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

FRINTED: 06/11/2020
FORM APPROVED
OMB NG, 09358-0391

A COVID-19 Focused Infection Control Survey was
conducled on June 1, 2020 through June 6, 2020

| The lacility was found not lo in compliance with 42
CFR §483.80 infection control regulations and has

| implementad the Centers for Medicare and

| Medicaid Services (CMS) and Centers lor Disease

| Contrel and Prevention {COC) recommend

| practices to prepare for COVID-19. The resident

| census was 232,
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£483.80 Infection Contral

The facility must establish and malintain an infection
prevention and control pragram designed to provide
a safe, sanitary and comfortable environmenl and to
help prevent the development and transmission of
communlicable diseases and infections.

£483.80{a) Infection prevention and canfrol
program.

The facility mus! establish an infectlon prevention
and control program (IPCP) that must Include, ata
minimum, the following elements:

§4B3.80(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 contraclual arrangement based
upan the facility assessment conducted according
lo §483.70(e) and lollowing accepted national
standards;

5483.B0(a)(2) Written standards, policies, and
procedures for the program, which must include,
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DEANWOOD REHABILATION AND
WELLNESS CENTER DISCLAIMER
Facility submits this plan of comection under
rocedures established by the Depariment
f Health In order 1o comply with the 6/17/20
epariment’s directiva fo change Condition

F 880 which the Department alleges are deficiant under
siate Regulations Relating to long tarm care.
his should not be construed as either a waiver
sz the Facility's right to appeal and la Challenge
he accuracy or severity of the alleged
Deficlencles or any Admission of any wrong
teing.
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Any deficiency statement ending with an asterisk {*) denotes g deficiency which the Institutian may be excused from comecting providing it is determined 1Hat other

safeguards provide sufficlent protection to the patients. (Ses nstructions.]  Except for nursing homes, the findings stated above are disclosatde 90 days faliowing the date
of survay whelher or nol & plan of correclion i3 provided.  For nursing homes, the above findings and plans af correction are disclosable 14 days follawing the date these
If deficlencies are cited. an approved plan of correction is requiséte to continued program participation

duimﬂde available o the facility
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but are not limited 1o:

(1) A system of surveillance designed to identify

possible communicable diseases or

infections belore they can spread to other persons

in the facility;

(i} When and to whom possible incidents of

communicable disease or infections should be

| reparted;

| (i) Standard and transmission-based precautions to

| be foliowed o prevent spread of infections;
(iv)When and how Isolation should be used for a
resident; including bul nol limited to:
(A} The type and duration of the Isolation,
depending upan the infectious agent or organism
involved, and
{B) A requiremeant that the isclation should bs the
least restrictive possible for the resident under the
circumstances.
{v) The clreumstances under which the facility must
prohibit employees with 8 communicable disease or
Infected skin lesions from direct contact with
residents or their food, if direcl contact will transmit
the disease; and
(vi]The hand hygiene procedures to be followed by
staff invalved in direct resident contact,

5483.80{a){4) A system for recarding incidents
identified under the facllity's IPCP and the comreclive
aclions laken by the facility.

§483 B80(e) Linens.

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

£482.80(f) Annual review,
The facility will conduct an annual review of its IPCP
and update their program, as necessary.
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This REQUIREMENT is not mel as evidenced by:

Based on observation and staff interview, facilily
siaff failed to ensure that four (4) of 13 hand
sanitizer dispensers cperated as intended.

Findings included:

Manufactures Guidance: "Use PURELL Hand
sanitizer products properly and according to the
instructions on the label: wet hands thoroughly with
product, and briskly rub hands together until dry,
Purell ...formulated to exceed FDA healthcare
personnel hand wash requirements with just

1. 1milliters of product .. Hand Sanitizer products.”
Reference
hitps:/iwww.gojo.com/en/industries/PURELL-Consu
metFAQ

Upan entrance o the facility on June 1, 2020 at
approximately 9:15 AM one (1) of one (1) the hand
sanitizer dispenszer located in the outer
lobby/vestibule of the facilily falled to dispense
enough solution to sanitize the hands of the wriler.
The finding was acknowledged by Employes #5
whao was present at the time af the observation,

During a tour of 2 North Unit on June 1, 2020 at
approximately 10:30 AM two (2) of six (6) hand
sanitizer dispensers failed to dispense encugh
solutlon 1o sanitize the hands of the writer.

A face-to-face Interview was conducted with
Employee #3, who was present at the lime of the
observalion, acknowledged the findings on 6/1/2020
at approximately 10:30 AM.

I
F 880 Corrective action for the residents affected:

The identified hand sanitizer dispenser G/17/2020
|located in the cuter lobby/vestibule of the

|facility was repaired on 8/1/2020.

' The two hand sanitizer dispensers located on
{2 North and the hand sanitizer dispenser
located on 2 South were immediately repaireﬁl
(on 6/1/2020.

The facllity stalf conducted an inspection
throughout the facility on 6/1/2020 and
{6/6/2020 to ensure hand sanitizer dispensers
{operaled as Intended. Any issues found
Edun'ng the inspection was comectad
'Immediately.

MNa residents were idenlified as affected,

Identification of others with the potentlal to
be affected.

Al residents residing in the facility have the
otential to be affected. An inspectlon of all
and sanitizer dispensers throughout

& facility was conducted to ensure all hand
sanitizer dispensers dispense enough
solutton to sanitize the hands of all clients.

Measure to Prevent Recurrencs;

Facility staff will be in-senviced on the
Imporance of ensuring hand sanitizer
dispensars are operating as Intended.
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| sanitizer dispensers failed to dispense enough
| solution to sanitize the hands ol the writer.

A lace-to-face interview was conducted with

| approximaltely 10:15 AM one (1) of six {6) hand

Employee #3, who was presenl at the time of the
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| During a tour of 2 South Unit on June 1, 2020 at ' Monitaring Corrective Actlon: 61720

Random audits will be conducted by the
Director of housekeeping or designea

| Ta ensure hand sanitizer dispensers ara
operaling as intended. Findings will be reported
to the Quality Assurance Perfarmance
Improvement Committea Monthly for the next

observation, acknowledged the dispenser did not 3 months.
release enough solution on 6/1/2020 at
approximately 10:15 AM,
|
| | | i
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