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Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observations, staff interviews, and review of facility policy, it was determined that the facility failed to
 ensure COVID-19 infection control protocols were followed to help prevent the development and transmission of communicable
 diseases and infections on one of two floors (2nd Floor). Findings include:` The facility policy COVID-19 Protocol, dated
 7/1/20, revealed that residents must be masked if out of his or her room. Residents that are admitted   from home and the
 hospital are under a 14-day COVID-19 prevention protocol. During an interview on 7/16/20, 9:50 a.m. regarding the facility
 protocol and COVID-19 precautions, the Director of Nursing stated that activities and therapy should be done in the room;
 however, if they need to be done out of the room then the resident must be masked. The clinical record for Resident R1
 revealed an admission date of [DATE], for respite hospice stay, with [DIAGNOSES REDACTED]. The clinical record for Resident
R2 revealed an admission date of [DATE], with [DIAGNOSES REDACTED]. Resident R1 and Resident R2 were cohorted in a room
 together on the 2nd floor. During the facility tour on 7/16/20, at 10:17 a.m. Resident R1 was found seated in a wheelchair
 close to the nurse's station without a mask on. Resident R1 was on COVID-19 precautions starting on his/her admission date
 of [DATE] and through 7/22/20. During an interview with Nursing Assistant (NA) Employee E1 on 7/16/20, at 10:15 a.m.
 revealed that he/she didn't know that Resident R1 was still under COVID-19 precautions. During an interview on 7/16/20, at
 10:16 a.m. NA Employee E2 revealed that he/she was told during report that Resident R1 was under COVID-19 precautions but
 it wasn't anything to worry about. During an interview on 7/16/20, at 10:17 a.m. Licensed Practical Nurse (LPN) Employee E3
indicated that Resident R1 should have a mask on when sitting out in the hall. LPN Employee E4 proceeded to place a mask on
Resident R1 who did not voice any complaints or issues. The facility failed to properly implement thorough infection
 control practices to help prevent transmission of communicable diseases for residents and staff by not properly educating
 all staff concerning COVID-19 precautions and ensuring all residents were wearing a mask as required. 28 Pa. Code 201.14
 (d)(1)(5) Nursing services Previously cited 7/25/19
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