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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Provide and implement an infection prevention and control program.

 Based on observation, staff interview, Weston County Health Service memo review and policy and procedure review, the
 facility failed to establish and maintain an effective infection prevention and control program for 1 of 2 resident areas
 (secure unit) within the facility. The findings were: 1. Observation on 7/1/20 at 2:25 PM in the secure unit showed 5
 residents were seated in recliners in the common area. The recliners were positioned in an L shape and were within arm's
 reach of one another. None of the 5 residents were wearing face masks. The following concerns were identified: a. Interview on
7/1/20 at 2:25 PM with CNAs #1 and #2 revealed the facility was not social distancing in the unit, nor requiring the
 residents to wear face masks. b. Interview on 7/1/20 at 3:15 PM with the DON confirmed the residents on the secure unit
 were not social distancing or wearing face masks. c. Review of the Weston County Health Services memo to residents and
 families dated June 29, 2020 showed .3. All staff and residents will be required to wear medical grade facemasks . d.
 Review of policy and procedure Methods of Implementation and Control LTC, 150.159 revised 6//2020 showed .COVID19 Epidemic
 Addendum: WCHS will follow guidance of CMS and WY dept of Health for Covid exclusions: .No communal activities or dining
 will be offered at this time .
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