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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 observation, interview, and record review, the facility failed to ensure transmission-based precautions were
harm or potential for actual | maintained for aresident with potential exposure to COVID-19 for 1 of 1 residents in droplet isolation (Resident B).
harm Findingsinclude: During atour of the facility, on 6/4/20 at 9:48 am., accompanied by the Infection Preventionist (IP), asign on the

door of aroom on the 100 Hall identified the resident as being in droplet plus precautions. The IP indicated

Residents Affected - Few | theresident, Resident B, was a new admission, and therefore in droplet plus precautions for two weeks following his

admission. The P indicated droplet plus precautions included full personal protective equipment (PPE) - mask, gown,

gloves, and goggles or aface shield. During arandom observation, on 6/4/20 at 10:09 am., PT 5 approached Resident B's

room and opened the door. He indicated to the resident he was going to go in, and placed a pump bottle on the floor, just

inside the room, to the left side of the door. He then entered the room, without donning additional PPE other than the mask he already
wore, and closed the door. During an observation, on 6/4/20 at 10:11 am., accompanied by the IP, PT 5 was

inside the resident's room, between the door and bed where the resident was laying. He was wearing a mask and a pair of

gloves, but no additional PPE. The IP indicated he should be wearing the additional PPE available on the door. The IP

indicated, immediately following the observation, the therapy department was responsible for their own inservice education, apart
from the facility. Review of adroplet plus room sign, provided by the IP on 6/4/20 at 10:53 am., indicated the

following: .Make sure their eyes, nose and mouth are fully covered before room entry Resident B's clinical record was

reviewed on 6/4/20 at 10:54 am. [DIAGNOSES REDACTED]. He had a current physician order [REDACTED]. During an
interview, on 6/4/20 at 10:55 am., PT 5 indicated he had received training on PPE and transmission-based precautions. He wanted to
check with the resident first, to seeif he had leg pain, and was documenting everything in his tablet, and had not yet put a

gown on when he was observed in the room. Review of acurrent facility policy, titled ASC COVID-19 Admission Criteria,

revised 6/3/20 and provided by the IP on 6/4/20 at 11:29 am., indicated the following: .New admissions and readmissions

will be placed on droplet plus precautions for 14 days 3.1-18(a)
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