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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 signage designating contact isolation was
harm or potential for actual | placed in aprominent areafor 1 (Resident #1) of 1 case mix resident who was on contact isolation. Thisfailed practice
harm had the potential to affect 25 residents who resided in the facility on the 400 hall, according to alist provided by the

Administrator on 6/4/2020 at 4:14 PM. The findings are: Resident #1 had a[DIAGNOSES REDACTED]. An Annual Minimum Data

Residents Affected - Few | Set

(MDS) with an Assessment Reference Date (ARD) of 04/06/2020 documented a Brief Interview for Mental Status (BIMS) of 11

(08-12 indicates moderately impaired). physician's orders [REDACTED]. Contact Isolation r/t (related to) ESBL in urine

(contained in foley) Phone Active 05/31/2020, . [MEDICATION NAME] Capsule 100 MG (milligrams) . Give 1 capsule by mouth
two times aday related to Urinary tract infection . a. On 6/3/2020 at 11:21 AM, Certified Nursing Assistant (CNA) #4 was

asked, How do you know that aresident isin isolation? She stated, There is asign on the door, with the isolation

supplies on the door. She was asked, |s Resident #1 on the 400 hall in isolation? She stated, | don't know, there's not a

sign. b. On 6/3/2020 at 11:27 AM, Resident #1 who had been identified by Registered Nurse (RN) #1 as being in isolation for ESBL
in his urine was observed without signage on his door, no Personal Protective Equipment (PPE), separate trash and or

laundry receptacles visible. A photo was taken at thistime. ¢. On 6/3/2020 at 11:28 AM, RN #1 was asked, How do you know
theresident isin isolation? RN #1 stated, He should have a sign on the door, and PPE. She was asked, Is that how the

staff is notified of aresident being in isolation? She stated, Yes, it tells them what type of isolation. She was asked,

If the staff doesn't know what type isolation aresident isin, how do they know what type of PPE to use? She stated, |

didn't know there wasn't asign on his door. She was asked, How would staff know what type of PPE to wear? She stated, They
wouldn't. d. On 6/3/2020 at 11:37 AM, the Director of Nursing (DON) was asked, How are residents in isolation identified?

She stated, They have a sign on the door identifying the type of isolation they are in and the type of PPE they should use

She was asked, If thereisn't asign on the door how do staff know what type of PPE to use? She stated, Their nurse should

let them know. She was asked, And if the nurse doesn't let them know? She stated, Then they wouldn't know. She was asked,

If staff provided care for aresident in isolation without the appropriate PPE, what could be a potential outcome? She

stated, Well they could spread infection. e. A COVID-19 RECOMMENDATIONS . policy received from the DON on 6/3/2020 at
2:25

PM documented, . Transmission-based precautions are special precautions which should be used for persons who are infected

with a disease that requires Additional precautions beyond the standard precautions ., Contact precaution ., infection

control practices designed to protect against touching infected persons or contaminated environments .
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