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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 observation, record review and staff interviews, the facility failed to implement source control and
 transmission-based precautions for one of one resident reviewed (Resident #1), who was a new admission to the facility. The findings
included: The undated facility policy regarding residents investigated for possible COVID-19 with a negative test
 result was reviewed. The policy indicated new and returning residents, who tested   negative during a recent acute care
 stay, were to be placed on a 14-day quarantine on admission to the facility from the hospital. Resident #1 was admitted
   to the facility from the hospital on [DATE]. The hospital discharge summary specified Resident #1 had tested   negative
 for COVID-19 on 07/28/20. The comprehensive assessment was not yet complete, but the Baseline Care Plan was reviewed. The
 Baseline Care Plan revealed the resident's psychosocial well-being was at risk related to restrictions to visitation due to the COVID-
19 prevention and response plan. The resident was also at risk for falls. On 08/03/20 at 12:43 PM, observations
 were conducted on Unit 3 where residents resided who had tested   negative for COVID-19. Residents who were new and recent
 re-admissions to the facility also resided on Unit 3. Observation revealed all staff wearing full personal protective
 equipment (PPE). Resident #1, admitted   4 days prior on 07/31/20, was observed in the hallway in a reclined chair on
 wheels. Resident #1 was not wearing a mask and appeared to be sleeping. Additionally, there was no personal protective
 equipment set up outside Resident #1's room or on the door. On 08/03/20 at 12:45 PM, Nurse #1, who was working as the
 charge nurse for Unit 3, was interviewed about why Resident #1 was outside of the isolation room. Nurse #1 stated the
 resident was a fall risk so was being kept in the hallway to be monitored. Nurse #1 stated a mask had been put on the
 resident but Resident #1 wouldn't keep the mask on. On 08/03/20 at 1:54 PM, the Director of Nursing (DON) and the Assistant
Director of Nursing/Infection Preventionist (ADON/IP) were interviewed about Resident #1 being outside the isolation room.
 The DON specified the expectation was for new admissions to be kept in the room for 14 days in isolation for observation.
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