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

Level of harm - Minimal Based on observation and record review, the facility failed to ensure 4 of 4 staff were wearing face shields on the

harm or potential for actual | Covid-19 hall (CNA 5, CNA 7, QMA 6, RN 4). Findings include During an observation on the Covid-19 hall on 9/21/2020 at 2:30

harm P.M., certified nursing assistants (CNAs) 5 and 7, QMA 6,and RN 4, were not wearing a face shields. CNA 5 was passing ice

water to the residents. Signs on each door indicated the following personal protective equipment were to be worn Mask, Face shield,
Residents Affected - Few | Gloves, Gown. During an interview on 9/21/2020 at 3:04 P.M., RN 3 indicated the staff on the Covid-19 hall were to
be wearing face shields. 3.1-18(b)(6)

F 0885 **NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on record review and interview the facility failed to notify the resident's representative of a COVID-19 positive

Level of harm - Minimal  |test resultiin 1 of 3 residents reviewed for Covid-19 test results (Resident B). Finding include: The Clinical Record of

harm or potential for actual | Resident B reviewed on 9/21/20 at 11:20 A.M., indicated the resident had [DIAGNOSES REDACTED]. The laboratory test resuilts,

harm dated 9/5/20 at 10:09 A.M., indicated Resident B was positive for COVID-19. The Progress Notes, dated 9/5/20 at 3:00 P.M.,

indicated the following: The social worker had attempted to notify all 3 Power Of Attorney's (POA) for Resident B of his

Residents Affected - Few | Positive COVID-19 test result. There was no documentation Resident B's POA's had returned the social worker's phone call.

On 9/21/20 at 12:16 P.M., during an interview, Registered Nurse (RN) 3 indicated the following: Either the nursing

department or socia services should had notified the resident's family of the positive COVID-19 test result and should had documented

in the resident's chart. A policy titled Prevention of COVID-19, dated 3/3/20, provided by RN 3 on 9/21/2020 at

12:40 P.M., lacked documentation in the policy that indicated the resident's representative should had been notified of a

positive COVID-19 test result. On 9/21/20 at 2:25 P.M., during an interview, RN 3 indicated the policy titled Prevention of Covid-19
as the most current policy used by the facility.
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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.
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