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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, interviews, and record review during a COVID-19 Focused Infection Control Survey (NY 236) conducted
 on 8/13/20 to 8/14/20, the facility did not establish and maintain an infection prevention and control program designed to
 provide a safe, sanitary and comfortable environment and to help prevent the development and transmission of communicable
 diseases and infections for 1 (Resident #8) of 8 Residents reviewed. Specifically, Certified Nursing Assistant (CNA) #3
 provided direct care to Resident #8 on 8/10/20. CNA #3 tested   positive for COVID-19 on 8/12/20. The facility did not
 identify Resident #8 as being exposed and did not place the resident on the transmission-based precautions. The findings
 were: The facility's policy titled Coronavirus Disease 2019 (COVID 19) Prevention and Detection updated 6/10/20 documented
 the facility will conduct regular surveillance of resident and employee infectious diseases and track any
 infection/illness. The Rapid [DIAGNOSES REDACTED] Cov 2 COVID-19 [MEDICATION NAME] result for CNA #3 dated
8/12/20
 documented positive. Resident #8 was admitted on [DATE] with [DIAGNOSES REDACTED]. The Minimum Data Set (MDS)
assessment
 dated [DATE] documented the resident's cognitive status as severely impaired. The Admission/Discharge/Transfer (ADT)
 history documented Resident #8 was moved from Peach to Dogwood unit on 8/10/2020. The Certified Nurse's Aide Documentation
 History dated 8/10/20 documented CNA #3 provided care to Resident #8 including bathing, bed mobility, dressing, eating,
 personal hygiene, transfer, toilet use, and locomotion. The medical records for Resident #8 lacked documented evidence for
 Contact/Droplet precautions before and after exposure to CNA #3. On 8/14/20 at 4:32 PM the Director of Nursing Service
 (DNS) was interviewed with the Registered Nurse Infection Preventionist. The DNS stated CNA #3 worked on the Peach unit on
 8/10/20 and was assigned to Resident #8. On 8/12/20, DNS was notified that CNA #3 was positive for COVID-19. The DNS stated
that all residents on the Peach unit were placed on Contact and Droplet Precautions and were swabbed. The DNS stated that
 she was responsible for surveillance/contact tracing and did not identify Resident #8 as being exposed to CNA #3. In
 addition, she stated that the facility should have traced all residents who came in contact with CNA #3 in the last 72
 hours and should have placed those residents on Contact and Droplet Precautions. The DNS stated that Resident #8 should
 have been tested   for COVID-19 and placed on quarantine for 14 days. On 8/14/20 at 5:26 PM the Medical Director (MD) was
 interviewed via phone and stated Resident #8 should have been tested   and placed on quarantine for 14 days. 10 NYCRR
 415.19(a)(2)
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