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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

 Based on clinical record review, facility documentation, interviews, observations and policy review, the facility failed to ensure that
precautions were taken for a resident who had a pending COVID-19 test that was in the same room as a COVID-19
 resident, and that face shields were stored in an appropriate manner. The findings include: a) Tour of the facility,
 observation and interview with the Director of Nurses (DON) on 5/3/20 at 9:15 AM identified a droplet precaution sign
 outside of a resident room. The curtain between the two residents was not drawn. The DON identified that a resident in that room had
been placed on droplet precautions, as he/she had a pending COVID-19 test taken over the weekend due to a change
 in mental status. The DON further identified that the roommate had recently had a negative COVID-19 test. The DON further
 identified that the curtain should have been drawn around the COVID-19 pending resident. Subsequent to surveyor inquiry the curtain
was pulled around the COVID pending resident. Subsequent to surveyor inquiry, the facility started immediately
 education to staff. Review of the facility COVID-19 precautions guidelines identified that a resident with a COVID pending
 test should have the curtain drawn around them at all times.
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