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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 provide appropriate resident care by not
harm or potential for actual | separating anewly admitted resident (Resident (R) 1) and [MEDICATION NAME] the appropriate social distancing between two
harm residents (R1, R2) out of 4 sampled residents during the COVID-19 pandemic. R1 was awaiting COVID-19 test result. R1 was

observed sitting across from R2 who was not suspected of having COVID-19. The findings include: Record Review for Resident
Residents Affected - Some | (R) 1 revealed a physician's progress note dated 06/1/2020 that R1 is Quarantine for covid also exacerbated

depression/confusion. Covid19 swab x 2 was negative. The resident was recently admitted for rehab on 5/29/2020. R1 came from
the hospital. [DIAGNOSES REDACTED]. Record Review for R2 revealed R2 was admitted on [DATE]. [DIAGNOSES
REDACTED]. R2

has a history of falling. An observation was made on 06/4/2020 at 9:25 AM of two residents, R1 and R2. They were observed

sitting in wheel chairs across from each other at adining table. They were sitting less than 6 feet apart. Both were not

wearing face masks at the time. R2 was eating a meal while R1 was just sitting at the same table. R1 was seated in an area

which was designated for COVID-19 free residents. An interview was conducted on 06/4/2020 at 9:35 AM with Employee (E) 1
related to the observations made of R1 and R2 in the dining room. E1 stated, They should be at |east 6 feet apart. R2 was

then moved to another table after it was brought to the attention of E1. Facemasks were also provided for the two residents to wear.
R2 did not keep facemask on. E1 also explained that all residents in this unit were negative for COVID-19. An

interview with E2 was done on 06/4/2020 at 9:45 AM. E2 stated that, R1 and R2 are in the dining area right now because they are fall
risks. We have to watch them closer. R1 is new. R1 just came here recently and R2 is been here for awhile. The

Director of Nursing (DON) provided a copy of the COVID-19 respiratory surveillance report. This report revealed that R1 was a new
admission and was tested for COVID-19 on 06/3/2020. The result for R1 was still pending at that time. On 6/11/20 at 3:05 PM, a
review of lab report dated 06/5/2020 had revealed that R1 was negative for Coronavirus. During an interview on

6/11/20 at 3:11 PM, the Administrator stated We follow CDC guidelines related to new admissions. R1 was on observation

status. R1 tested negative for covid before R1 was admitted . During an interview on 6/11/20 at 3:20 PM, E3 (Nurse Unit

Manager) stated The newly admitted residents do not come out of their room. They are separated from the other residents.
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