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Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview, and record review, the facility failed to implement infection control measures to prevent
 the spread of COVID-19 for 3 of 16 residents on the nursing unit. Staff did not change PPE in between caring for
 presumptive COVID positive residents and negative residents. Presumptive COVID positive residents were not cohorted, and
 observed with doors open. Residents were not placed on transmission based precautions after a staff tested   positive for
 COVID, potentially effecting 16 of 16 residents living in the facility. (Resident 2, Resident 3, Resident 4) Findings
 include: 1. During an interview on 10/9/20 at 9:45 A.M., the Administrator indicated 3 residents (Resident 2, Resident 3,
 and Resident 4) had tested   positive for COVID-19 using a POC (point of care) testing machine on 10/7/20. She indicated
 all 3 residents had been retested   with a PCR test 10/8/20 and sent to the lab. Until the result came back, all 3
 residents were considered positive, and placed on transmission based precautions. At that time, the results were pending.
 She also indicated 7 staff had tested   COVID positive with a POC test. The positive staff included: a. Pantry Aide 5,
 tested   positive with POC 10/5/20, retested   with PCR 10/6, result pending. Had no direct contact with residents. b. LPN
 9, tested   positive with POC 10/5/20, retested   with PCR 10/5, result negative. Last day worked was 10/5/20. c.
 Maintenance 4, tested   positive with POC 10/7, retested   with PCR (unknown date), result pending. Had no direct contact
 with residents. d. Pantry Aide 8, tested   positive with POC 10/7/20, retested   with PCR 10/7, result negative. e. CNA 12, tested
positive with POC 10/7/20, retested   with PCR 10/7/20, result pending. Had worked directly with residents, mainly on the hall where
the positive residents were. Last day worked was 10/7/20. f. DON, tested   positive with POC 10/8/20,
 retested   with PCR 10/9/20, result pending. Did not provide direct care, but did share her office with Resident 3 and
 Resident 4 while they were presumed positive. Last day worked was 10/8/20. g. SSD (Social Services Director), tested
   positive with POC 10/8/20, retested   with PCR 10/9/20, result pending. Had no direct resident contact since 9/10/20.
 Last day worked was 10/8/20. The Administrator indicated she believed the POC machine was providing false positives. On
 10/9/20 at 10:05 A.M., the following observations were made: 2. Resident 4 was observed sitting in the DON's (Director of
 Nursing) office across the hall from the nurses station. She was sitting in a chair, facing the hallway, without a face
 covering. The door to the office was open all the way. A contact/droplet sign was observed hanging from the doorframe. At
 that time, the Administrator indicated Resident 4 as well as Resident 3 were brought from their rooms to the DON's office
 during the day, so staff could watch them. She indicated the DON would don a gown to work in the office. 3. Resident 2's
 door was observed halfway open, a contact/droplet sign outside of the door, a cart was outside of the room that contained
 PPE, and a sign in sheet was observed on the cart. Resident 4's door was observed open, a contact/droplet sign outside of
 the door, a cart was outside of the room that contained PPE, and a sign in sheet was observed on the cart. Resident 3's
 door was observed cracked open, a contact/droplet sign outside of the door, a cart was outside of the room that contained
 PPE, and a sign in sheet was observed on the cart. Resident 2, Resident 3, and Resident 4's rooms were on the same side of
 the hall with no barrier to the other side. On the other side of the hall, 3 of the 5 rooms were observed to have their
 doors open (room [ROOM NUMBER], room [ROOM NUMBER], room [ROOM NUMBER]). No other resident rooms indicated
they were on
 transmission based precautions. During an interview on 10/9/20 at 10:15 A.M., RN 6 indicated staff would don a disposable
 gown and gloves to enter a COVID positive room. The same face mask and face shield would be worn throughout the shift, and
 the face shield would be disinfected when leaving the room of a COVID positive resident. She indicated there were no
 dedicated staff for the COVID positive residents, and the nurses and aides cared for all residents on the unit in no
 particular order. She also indicated the door to the DON's office stayed open as to keep an eye on Resident 3 and Resident
 4, who stayed there during the day. 4. On 10/9/20 at 10:30 A.M., Resident 7 was observed to walk in the hall past the COVID
positive rooms and DON office. She was wearing a cloth mask. 5. On 10/9/20 at 10:48 A.M., Resident 2's clinical record was
 reviewed. [DIAGNOSES REDACTED]. The most recent annual MDS (Minimal Data Set) Assessment, dated 9/14/20, indicated
Resident 2 was cognitively intact. Current physician's orders [REDACTED]. A current COVID positive care plan, dated 10/8/20,
 indicated interventions, but were not limited to contact droplet precautions: all ADL care, meals, medication
 administration and activities provided in private room due to positive COVID-19 test. A POC test, dated 10/7/20, was
 positive for COVID-19. Resident 2 was asymptomatic. 6. On 10/9/20 at 12:17 P.M., Resident 3's clinical record was reviewed.
[DIAGNOSES REDACTED]. The most recent quarterly MDS (Minimal Data Set) Assessment, dated 9/28/20, indicated Resident 3
was
 severely cognitively impaired. Current physician's orders [REDACTED]. A current COVID positive care plan, dated 10/8/20,
 indicated interventions, but were not limited to contact droplet precautions: all ADL care, meals, medication
 administration and activities provided in private room due to positive COVID-19 test. A POC test, dated 10/7/20, was
 positive for COVID-19. Resident 3 was asymptomatic. 7. On 10/9/20 at 12:28 P.M., Resident 4's clinical record was reviewed.
[DIAGNOSES REDACTED]. The most recent quarterly MDS Assessment, dated 7/20/20, indicated Resident 4's cognitive status was
 unable to be assessed. Current physician's orders [REDACTED]. A current COVID positive care plan, dated 10/8/20, indicated
 interventions, but were not limited to contact droplet precautions: all ADL care, meals, medication administration and
 activities provided in private room due to positive COVID-19 test. A POC test, dated 10/7/20, was positive for COVID-19.
 Resident 4 was asymptomatic. On 10/9/20 at 12:20 P.M., PCR lab reports were provided for Resident 2, Resident 3, and
 Resident 4 that indicated all were negative for COVID-19. During an interview on 10/9/20 at 2:38 P.M., the Administrator
 indicated the facility had opted to not be a COVID ready facility because they lacked the funds for extra barriers and
 designated staff for COVID positive residents. She indicated the facility would not change their current floorplan if any
 of the residents were COVID positive, and were unable to cohort positive residents or put up barriers. She further
 indicated the residents had voiced they did not want to be transferred to another facility if they were COVID positive. On
 10/9/20 at 2:44 P.M., an undated COVID-19 LTC (Long Term Care) Facility Infection Control Guidance form was provided that
 indicated .All LTC facilities should have a plan to rapidly implement, or implement now, how they will cohort confirmed or
 presumed COVID-19 residents in their facilities. This can be by wing, floor, or if available, by building. This should be
 done with expediency . On 10/9/20 at 2:44 P.M., a current Supplies - PPE form, dated 4/16/20, was provided and indicated
 .Use face masks according to product labeling and local, state, and federal requirements . 3.1-18(b)(2) 3.1-18(j)
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