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F 0830 Provide and implement an infection prevention and control program.
Level of harm - Minimal Based on observation, interview, and record review, the facility failed to properly contain COV1D-19 by not following their infection
harm or potential for actual | prevention and surveillance policy and procedures. This failure affected two (R2 and R3) of four residents
harm reviewed for infection control and has the potential to affect all 19 residents currently on the unit. Findings include:

6/8/20 at 11:50 AM, V3 (Assistant Director of Nurses) stated, | along with my DON (V2) are the infection control designees. We
Residents Affected - Many | have two residents currently on isolation for active infections and two that are quarantined for 14 days because they

came from the hospital. V3 also stated that an isolation carts are placed outside of these rooms and there are signs on the door. The
carts have personal protective equipment (PPE) such as gowns, gloves, masks and staff need to put on PPE's prior

to entering the room. 6/8/20 at 12:05 PM, observed rooms for R1 and R4 with isolation carts and signage on doors for anyone
entering these rooms to see the nurse prior to entering; R1 and R4 have active infections. R2 and R3's rooms had no

isolation carts nor signage to indicate that either residents were quarantined as stated by V3 to prevent potential spread

of any infections. 6/8/20 at 12:10 PM, V4 (Registered Nurse), stated that she has one person on her side on quarantine and

another on the other side but that resident belongs to the other nurse. When asked why there were no isolation carts or

signage to designate residents on quarantine, V4 stated that they just use universal precautions for all residents. 6/8/20

at 12:10 PM, V1 (Administrator) stated, Well start placing signage on our doors to show which residents are quarantined.

6/8/20 at 12:15 PM, V2 (Director of Nurses) stated, | agree that the residents that are quarantined are adhering to staying in their
rooms but | see that staff should treat quarantined residents similar to isolation and we should be placing signs

on our doors for these residents. Policy dated 4/2020 titled, Communicable Disease Control includes: Residents suspected of
contracting a potentially communicable or infectious disease, may remain in the community with appropriate infection

control measures unless directed otherwise by the local or state departments of health/public health/human services.

Standard Precautions will be exercised regarding resident care, including the handling of any personal resident items. If a serious
outbreak of ahighly contagious disease occurs within the community, strict adherence to standard precautions, use

of personal protective equipment (gloves, gowns, masks, etc.) should be used and implemented according to the most current

CDC and Prevention recommendations. The resident will be restricted to his/her room until a further assessment is completed by the
Nurse and/or resident's physician. The community will provide supportive care for the residents such as meals,

fluids, and facilitate transportation to the hospital if medical care is needed. Signage, indicating for visitors to stop

and check with the nurse or care associate before entering, will be posted on the residents apartment or room door. Upon
determination of infectious disease, the resident will remain restricted to his/her room and results of the assessment will be reported to
primary care physician, responsible part, appropriate agencies per state regulations.
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