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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 observations, areview of the clinical record and staff interviews for two sampled residents (Resident #1, and
harm or potential for actual | #2), the facilty failed to implement droplet precautions for admissions and readmission who were under quarantine for
harm COVID-19. Thefindings include: Resident (R) #1 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. The

care

Residents Affected - Few plan dated 5/7/20 identified R #1 was at risk for COVID-19 and was placed on quarantine. Review of the |ab test results
dated 5/2/20 identified R #1 tested negative for COVID-19. Review of the |ab test dated 5/4/2020 (three days prior to
admission to the facilty) identified R #1 tested negative for COVID -19. Observation of R #1's room on 5/21/20 at 2:34 PM
identified asign posted on the frame of the door that directed to quarantine for 14 days. Additionally, the sign included
dates of the quarantine, 5/7/20-5/21/20 and directed the resident and the staff to wear a mask while staff members werein
the residents's room. Resident (R) #2 was readmitted  to the facilty from an acute care hospital on [DATE] with
[DIAGNOSI]ES REDACTED)]. The care plan dated 5/15/20 identified R #2 had the potential for COVID-19 [DIAGNOSES
REDACTED].

Review of the laboratory results dated [DATE] identified R #2 had a single COVID-19 test collected 2 days prior to
admission and identified COVID-19 was not detected. Observation of R #1's room on 5/21/20 at 2:34 PM identified asign
posted on the frame of the door that directed to quarantine for 14 days. Additionally, the sign included dates of the
quarantine, 5/15/20-5/29/20 and directed the resident and the staff to wear a mask while the staff member was in the
residents's room. Interview with RN #1 (infection control nurse), on 5/21/20 at 2:34 PM identified all new admissions are
placed on quarantine in their room for 14 days and must wear amask when staff are in the room. The staff were not wearing
full Personal Protective Equipment (PPE) on this unit including the use of gowns. Droplet precautions were not implemented
if the admission and/or readmission tested negative for COVID -19 prior to admission. RN #1 indicated the facilty policy
required each new admission to have at least one negative COVID-19 test prior to admission and 2 negative tests were
preferred when possible. RN#1 did not know the testing status of each resident placed on quarantine. Review of the facilty
policy for COVID-19 entitled Cohorting Positive, Negative and Exposed residents directed in part that al residents
admitted or readmitted to the facilty are placed on a 2-week quarantine and should remain in his’her room.

Additionally, if the resident needed to leave his’her room for any reason a mask or facial covering must be worn, and

6-foot distancing is required. The facilty failed to implement droplet precautions for new admissions and readmissions who
were placed on quarantine and never had [DIAGNOSES REDACTED].
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