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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 and interview, it was determined the facility failed to ensure the appropriate personal protective

harm or potential for actual | equipment was worn by staff during the provision of care to residents residing in two of two quarantine units whose

harm COVID-19 status was unknown. The facility identified 21 residents who resided in the two quarantine units of the facility.

Findings: On 06/10/20 at 9:20 am., the administrator and DON were asked who resided in the quarantine units. The
Residents Affected - Many | administrator stated residents who were new admissions or re-admissions to the facility. They were asked what PPE was worn

by the staff who provided care to the residents in the quarantine units. The administrator stated no PPE was used in the

quarantine units. The staff only wore masks and gloves. The DON stated full PPE was only used by the staff in the isolation unit and
the COVID-19 unit. At 9:30 am., observations were made of the quarantine units in the facility. Staff and

residents were observed in the hallways of both units. Staff were observed to enter and exit resident rooms with surgical

masks and gloves. No other PPE was observed to be worn by the staff. Staff was observed assisting residentsin the hallways with
transfers, ambulation and direct care needs. Staff was observed to wear surgical masks and gloves when in direct

contact with the residents. No other PPE was observed to be worn by the staff. At 10:10 am., the DON and ADON were asked

how they prevented the development and transmission of COVD-19 without implementing proper infection control practices

with residents of unknown COVID-19 status. The DON stated their status was known when they tested negative for [MEDICAL
CONDITION] and were discharged  from the hospital. They were asked what the incubation period was for the [MEDICAL
CONDITION]. The ADON stated seven to ten days. She was then asked why the residents were quarantined. She stated to monitor
for signs and symptoms. The administrator, DON and ADON were asked if the residents COVID-19 status was known then why were
the residents quarantined and monitored for signs and symptoms during the incubation period. No response was provided.
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