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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 implement interventions to prevent and control
harm or potential for actual | the spread of COVID 19 (Coronavirus disease, amild to severe respiratory illness that spread from person to person) in
harm accordance to the facility's infection control policy by failing to: Ensure to have designated staff who are only assigned
for residentsin the yellow zone (area for residents who are newly admitted and/or readmitted  to the facility and
Residents Affected - Some | deemed suspected or under investigation for possible COVID 19 infection) and designated staff who are only assigned for
residents in the green zone (area for residents who have tested negative for COVID 19 infection). This deficient practice had the
potential to spread the COVID 19 infection. Findings. During an observation and concurrent interview on 7/24/20, at 2:27 p.m., the
Director of Nursing (DON) stated the tape on the floor served as a divider between the green zone and the
yellow zone. During an interview on 7/24/20, at 2:32 p.m., in the green zone, Licensed Vocational Nurse 1 (LVN 1) stated,
he was assigned to do treatments for residents in both the green and yellow zones. LVN 1 stated, after he completed the
treatments for the residents in the yellow zone he returned to the green zone. A review of the facility's undated policy
and procedure titled, Infection Prevention Quality Control Plan, indicated the yellow zone was staffed separately with
designated healthcare providers to care for the residents and the green zone residents have their own separate staff.
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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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