Printed: 12/04/2024
Form Approved OMB
No. 0938-0391

Department of Health & Human Services
Centers for Medicare & Medicaid Services

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
145612 B. Wing 09/18/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Pearl of Crystal Lake, The 1000 East Brighton Lane
Crystal Lake, IL 60012

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm 37232
or potential for actual harm
Based on observation, interview, and record review the facility failed to ensure staff wore the required
Residents Affected - Some personal protective equipment (PPE) when entering COVID-19 isolation rooms and for resident rooms that
were on isolation for suspected/ruling out COVID-19. The facility also failed to ensure staff disposed of a face
shield after use and failed to ensure staff did not wear surgical masks under N95 masks. This applies to 7 of
9 residents (R1, R2, R3, R4, R7, R8, and R9) reviewed for infection control in the sample of 9.

The findings include:

1. On 9/18/24 at 8:37 AM, V7 (Certified Nursing Assistant- CNA) entered R3 and R4's room. On the outside
of R3 and R4's room were signs indicating R3 and R4 were on droplet and contact isolation. The signs
indicated eye protection was required to enter the room. V7 placed on PPE before entering the room;
however, V7 did not have on eye protection when entering the room. V7 also had a black surgical mask on
under the N-95 mask.

A list provided by the facility indicated R3 and R4 were on isolation for COVID-19.

2.0n 9/18/24 at 8:45 AM, V8 (CNA) entered R7's room to deliver a meal tray. On the outside of R7's room
were signs indicating R7 was on droplet and contact isolation. The signs indicated eye protection was
required to enter the room. V8 did not have on eye protection when she entered R7's room.

A list provided by the facility indicated R7 was on isolation for COVID-19.

3. On 9/18/24 at 8:55AM, V9 (CNA) entered R8's room to deliver a meal tray. On the outside of R8's room
were signs indicating R8 was on droplet and contact isolation. V9 put on the required PPE to enter the room.
When exiting the room V9 took his face shield off and hung it on the handrail in the hallway. The face shield

was not cleaned. V9 did not remove the N95 mask that he had on while in R8's room. V9 then entered R9's
room with the same N95 mask he had on while in R8's room.

A list provided by the facility indicated R8 was on isolation as a person under investigation for COVID-19.
The same list indicated R9 was not on isolation.
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F 0880 4. The facility provided a list for Covid 19 residents and show R1 and R2 were positive for Covid 19.

Level of Harm - Minimal harm or R1 and R2's room was closed with a sign of droplet and contact precaution. A cart of PPE was available by
potential for actual harm the door.

Residents Affected - Some On 9/18/24 at 9AM, V4 (CNA) was entering R1 and R2's room. V4 was wearing gown, gloves, face shield,

surgical mask then N95 mask over the surgical mask.

On 9/18/24 at 9:25 AM V2 (DON) and V3 (ADON/Infection Control) both said all staff have been in serviced
last Monday 9/16 regarding Covid 19 isolation, PPE to use including gown, gloves, face shield and N95
mask. Staff have the option to apply surgical mask over the N95 mask but, not under N95 mask as it may
compromise the seal of the N95 mask. Both V2 and V3 also said the PPE are one use, staff should doff
when leaving the room then apply a new set of PPE, gown, gloves, N95 mask and face shield prior to
entering another residents room.

The facility policy entitled Covid 19 Guidance dated 10/20/2021 show, a. If a resident is suspected or
confirmed to have Covid 19, staff will wear N95 respirator, eye protection, gown and gloves.
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