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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 interview and record review, the facility failed to provide appropriate isolation precautions for one resident
 (Resident 2) by co- horting the resident with Resident 1 who has [MEDICAL CONDITION] ([MEDICAL CONDITION] -a
bacterium that can cause symptoms ranging from diarrhea to life-threatening inflammation of the colon). This facility failure had the
 potential for Resident 2 to develop [MEDICAL CONDITION] . Findings: During an observation on 4/10/20 at 2:30 p.m., the
 facility had no residents on isolation. Review of the complaint received by the Department on 4/10/20 indicated , Resident
 2 was co-horted with Resident 1 who had C.Diff. During a review of Resident 1's medical record the hospital laboratory
 report dated 3/21/20, indicated Resident 1 was positive for [MEDICAL CONDITION]. The attending physician (AP) documented at
the bottom of the report, Contact Isolation, [MEDICATION NAME] 500 mg.every 6 hours for 10 days, ( anti infective) and
 [MEDICATION NAME] (anti fungal) 500mg every 8 hours for 10 days. During a review of the document titled, Physician Order
 Report, dated 4/1/20 - 4/30/20 indicated orders for [MEDICATION NAME] and [MEDICATION NAME] as indicated on the
laboratory
 report. During a review of the document titled, Care Plan, dated 3/21/20 indicated [MEDICAL CONDITION] as a problem. Review
of the facility policy and procedure titled, Infection Control, [MEDICAL CONDITION], dated 10/2019, indicated, Residents
 with active diarrhea diagnosed   as having CDI should be placed in Contact Isolation .Patients can be grouped (cohorted)
 with other residents with [MEDICAL CONDITION]. During an interview on 4/10/20 at 2:45 p.m. with the Infection Preventionist
(IP), the IP stated, Resident 1 was diagnosed   with [REDACTED]. Resident 1 remained in the same room with Resident 2 who
 did not have [MEDICAL CONDITION]. According to Fundamentals of Nursing, 7th Edition by Potter-Perry, page 663, a patient
 with [MEDICAL CONDITION] requires contact isolation, and should be in a private room, or cohorted with other patients with
 [MEDICAL CONDITION].
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