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Provide and implement an infection prevention and control program.

Based on observation, record review and interview, the facility failed to ensure infection control guidelines werein place and
implemented to properly prevent and or contain COVID -19 related to failure to continue transmission based precautions

for aresident who tested positive for COVID-19 for 1 of 1 residents reviewed for COVID-19 protocol. (Resident 1) Finding
includes: On 10/3/20 at 12:30 p.m., the Resident 1 was observed seated in her private room eating lunch. There were no
transmission based precautions in place. The record for the resident was reviewed on 10/3/20 at 12:40 p.m. The resident was tested
for COVID-19 on 9/28/20 with al of the other residents in the facility using the polymerase chain reaction (PCR)

test. On 10/1/20, the resident was the only one to receive a positive result. She had previously been in contact with a

COVID-19 positive staff member. She was moved out of her room and placed on standard, contact and droplet isolation
precautions on the designated COVID Unit. On 10/1/20, the resident received arapid point of care (POC) COVID -19 test
administered by the facility staff. That test was negative. She was then given another PCR test on 10/1/20. On 10/2/20, the result of
the second PCR test was negative. She was removed from the COVID Unit and returned to her room with no isolation

precautions remaining in place. The document titled, COVID-19 Control Measures for (Name of facility) Interim Guidance,

dated March 20, 2020, was provided by the Administrator on 10/3/20 at 12:45 p.m. The document indicated, .If patient have

been screened and their testing is POSITIVE for COVID-19 c) Maintain Standard, Contact and Droplet Precautions (including

eye protection) During an interview with the Director of Nursing (DON) on 10/3/20 at 12:00 p.m., sheindicated the resident did not
have any symptoms so they wanted to verify the results of the test. After receiving the two negative tests, they

assumed it was a false positive test and moved her out of the COVID Unit. 3.1-18(a)

Based on record review and interview, the facility failed to ensure the Infection Preventionist had completed a specialized training
course necessary for the COVID-19 survey protocol. This had the potential to affect all 56 residents residing in

the facility. Finding includes: During avisit on 10/3/20, the Director of Nursing (DON), who is the the facility's

Infection Preventionist, lacked a certificate which indicated she had completed a training course related to infection

prevention and control. During an interview with the DON on 10/3/20, at 12:00 p.m., she indicated she was the Infection
Preventionist and she had not completed any specialized training courses for that position, but was aware she needed to

complete atraining course.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER

TITLE (X6) DATE

REPRESENTATIVE'S SIGNATURE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

FORM CM S-2567(02-99)
Previous Versions Obsolete

If continuation sheet
Page 1 of 1

Event ID: YL1011 Facility ID: 155719




