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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Provide and implement an infection prevention and control program.

 Based on observation, record review and interview, it was determined the facility failed to ensure infection control
 procedures were in place to prevent the spread of COVID-19 for one of two smoking areas observed for infection control
 procedures. Findings: The Center for Disease Control guidance titled, Coronavirus Disease 2019 (COVID-19) Preparing for
 COVID-19 in Nursing Homes, documented, .Implement aggressive social distancing measures (remaining at least 6 feet apart
 from others) .Remind residents to practice social distancing .Remind HCP to practice social distancing .when in break rooms or
common areas . On 08/06/20 at 8:45 a.m., upon arrival to the facility, thirteen residents were observed smoking on the
 covered porch without masks on. They were all observed to be sitting less than six feet apart. Some residents were observed to be
sitting one to two feet apart. One staff was observed sitting in the area. At 9:00 a.m., the administrator was asked
 if the residents in the smoking area were sitting at least six feet apart to ensure social distancing. She stated no. She
 stated they had a difficult time getting them to spread out because the grass was wet and/or they did not want to sit out
 in the sun. She stated they had tried taking them out in smaller groups to spread them out, but the residents' exhibited
 behaviors when they did not get their usual smoke break times.
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