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Level of harm - Minimal
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Residents Affected - Some

Provide and implement an infection prevention and control program.

 Based on observations and staff interviews, the facility failed to maintain social distancing for three (3) of 10 residents on the
memory care unit (Resident #s 1, 2 and 3). These failures occurred during a COVID-19 pandemic, and had the potential to affect all
residents, that resided on the memory care unit. The findings include: During concurrent observations and
 interviews on 07/28/2020 at 12:07 p.m., accompanied by the Director of Nursing (DON), and the Administrator in Training
 (AIT), Residents #s 1, 2 and 3 were observe in close proximity to each other, in the day room. There were seven (7) other
 residents present in the day room also. Unit Manager (UM) #1 was present in the day room, and exited the dayroom at 12:10
 p.m. The aforementioned residents remained in close proximity upon UM #1's exit. At 12:11 p.m., UM #1 re-entered the day
 room, where the residents were located, and did not recognize or address concerns with social distancing. At 12:15 p.m., UM #1 after
prompted regarding social distancing concerns, confirmed and stated, Residents #s 1, 2 and 3 were 1 feet or less
 apart. During an interview on 07/28/2020 at 12:19 p.m., the DON stated, she expected residents to be six (6) feet apart.
 The DON also indicated she expected the staff to be attentive and redirect residents as needed. The facility was unable to
 provide a policy that addressed social distancing, at the time of the identified concern.
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