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

**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on observations, areview of the clinical record, staff interviews, areview of facility documentation and interviews for 2 of 6
harm or potential for actual | residents (Resident #1 and #2) reviewed for infection control, the facility failed to appropriately cohort a
harm resident with known COVID-19 infection and an asymptomatic or non-infected resident to prevent potential exposure to
COVID-19. Thefindingsinclude: 1. Resident #1 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED)]. The
Residents Affected - Few ann;zla\] Minimum Data Set (MDS) assessment dated [DATE] identified moderate cognitive impairment, independent with bed
mobility,
transfers and toilet use. The resident care plan dated 1/22/20 identified a potential for disruptive behavior,
noncompliance and agitation. Interventions directed staff to emphasize a positive calm approach. The physician order
[REDACTED]. Review of nurse's note dated 4/7/19 identified Resident #1 complained of pain and shortness of breath. Further
review identified the resident was on precautions due to COVID-19 test pending. Review of the laboratory result test dated
4/12/20 identified Resident #1 tested positive for COVID-19 infection. The care plan dated 4/16/20 identified Resident #1 with
COVID-19 infection. Interventions directed Droplet precautions as ordered. Review of social service note dated 4/21/20 identified the
social worker spoke with the resident on 4/15/20 regarding moving to another room secondary to COVID-19
directive. The note further identified the resident refused to move to another room and was able to demonstrate
understanding. 2. Resident #2 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED)]. The quarterly MDS
assessment dated [DATE] identified moderate cognitive impairment, independent with bed mobility and transfers, required
extensive assi stance with toilet use and personal hygiene. The care plan dated 3/16/20 identified the resident often
refused to let staff assist with personal hygiene and was noncompliant with recommendations for transfers and ambulation.
Interventions included verbalization of noncompliance, provide positive feedback for compliance, document refusals and
notify nurse of non-compliance. The care plan dated 4/3/20 identified the resident was at risk for COVID-19 exposure.
Interventions directed staff to implement transmission-based precautions as indicated and to reduce or eliminate out of
room activities unless medically indicated. Observation and interview with the Director of Nursing (DNS) on 4/22/20 at 1:40 PM
identified Resident #1 was resting in bed with acommode placed near his’her bed and a precaution sign outside his’her
room. Further observation identified Resident #2 resting in bed in the next room. Both rooms for Resident #1 and #2 had a
shared bathroom. The DNS identified Resident #1 had respiratory symptoms, tested positive for COVID-19 and
transmission-based precautions were implemented. The facility staff entering Resident #1's room were wearing N95
respirators with surgical masks, face shields, hazmat suits with disposable gowns over it, and disposable gloves. The DNS
identified Resident #1 was using the commode in his’her room to protect non-infected Resident #2 in the next room from
exposure to COVID-19 while using the bathroom shared between both rooms. Interview with LPN #1 on 4/22/20 at 1:45 PM
identified Resident #1 refused to use the commode in his’her room and was independently using the bathroom that he/she
shared with Resident #2. LPN #1 further identified that Resident #2 was noncompliant to call for assist and was
independently using the same bathroom. LPN #2 identified that staff had multiple discussions related both resident's
noncompliance, but changes were not implemented. Interview with NA #1 on 4/22/20 at 2:00 PM identified Resident #1 and
Resident #2 were noncompliant and they were both using the same bathroom. NA #1 further identified that housekeeping
cleaned and disinfected the bathroom once a day. Interview and review of socia service notes with SW #1 on 4/24/20 at 3:19 PM
identified Resident #2 was without symptoms of COVID-19 infection. Resident #2 was transferred into the room that
adjoined Resident #1's bathroom on 4/15/20. Subsequent to surveyor inquiry on 4/22/20 Resident #2 was transferred to
another unit because he/she was sharing a bathroom with a COVID-19 positive resident for seven days. The facility procedure from
the Centers for Disease Control (CDC) and American Health Care Association guidelines on cohorting residents to
prevent the spread of COVID-19 directed keeping residents who are COVID-19 positive or are suspected to have COVID-19 in
the same space (wing, floor, etc.) that is separate from those who are COVID-19 negative.
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