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F 0830 Provide and implement an infection prevention and control program.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Level of harm - Minimal Based on clinical record reviews, review of facility documentation and interviews for two of five sampled residents

harm or potential for actual | (Resident #1 and Resident #5) who had been outside the facility for ahospitalization or medical appointment, the

harm facility failed to cohort the residents as recommended by facility policy in order to prevent the transmission of COVID-19

infection. The findingsinclude: 1.Review of Resident #1's clinical record identified the resident returned to the facility on [DATE]
Residents Affected - Few | from ahospital admission that was not associated with COVID-19. The clinical record identified Resident #1
tested negative for COVID-19 in the hospital prior to discharge. Upon Resident #1's return to the facility, Resident #1
was placed on droplet precautions and a fourteen (14) day isolation period was initiated due to an Exposed status. Resident #1 was
placed in aroom with Resident #2, who had tested negative for COVID-19 on 5/11/20 and had no known exposure risk. Resident
#1'sclinical record identified on 5/22/20, ten (10) days after readmission to the facility, Resident #1 developed afever, had a
decreased oxygen saturation level and was transported to the hospital where Resident #1 tested positive
for COVID-19. 2. Review of Resident #5's clinical record identified the resident was placed on droplet precautions on
5/8/20 as an Exposed resident due to the necessity of leaving the facility for medical appointments. Resident #5 tested
negative for COVID-19 at the facility on 5/11/20, however, on 5/19/20 Resident #5 became febrile, had a decreased oxygen
saturation and was transported to the hospital where Resident #5 tested positive for COVID-19. Review of Resident #6's
clinical record, Resident #5 's roommate, identified Resident #6 had tested negative for COVID-19 on 5/11/20 and had no
identified exposure risk. The record identified Resident #6 developed a temperature on 5/20/20 and was retested for
COVID-19 with results pending. A review of facility policy titled Emergency COVID-19 Pandemic Infection Control Policies
dated 5/15/20 identified during the COVID-19 Pandemic, the facility will follow the most current Centers for Disease
Contral, Centers for Medicare Services, and State of Connecticut Department of Public Health guidance on infection control
related to COVID-19 for the care of residents. This includes use of personal protective equipment, cohorting, and
environmental cleaning to ensure the safety of residents, staff, and visitors. A review of aBlast Fax from the Department
of Public Health and distributed to long term care facilities on 5/11/20 identified facilities were recommended to cohort
residents into three separate unit/areas which included Positive residents who were confirmed to have COVID-19 dueto a
positive test, Negative residents who were asymptomatic, had no known exposure and tested negative for COVID-19, and a
third unit for Exposed residents who were roommates of COV1D-19 positive residents undergoing a fourteen (14) day
quarantine or a symptomatic resident with high clinical suspicion for COVID-19 awaiting test results. The fax further
identified room sharing priorities are private rooms for Exposed cohort where residents could potentially be positive or
negative, COVID Positive residents can share aroom with other COVID Positive residents and COVID Negative residents can
share aroom with other COVID Negative residents. Interview with the Director of Nursing (DON) on 5/23/20 at 11:40 AM
identified although Resident #1 and #5 tested negative for COVID-19 they are put on precautions when returning to the
facility. The DON identified precautions are a standard of practice because there was no way to know if there was an
exposure and droplet precautions and early intervention of symptoms would minimize the risk of transmission. The DON
identified the residents who would be considered Exposed were placed with residents considered Negative because of afalse
sense of confidence with the negative tests received from the hospital. The DON indicated the minute a resident becomes
symptomatic, they are put on droplet precautions, the physician is notified, and they aretested . The DON identified
residents are moved after the test results have been obtained and, if positive, the roommate is then put on droplet

precautions. The DON identified creating the third cohort of Exposed residents was not clear in the direction received from the Blast
Fax.
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