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F 0830 Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on observation, interview, and document review the facility failed to implement CDC (Centers for Disease Control) and CMS
harm or potential for actual | (Centers for Medicaid and Medicare Services) guidance/recommendations to provide a private room for 2 of 2 residents
harm (R1, R2) who's COVID-19 status was unknown to prevent and/or mitigate the risk of an outbreak of COVID-19. This had the

potential to effect all 76 residents that resided in the facility, future admissions to the facility, and all the facility
Residents Affected - Many | staff. Findingsinclude: An entrance conference was conducted on 4/29/2020, at 9:00 am. with administrator and director of nursing
(DON). DON stated the facility was accepting admissions, and there had been new admissions within the last two
weeks. DON stated new admissions were supposed to go into a private room, quarantined for 14 days, and monitored for the
onset of illness symptoms. DON and the administrator stated an unawareness of the CM'S emergency waiver for protocols
pertaining to resident room/roommeate change to prepare or accommodate the recommended COV D transmission prevention
strategies that involve separation of resident's who are not symptomatic, require observation, residents who are
symptomatic, or have confirmed COVID-19. During an interview on 4/29/2020, at 10:50 a.m. with administrator and DON, DON
confirmed the two residents that were admitted were designated the same room. DON stated he thought the first resident
was admitted from home for therapy and the second resident was admitted from the hospital but did not not recall which
one. DON stated the residents were cohort together because they were both new admissions and they did not have another
private room available. DON stated the physician or the medical director was not consulted prior to cohorting because it
had not been the practice to consult with physicians for room assignments. DON indicated a comprehensive assessment to
determine each residents health risk was completed. Administrator and DON indicated the facility had not addressed or
discussed with residents/resident representatives the potential for necessary room and/or roommate changes for disease
management and had not attempted to move residents per CMS/CDC guidance prior to admitting R2. CMS Blanket Waiver List
dated 3/30/2020, included CM S is waiving the requirements in 42CFR 483.10(¢) (5), (6), and (7) solely for the purposes of
grouping or cohorting residents with respiratory illness symptoms and/or residents with confirmed [DIAGNOSES REDACTED].
This action waives a facilities requirement under 42 CFR 483.10, to provide for aresident to share aroom with his or her
roommate of choicein certain circumstances, to provide notice and rationale for changing a resident's room, and to provide for
resident's room, and to provide for aresident's refusal atransfer to another room in the facility this aligns with
CDC guidance to preferably place residentsin locations designed to care for COVID-19 residents, to prevent the
transmission of COVID-19 to other residents. CMS COVID-19 Long-Term Care Facility Guidance dated 4/2/2020, included Long
term care facilities should separate patients and residents who have COVID-19 from patients and residents who do not, or
have an unknown status. The guidance aso included, Nursing Homes should immediately ensure that they are complying with
al CMS and CDC guidance related to infection control. Minnesota Department of Health Interim Guidance for Hospital
Discharge to Home or Admission to Congregate Living Settings and Discontinuing Transmission-Based Precautions dated
4/8/2020, included Patients With no Clinical concern for COVID-19: At this time, patients with no clinical concern can be
discharged from ahospital to a congregate living setting following normal procedures. However, patients should be
quarantined and monitored for the development of symptoms. Recommendations are as follows: Residents should be admitted

to a private room with private bathroom and monitored at least twice daily for 14 days to determine whether symptoms
develop that could be consistent with COVID-19. Patients should stay quarantined in the room for 14 day period. The
resident may be moved out of the private room if they remain asymptomatic after the 14 day period.

During an observation and interview on 4/29/2020, at 9:20 am., It was observed R1 and R2 resided in the same room.

Registered nurse (RN)-A stated the 2 residents in the same room were admitted 2 days apart and both will be on quarantine for the
14 days of the latter resident admitted . RN-A stated this areaisideally for new admissions but depends on

availability.

R2's face sheet indicated [DIAGNOSES REDACTED]. R2's care plan dated 4/28/20, indicated R2 had a focus problem area that
indicated R2 was at risk for signs and symptoms of COVID-19. In addition,R2's care plan dated 4/28/20, R2 had a focus

problem area that indicated R2 had an infection history and was on antibiotic therapy [MEDICATION NAME] mandel ate related
to achronic urinary tract infection. According to the admission/readmission assessment dated [DATE], R2 was to be placed
inisolation for 14 days per facility policy for covid-19 precautions. According to admission history and physical dated

4/23/20, R2 admitted to facility on 4/20/20 from his private home for long term care and worsening weakness. He was

admitted for rehabilitation which included physical and occupational therapy. The record had not indicated if R2 was

tested for Covid-19 infection. R1 face sheet indicated [DIAGNOSES REDACTED]. According to R1's care plan dated 4/24/20,
he had afocus problem area that indicated R1 was at risk for signs and symptoms of COVID-19. In addition, R1's care plan

dated 4/24/20, he had a focus problem for respiratory care: | have oxygen therapy related to nocturnal de-saturations
tslter‘rgjporary drop in oxygen saturation during sleep), [MEDICAL CONDITIONS] and [MEDICAL CONDITION] hypertension (high

00

pressure in the arteries of your lung). Associated interventions directed nurse to monitor for signs and symptoms of

respiratory distress and report to MD a needed: respirations, pulse oximetry, increased heart rate (MEDICAL CONDITION],
restlessness, digphoresis, headaches, lethargy, confusion, atelectasis, hemoptysis, cough, pleuritic pain, accessory muscle usage, and
skin color. Intervention directed nurse to administer oxygen settings: oxygen vianasa cannulaat 2 liters

during sleep. According to R1's progress note dated 4/20/20 at 1:02 p.m, resident was made aware that he would be receiving a
roommate today per social service note. According to admission/readmission assessment dated [DATE], R1 was to be placed

on 14 day droplet precautions. According to resident's admission history and physical dated 4/20/20, R1 was hospitalized

from [DATE] through 4/17/20 for evaluation and management of worsening [MEDICAL CONDITION] and degeneration of nervous
system due to alcohol. His hospitalization was complicated by [MEDICAL CONDITION] which was evaluated by chest x-ray
which showed consolidation/atelectasisin left lower lung field. R1 did not have any systems suspicious for pneumonia.

Covid-19 testing was completed and was negative.
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