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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

 Based on observation, interview, and review of the Center for Disease Control (CDC) communication memo the facility failed
 to maintain appropriate infection prevention measures to minimize the risk of transmission of the COVID-19 virus in 1of 3
 units of the facility. The findings included: Review of the CDC communication dated 4/15/20 indicates to cancel all
 communal dining and group activities, enforce social distancing between residents, ensure all residents wear a cloth face
 covering for source control whenever they leave their room or are around others. On 5/1/20 at 2:15 p.m., observation of the dining
room of the memory care unit revealed 18 residents sitting at tables of 4. The residents were congregated less than
 6 feet apart and were not wearing face coverings. On 5/1/20 at 2:15 p.m., during an interview Licensed Practical Nurse
 (LPN) Staff A verified the observation. She confirmed 18 residents were gathered in the dining room. She verified the
 residents were spaced less than 6 feet apart and were not wearing cloth face covering.
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