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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, review of facility policy, and interviews, the facility failed to ensure appropriate precautions

harm or potential for actual | were maintained on one of three observation units during the COVID-19 pandemic. The findings include: Resident #1 was

harm admitted to the facility on [DATE] with [DIAGNOSES REDACTED)]. Resident #2 was admitted on [DATE] with [DIAGNOSES
REDACTED]. Observation on 7/27/20 at 11:45 AM with the Director of Nurses (DNS) identified Resident #1 and Resident #2 were
Residents Affected - Few  |in their

room, sitting in a chair and Resident #2 was noted to be coughing. Outside of the door was a transmission-based precaution

sign and a Personal Protective Equipment (PPE) cart set up. The DNS identified that Resident #1 was being observed on a

14-day quarantine period, per the facility protocol, following his’her admission. The DNS further identified that Resident

#2 had previously completed his’her quarantine. The curtain between the beds was left open. Subsequent to surveyor inquiry, the
DNS directed a Nurse Aide (NA) to go into the room and close the curtain. Interview and review of facility protocol

with the DNS on 7/27/20 at 12:44 PM identified that the facility protocol was to ensure that PPE was worn for Resident #1

and that the curtain was supposed to remain closed during observation. Although the DNS identified that the facility policy included
closing the curtain for residents who were known COVD-19 positive, he/she identified that the policy for

observation did not include closing the curtain and that he/she would need to update the COVD-19 quarantine observation

policy.
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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
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