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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 record review, observation and interview, the facility failed to ensure doors were closed for residents in
 quarantine for 7 of 10 residents reviewed for infection control. (Residents 2, 3, 4, 5, 6, 7 & 8) Finding include: During a tour of the
100 hall quarantine 'yellow zone', on 10/15/2020 from 10:00 A.M. to 10:15 A.M., the following was observed:
 Signs indicating droplet precautions/quarantine, were posted on each resident door. Plastic bins and/or a metal cart were
 stationed outside each resident room containing PPE (personal protective equipment). Resident 2 was in her room, lying in
 bed with the door wide open. Resident 3 was sitting in a recliner in her room with the door wide open and wearing no face
 mask. Resident 4 was sitting in a recliner in her room with the door wide open and wearing no face mask. Resident 5 was
 sitting in a chair in her room with the door wide open and wearing no face mask. Resident 6 was sitting in a chair in her
 room with the door wide open and wearing no face mask. Resident 7 was lying in bed in her room with the door wide open and
 wearing no face mask. Resident 8 was sitting in a chair in her room with the door wide open and wearing no face mask. The
 residents clinical records lacked the documentation of justification as to why the doors were opened and lacked
 documentation of educating the residents about wearing face masks if their door was opened. During an interview, on
 10/15/2020 at 10:16 A.M., the Director of Nursing indicated the doors on the yellow quarantine hall should have been
 closed, or the residents should have been wearing masks. A policy on droplet precautions was requested on 10/15/2020 at
 2:10 P.M., but one was not provided. 3.1-18(b)(1)
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