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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 observations, review of facility documentation, review of facility policy, and interviews, during the COVID 19
 pandemic, for two of six units and for 13 of 19 residents observed out of their rooms, the facility failed to ensure six
 feet of social distancing in a common area. The findings include: During a tour of the facility on the memory care, E and F units on
5/10/2020 at 9:45 AM it was identified that in the television common area, 13 residents were gathered, elbow to
 elbow seated in chairs watching television. Additionally, two residents were outside of the circle appropriately distanced
 and four other residents were walking in the halls without masks but socially distanced. Interview with the Director of
 Nurses (DNS) on 5/10/2020 at 10:10 AM identified that he/she has inserviced staff on maintaining social distancing and that the staff
should not have had all the residents in one area so close together. Subsequent to surveyor inquiry, residents
 were moved and chairs were arranged in the area to maintain an appropriate social distance.
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