staff who performed aerosol
generating procedures (nebulizer treatments) with
R1, and general breeches in infection control
related to hand hygiene and PPE use.

ICS confirmed the facility utilized the Centers for
Disease Control (CDC) as a reference source for
infection control concerns.

The CDC website at
https://www.cdc.gov/coronavirus/2019-ncov/hcpl/!
ong-term-care.html included a section: Preparing
for COVID-19 in Nursing Homes that included the
following: Create a Plan for Managing New
Admissions and Readmissions Whose COVID-19
Status is Unknown.

Depending on the prevalence of COVID-19 in
the community, this might include placing the
resident in a single-person room or in a separate
observation area so the resident can be
monitored for evidence of COVID-19. HCP should
wear an N95 or higher-level respirator (or
facemask if a respirator is not available), eye
protection (i.e., goggles or a disposable face
shield that covers the front and sides of the face),
gloves, and gown when caring for these
residents. Residents can be transferred out of the
observation area to the main facility if they remain
afebrile and without symptoms for 14 days after
their admission. Testing at the end of this period
can be considered to increase certainty that the
resident is not infected.

ISC, IP, and the DNS stated all staff were trained
regarding hand hygiene and PPE use and the
observed infection control breeches did not meet
facility expectations and were not acceptable.
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Regarding the COVID-19 status of R1, ISC said
the facility tested all residents at admission but
she was not sure if a COVID-19 test was sent out
yet for R1. I1SC said the facility had to wait for the
lab to bring a test kit to the facility before a
specimen could be collected. 1SC said she did
not know if a test kit was requested. IP said it
took a couple of days to get the result back once
the specimen was collected and sent out to the
laboratory.

When asked about the rationale why the facility
required contact precautions and not special
droplet/contact precautions to ensure eye
protection during aerosolizing procedures until
R1's COVID status was known, ISC said the
hospital would have tested R1. Review of
hospital records revealed no COVID-19 test. The
DNS confirmed with the hospital that no COVID
test was performed. ISC said she was confident
R1's symptoms of cough and shortness of breath
were not COVID related because he had a CHF
diagnosis and the facility made him cough with
the breathing treatments.

The World Health Organization and CDC
websites indicate a person may be
pre-symptomatic (before symptoms show) but
infectious and able to spread COVID-19 virus and
in some cases persons with COVID-19 may have
no symptoms. In these instances reliance on
symptom screening alone may fail to detect
COVID-19.

After discussion, ISC, DNS, and IP confirmed that
R1's COVID status was unknown and further
acknowledged that R1 could potentially have
COVID-19 in addition to his underlying condition
of CHF or may have COVID-19 without showing
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symptoms. ICS and IP concurred that symptoms
of COVID-19 may not be evident for 14 days after
exposure and R1 and new admissions and
re-admissions should be on special
droplet/contact precautions for a minimum of
14-days after admission to the nursing home to
prevent introduction and spread of COVID-19 in
the nursing home.

On 6/18/20 at 3:05 PM the facility (home)
administrator (HA) and Director of Nursing (DNS)
were verbally informed the findings related to
infection control placed all residents in the facility
at risk for exposure to and potential for infection
with COVID-19 which constituted immediate
jeopardy. The facility was provided written
documentation of the immediate jeopardy via
email to the nursing home administrator on
6/18/20 at 9:00 PM.

On 6/19/20 at 9:30 AM, HA presented a plan to
remove the immediacy. The plan included
immediate placement of R1 on COVID-19 droplet
precautions with communication to staff, posting
of proper signage for droplet precautions and
procedures for donning and doffing PPE. The
facility revised the procedures for new admissions
to include review and approval by the infection
preventionist prior to acceptance for admission,
COVID-19 testing procedures, and appropriate
transmission-based precautions. The plan
included inservice for all staff regarding droplet
precautions and 1 on 1 inservice with employees
as indicated.

On 6/19/20 observations, interviews, record
review to include facility policies and training
documentationc onducted on site at the facility
from 9:20 AM through 2:30 PM validated effective
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implementation of the removal plan. On 6/19/20
at 1:30 PM the facility administrator was informed
the immediacy was removed.
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