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F 0830 Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on observation, record review, and interview, the facility failed to properly plan to prevent the spread of COVID-19
harm or potential for actual | when staff did not ensure residents who resided on the memory care unit maintained social distancing of at least six feet.
harm This affected 11 of 14 residents on the memory care unit. The facility census was 41. Review of an undated facility policy
titled COVID-19 Facility Plan showed the following: - Concept: To establish means and methods for the most reasonable and
Residents Affected - Some | proper care of all the home's residents during a worldwide pandemic [MEDICAL CONDITION] outbreak; - Social distancing
practices will be encouraged for our residents anytime they leave the facility for any reason; - Those residents exhibiting no signs or
symptoms of COVID-19 or other contagious disease are allowed to continue normal life activities within the
facility's visitor restriction protocol; - The policy did not address social distancing within the facility. 1. Observation of the memory
care unit on 5/21/20 starting at 11:10 A.M., showed the following: - Three tables approximately 4 feet long
by 4 feet wide; - One table (Table A) had two residents sitting at the table, facing each other (Residents #1, #2); - Table B had four
residents, one on each side (Residents #3, #4, #5, and #6); - Table C had four residents, one on each side
(Residents #7, #8, #9, and #10); - At 11:15 A.M., staff moved Resident #10 to a table by himself/herself (Table D); - The
table was approximately 3 feet long by 3 feet wide. - At 11:43 A.M., Residents #10 and #11 sat at Table D eating, facing
each other. During an interview on 5/27/20 at 11:53 A.M., Nurse Aide (NA) B said it was difficult to maintain six feet
distancing with residents at dining time, but they maintain the six feet distancing at all other times. During an interview on 5/27/20 at
1:07 P.M., the Director of Nursing (DON) said: - Residents should be six feet apart, but there was not much
they could do on the memory care unit; - They could possibly spread the dining tables more or get bigger tables; - He/She
agreed the tables in the memory care unit were less than 6 feet in length or width. During an interview on 5/27/20 at 1:30
P.M., the Administrator said: - Residents should be 6 feet apart ideally, but it was impossible on the memory care unit; -
He/She had pulled the tables apart, but it was a struggle on the unit; - He/She did not believe serving residents at
different times would work very well, but had not tried it; - He/She agreed the dining tables were less than six feet in
length or width.
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