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Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observations, clinical record review, review of facility documentation, review of facility policy, and interviews, for one of
three resident rooms with newly admitted residents, Resident #1 and Resident #2 and for the only sampled

resident pending COVID 19 testing, Resident #3, the facility failed to implement appropriate infection prevention

strategies during the COVID 19 pandemic. The findingsinclude: a. Resident #3's [DIAGNOSES REDACTED]. The annual
Minimum

Data Set (MDS) assessment dated [DATE] identified Resident #3 had both long and short term memory problems and was totally
dependent on staff for Activitiesof Daily Living (ADL's). The Resident Care Plan (RCP) dated 4/21/2020 identified symptoms of and
presumptive or actual [DIAGNOSES REDACTED]. The nurse's note dated 5/3/2020 at 4:18 AM identified that Resident #3

had arectal temperature of 100.1 degrees Fahrenheit, the Advanced Practice Registered Nurse (APRN) was notified and

ordered a COVID 19 test and chest x-ray. During atour of the facility, observation, and interview with Registered Nurse

(RN) #1 on 5/4/2020 at 1:00PM, it was identified that outside of Resident #3's room was a sign indicating that Resident #3

was on transmission based precautions and a blue gown was hanging from a hook inside of the room. Licensed Practical Nurse
(LPN) #1 was in Resident #3's room without the benefit of a protective gown or face shield. LPN #1 was wearing a

short-sleeved hospital gown, facemask, and eyeglasses. Interview and review of facility policy with RN #1 and LPN #1

identified that Resident #3 required transmission based precautions. LPN #1 identified that he/she had gone into Resident
#3'sroom to see why his/her tube feeding device was beeping. LPN #1 identified that he/she did not require a face mask or

gown to care for Resident #3 because he/she wasn't going to be in the room long. LPN #1 identified that wearing a gown and

face shield for COVID 19 suspected residents depended on the length of time that he/she was in the room. RN #1 identified

that PPE did not depend on the length of time staff were in the room and that L PN#1 should have been wearing a face shield

and the gown that was hanging in the room while taking care of aresident with suspected COVID 19. bl. Resident #1 was

admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. The Resident Care Plan (RCP) dated 5/1/2020 identified
symptoms of and presumptive or actual [DIAGNOSES REDACTED]. A late entry nurse's note dated 5/2/2020 at 3:08 AM identified
Resident #1 was on droplet precautions. b2. Resident #2 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED)].
The admission Minimum Data Set (MDS) assessment dated [DATE] identified Resident #1 was without cognitive impairment and
required limited assistance with ADL's. The Resident Care Plan (RCP) dated 4/30/2020 identified symptoms of and presumptive or
actual [DIAGNOSES REDACTED)]. A physician's orders [REDACTED]. During atour of the facility, observation, and interview
with RN #1 on 5/4/2020 at 1:10 PM, atransmission based precaution sign was noted outside of Resident #1 and Resident #2's
room. The curtain between Resident #1 and Resident #2 was approximately one quarter drawn. Resident #2 was noted to be

sitting in his’her wheelchair beyond the end of the curtain watching television and Resident #2's face was noted to be in

view to him/her. Resident #2 turned to speak with Resident #1 and was noted to be face to face with Resident #2. Neither

Resident #1 nor Resident #2 were wearing a face mask, and the residents were noted to have less than a six foot social

distance space. RN #1 identified that since both residents were newly admitted , they both were on a 14 day quarantine and the
residents should have had the curtain drawn between them.
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