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F 0830 Provide and implement an infection prevention and control program.

Level of harm - Minimal Based on observations and interviews with staff, the facility failed to ensure that appropriate infection control practices were

harm or potential for actual | implemented to prevent and control the spread of infection. The findings include: The facility was previously cited

harm for lapses in infection control practices noted during the 5/4/20 inspection. A) Interview with the Director of Nurses

(DON) on 5/13/20 at 9:30 AM identified that Resident #1 had a positive COVID-19 result on 5/12/20 at 2:01 AM, Resident #1's
Residents Affected - Few | roommate, Resident #2 had a negative COVID-19 result on 5/12/20 at 2:24 AM. The DON identified that as of 5/13/20 at 9:30
AM Resident #1 and Resident #2 remained in the same room (approximately 31 hours after the facility was made aware of
Resident #1 and Resident #2's test results). The DON further identified that the facility was aware on 5/12/20 that

Resident #1 was positive and in the room with Resident #2, and that priority is given to separate positive and negative

residents. The DON further identified that it was not done on 5/12/20 because the facility had worked all day on other room changes
and did not have time to move Resident #1 to the COVID designated unit. Observation on 5/13/20 at 10:30 identified

that Resident #1 and Resident #2 were in the same room. The DON identified that Resident #1 would be moved to the COVID-19
positive unit as soon as possible. B) Interview with the DON on 5/13/20 at 9:40 AM identified that Resident #3 had a

positive COVID-19 test on 5/11/20 at 10:00 PM, and Resident #4 had a negative COVD-19 test on 5/11/20 at 10:10 PM. The DON
identified that as of 5/13/20 at 9:40 AM Resident #3 and Resident #4 remained in the same room, (approximately 36 hours

after the facility was made aware of the test results). The DON stated that she could not explain why the resident's

remained in the same room, and thought maybe it was an oversight on the part of the facility. Observation on 5/13/20 at

10:45 AM identified that Resident #3 and Resident #4 were in the same room. The DON identified that Resident #3 would be
moving to the COVID-19 positive unit as soon as possible. Interview with the Medica Director on 5/13/2020 at 10:35 AM
identified that COVD-19 positive residents and negative residents should not be in aroom together, and should be

separated as soon as possible. Interview with the administrator on 5/12/20 at 11:00 AM identified that the facility isto

follow the Center for Disease Control (CDC) guidelines on COVID-19. Review of the CDC guidelines identified that residents
that test positive for COVID-19 should be cohorted with other positive residents, and residents that test negative for

COVID-19 should be cohorted with other negative residents. C) Interview and Observation on 5/13/20 at 9:30 AM with the

staff development coordinator identified that a Nurse Aide was in a COVID-19 positive room without a face shield on.

Interview with the NA identified that she did not like to wear the face shield because she cannot see well with it on. The

staff development coordinator identified that it was facility policy to wear aface shield whilein COVID-19 positive room, and the
NA was educated. Review of CDC guidelines identified that individuals working with COVID-19 residents should wear

eye protection. D) Interview and Observation on 5/13/20 at 9:20 AM identified a portable privacy screen at the entrance to

the A unit. The screen was on wheels, and had ametal frame that had 3 panels with a curtain like material, the privacy

screen had to be moved manually in order to enter the unit. The DON stated that the screen was in place as a barrier

between the unit and the corridor leading to other units. The privacy screen was placed there because there are 4 patient

rooms before the fire door, and closing the fire door would isolate those four rooms from the rest of the unit, so they

decided to put up the portable privacy screen to provide a barrier from the unit and the corridor. The DON identified that

the screen would be removed.
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