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Residents Affected - Some

Provide and implement an infection prevention and control program.

 Based on observation and interview the facility failed to implement all recommended transmission based precautions for
 residents newly admitted   and readmitted     to the facility. While caring for residents suspected of having COVID-19
 during the 2020 public health emergency, these practices put 21 (R #1-21) of 21 (R #1-21) residents at increased risk for
 infection with COVID-19. On the date of this survey, 06/24/20, nationally recommended transmission based precautions that
 were not adhered to were: 1. Placing newly admitted   residents or readmitted     residents status in a private room (if
 available) for 14 days due to their unknown COVID-19 infection status. 2. Closing newly admitted   or readmitted
     residents room doors due to concern over airborne spread of COVID-19. 3. If cohorting residents keeping the curtains
 drawn between the beds due to concern over spread of COVID-19 by large respiratory droplets. If infection prevention and
 control practices are not consistently adhered to, the likelihood of transmission of infections between residents will be
 elevated. The findings are: A. On 06/24/20 between 8:30 am and 9:15 am, during observation in the Admission Quarantine Unit
(AQU) ( a unit designed for the care of newly admitted   or readmitted     residents for the initial 14 days at the
 facility for observation that they are not infected with COVID-19) it was noted that there were six occupied rooms with the doors
opened. Six residents in three of these rooms were cohorted and no curtains were drawn between the cohorted
 residents. The residents were not wearing masks. B. On 06/24/20 at approximately 9:10 am the facility Infection
 Preventionist, RN #1 confirms that the residents are cohorted, room doors are open and curtains are not drawn between the
 residents. C. There is one empty room (106) on the AQU. D. Record review of AQU census as well as admitted  s revealed that there
were 21 residents on the AQU. Of these, 10 were cohorted with another resident. For these cohorted residents the
 following was noted: 1. R #1 had been in the facility 7 days and was cohorted with R #2 who had been in the facility 5
 days. 2. R #14 and R #15 were cohorted with each other and were both admitted   9 days before. 3. R #16 and R #17 were
 cohorted with each other. R # 16 had been at the facility for 10 days and R # 17 had been at the facility for 11 days. 4.
 The remainder of the cohorted residents had been in the facility for more than 14 days. E. Record review of facility policy titled,
IC405 COVID-19, revision date 06/03/20, revealed, In addition to Standard Precautions, Contact and Airborne
 Precautions will be implemented for patients suspected or confirmed to have COVID-19 based on Centers for Disease
 Prevention & Control (CDC) guidance. For the purposes of this policy, Airborne Precautions is defined as wearing an
 N95/approved KN95 respirator upon entry into the patient's room, in addition to the recommended personal protective
 equipment (PPE), keeping the door to the patient's room closed and no negative pressure room required. Follow local public
 health and state regulations when applicable.
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