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Level of harm - Minimal
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harm

Residents Affected - Many

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 The facility had a census of 26 residents. Based on interview and record review the facility failed to implement The
 Centers for Medicare and Medicaid Services (CMS) and The Centers for Disease Control and Prevention (CDC) recommended
 infection control practices to control and prevent potential spread of COVID-19 (a mild to severe respiratory illness
 caused by a new strain of coronavirus, characterized by fever, cough, shortness of breath) between residents and staff when the
facility failed to provide a private room for Resident (R) 1, a [MEDICAL TREATMENT] (a procedure to remove toxic waste
 from the blood) resident, who left the facility three times a week, placing the other 25 vulnerable residents in the
 facility at risk for developing COVID-19. Findings included: - R1's Quarterly Minimum Data Set (MDS), dated [DATE],
 recorded R1 had a Brief Interview for Mental Status (BIMS) score of 11, indicating mildly impaired cognition. The MDS
 recorded R1 required extensive staff assistance with bed mobility, transfers, and locomotion. The Activities of Daily
 Living Care Area Assessment (CAA), dated 01/16/20, recorded R1 required extensive staff assistance. The Care Plan, dated
 03/04/20, documented staff transported R1 to the hospital for [MEDICAL TREATMENT] three times a week by facility van.
 Review of the facility resident listing revealed R1 had a roommate. On 06/29/20 at 09:15 AM, Administrative Staff A stated
 the facility currently had one [MEDICAL TREATMENT] resident, R1, who left the facility three times a week to receive
 [MEDICAL TREATMENT] at the hospital. Administrative Staff A verified R1 was not in isolation and had a roommate since
 06/08/20. On 06/29/20 at 02:20 PM, Administrative Staff A stated Physician G just faxed an order to the facility directing
 staff to isolate R1 to a private room due to frequent trips to the hospital for [MEDICAL TREATMENT]. The facility's
 COVID-19 PIP policy, dated 03/13/20, documented when a resident was in the hospital and returned to the facility, he/she
 should be in isolation for 14 days and new admissions should be in isolation for 14 days. The facility failed to isolate R1 who left the
facility three times a week for [MEDICAL TREATMENT], placing the resident's roommate and the other 25
 residents in the facility at risk for possible COVID-19 infection.
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