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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, interviews, and record reviews, the facility failed to follow their infection control policy for
harm or potential for actual | Covid 19 for (R1, R2, R3, R4) four of four residents reviewed for isolation precautions in the sample size of 17. Findings
harm include: On 7/16/2020 at 10:40 AM, All of the residents room doors were open. There was no signage posted on residents

doorsindicating droplet/contact precautions. There was no isolation set-up in the hallways. The dining room door was open
Residents Affected - Some | with the television on. Review of R1's Physicians Order denotes R1 to be on isolation for contact/droplet isolation
precautions dated 7/3/2020. At 10:50 AM, R1 was observed coming out of her room viawheelchair without a face mask. She

went across the hall into the day room which was unlocked. There was no signs on the door indicating R1 was on

contact/droplet precautions. R2 has a medical [DIAGNOSES REDACTED]. On 7/8/2020, R2 was readmitted  from the hospital.
Record review of Physicians Order denotes on 7/8/2020, contact/ droplet precautions were initiated related to Covid 19. At
10:52 AM, R2 was observed in her wheelchair outside her door. She was trying to talk to another resident that was sitting

in their room across from her. R2's mask was underneath her chin. There was no signs on her door indicating R2 was on
contact/droplet precautions. R3 was admitted to the facility on [DATE] in room [ROOM NUMBER]-B. Physician order
[REDACTED]. At 10:53 AM, R3 was observed walking towards the nurses' station. He stated he was going to the other side to fill up
his

water pitcher, as he always goes to get his water from the faucet which is located on the 2 North side. There was no signs

on the door indicating R3 was on contact/droplet precautions. R4 readmitted ~ from the hospital on [DATE] into room [ROOM
NUMBER]-A. Physician order [REDACTED]. On 7/16/2020 at 11:50 AM, R4 was observed exiting room [ROOM NUMBER] via
wheelchair

with no face mask on. There was no signs on the door indicating R4 was on contact/droplet precautions. At 1:00 PM, V6
(Infection Control Preventionalist) stated she posted signs on both ends of the exit door to the stairwell, and there

should be alarge orange sign on the wall when you come off the elevator that reads contact droplet isolation. There was no sign
posted by the elevator indicating contact droplet precautions. On 7/16/2020, at 10:48 AM, V5 (Director Social

Services) stated residents on the 2nd floor are not supposed to be outside their rooms. The dining room door should have

been locked. On 7/16/2020 at 12:40 PM, V3 stated the facility did not have any signage or isolation set-up because the

entire unit isa Covid unit. He stated he was familiar with the policy and procedure for Covid 19, but was not aware that

the facility policy indicated that signage of contact/droplet precautions needed to be placed on residents' door for

confirmed or suspected cases of Covid 19. Policy: Bria Health Services Policies and Procedures for Covid 19: Revised
5/19/2020 The facility will conduct education, surveillance and infection control and prevention strategies to reduce the

risk of transmission of Covid 19. The facility will implement recommendations and guidelines in accordance with the Centers for
Disease Control and Prevention (CDC), CM S, Wisconsin Department of Health (DPH) and the Illinois Department of Health
(IDPH), to include identification and isolation of any suspected cases. 5. If aresident isdiagnosed with [REDACTED].

Positive or symptomatic patients should be given a surgical mask and encouraged to wear at all times. If not tolerated,

then resident should wear a surgical mask when close contact with othersis anticipated. 6.Resident with confirmed Covid 19
[DIAGNOSES REDACTED].
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