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

Level of harm - Minimal Based on observation, interview, and record review, the facility failed to ensure resident communal dining was canceled or
harm or potential for actual | made socially distant to potentially prevent the spread of Coronavirus-19 (COVID). This affected 14 residents (Residents
harm #4, #5, #6, #7, #8, #9, #10, #11, #12, #13, #14, #15, #16, and #17) on the secured memory care unit, and had the potential
to affect all 133 residentsin the facility. Findings include: Observation of the memory care unit on 06/17/2020 at 9:35
Residents Affected - Many | A.M. revealed 14 residents (Residents #4, #5, #6, #7, #8, #9, #10, #11, #12, #13, #14, #15, #16, and #17) sitting in the
dining room. The tables of the dining room were small, square tables designed for one person to sit on each side, and 13 of the

residents were sitting at the same table of at |east one other resident with less than six feet of distance between

them. One resident sat with aroom tray in front of her, but was within six feet of other residents. The staff werein the

process of collecting the residents dining trays, and two residents had their dining trays in front of them at the time of
observation. The memory care unit was accessible through a secured door that opened into the main section of the facility,
through which staff were observed entering and leaving the unit. Interview with Licensed Practical Nurse #201 on 06/17/2020 at 9:38
A.M. revealed some residents in the memory care unit gathered for meals and were served in the dining room. The

surveyor confirmed with her the identities and locations of the above noted 14 residents in the memory care dining room.
Interview with the Administrator on 06/17/2020 at 10:22 A.M. revealed the facility took steps to stop communal dining,

however it was difficult with memory care residents because they wandered frequently and it was hard to get them to eat in

their rooms. Review of the Centers for Medicare & Medicaid Services Memo QSO-20-14-NH (revised 3/13/2020) titled Guidance
for Infection Control and Prevention of Coronavirus Disease 2019 (COVID-19) in Nursing Homes reveal ed facilities were to
Cancel communal dining and all group activities. Review of the facility document titled Coronavirus Disease (COVID-19):
Updates to Residents and Family Members (undated) revealed the statement, Residents no longer gather for communal meals as
meals are prepared and delivered to the resident's room. Record review of Resident #4, Resident #5, and Resident #14

revealed no notes within the last two weeks indicating any of them refused staff direction to dine in rooms or to socially

distance from other residents.
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