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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 record review, staff interview and review of the Centers for Disease Control (CDC) guidelines, the facility failed to follow
appropriate infection control practices related to the discontinuation of isolation precautions for Resident #2
 who was assessed to have COVID 19 symptoms resulting in potential exposure to the resident's roommate, Resident #8. This
 affected two residents (#2 and #8) of eight residents reviewed for infection control. Findings include: Record review
 revealed Resident #2 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. Record review revealed the resident
 also had a COVID 19 diagnosis (dated 06/16/20). Review of Resident #2's medical record revealed on 06/04/20 the resident
 had an elevated body temperature which was treated with over the counter medication. Documentation revealed staff would
 monitor the resident to determine if this was more than just a fever. On 06/05/20 the resident was documented to be
 exhibiting COVID 19 symptoms (fever, cough, abdominal pain, diarrhea and sneezing.) At that time, she was transferred to
 the facility COVID unit (an isolation unit), for monitoring and separation from Resident #8, the resident's roommate.
 Record review revealed no COVID 19 testing was completed at that time, but rather the resident was suspected/probable for
 COVID 19 due to the symptoms she was exhibiting. On 06/11/20 record review noted the resident had been free of COVID 19
 symptoms for 72 hours. The resident was moved from the COVID isolation unit at that time and returned to her previous room, with
Resident #8. There was no evidence the decision to move Resident #2 from the COVID unit was discussed with the
 resident's physician, local health department or after COVID testing was completed (with a negative test result). Based on
 the documentation provided, Resident #2's isolation was discontinued and she returned to her previous room with Resident #8 (who
was asymptomatic of COVID) on day seven from the initial date of symptom onset and six days after she had been placed
 in isolation due to increased symptoms. Additional record review revealed on 06/15/20 Resident #2 was assessed to have
 symptoms of COVID. A COVID test was obtained which resulted in positive test results on 06/16/20 and the resident was moved
back to the COVID isolation unit on that date. On 06/19/20, Resident #8 developed COVID symptoms with a positive COVID test
result obtained on 06/21/20. Resident #8 was also then moved to the COVID isolation unit. Both residents remained on the
 COVID unit on 06/30/20 the date of the focused infection control survey. On 06/30/20 between 9:30 A.M. to 2:00 P.M.
 interviews with the Administrator verified Resident #2 was moved to the COVID (isolation) unit within the facility on
 06/05/20 due to COVID 19 symptoms the resident was exhibiting. The Administrator also verified the resident's isolation was
discontinued and the resident was returned to her previous room, with Resident #8 on 06/11/20 after being symptom free for
 three days. During the interview, the Administrator revealed the facility was following and staff had been educated on CDC
 guidelines related to the discontinuation of isolation for suspected and actual COVID positive residents. During the
 interview, the Administrator verified current CDC guidelines had not been followed for Resident #2 related to the
 discontinuation of isolation procedures. Review of CDC Guidelines for Persons with COVID-19 Under Isolation obtained via
 the CDC website revealed the symptom-based strategy for discontinuation of isolation required at least three days (72
 hours) to pass since recovery defined as resolution of fever without the use of fever-reducing medications and improvement
 in respiratory symptoms (e.g. cough, shortness of breath) and at least 10 days since symptoms first appeared. This
 deficiency is an example of continued non-compliance from the survey dated 06/11/20.
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