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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 observation, interview, and record review, the facility failed to ensure two of four COVID-19 (a coronavirus
 identified as the cause of an outbreak of respiratory illness that is easily spread) negative tested   residents (Residents 1 and 2) were
cohorted (grouping residents together to confine their care to one area) separately from two COVID-19
 positive residents (Residents 3 and 4). This failure had the potential to further expose Residents 1 and 2 to COVID- 19.
 Findings: During an interview on 8/7/20, at 12:05 p.m., with Administrator (Admin) 1, Admin 1 stated Residents 1, 2, and 3
 were roommates in room [ROOM NUMBER]. Resident 3 tested   positive for COVID-19 on 8/6/20. Residents 1 and 2 tested
   negative for COVID-19 on 8/6/20. The Director of Nursing (DON) 1 and Director of Staff Development/Infection
 Preventionist (DSD/IP) 1 had moved Residents 1, 2 and 3 into the COVID-19 positive Red Zone unit, along with Resident 4 who
tested   positive for COVID-19 on 8/6/20. During an interview on 8/7/20, at 1:30 p.m., DON 1 stated she discussed moving
 Residents 1, 2, 3, and 4 into the COVID-19 positive Red Zone unit with DSD/IP 1. According to DON 1, she and DSD/IP 1
 agreed, all four residents should be moved into the COVID-19 positive Red Zone unit, knowing Residents 1 and 2 had tested
   negative for COVID-19. DON 1 stated neither one had referred to the Centers for Disease Control and Prevention (CDC)
 guidance or waited for direction from the county public health department before moving Residents 1, 2, 3, and 4 into the
 COVID-19 positive Red Zone. During an observation on 8/7/20, at 2:32 p.m., the COVID-19 positive Red Zone included rooms
 15, 16, 17, 18, 19, and 21. The Red Zone had its own entrance/exit door and was separated from the rest of the facility by
 two separate sections of plastic sheeting. Residents 1 and 2 tested   COVID-19 negative but were in the positive red zone
 in room [ROOM NUMBER] together. Resident 3's test confirmed COVID-19 positive, and was in room [ROOM NUMBER].
Resident 4
 test confirmed COVID-19 positive and was in room [ROOM NUMBER]. During a review of the facility's policy and procedure
 titled, COVID-19 Addendum to Outbreak Management, dated 03/11/2020, indicated, The facility will implement actions
 according to CDC, local Department of Public Health and World Health Organization recommendations including identification,
isolation and informing Health Department of any suspected cases of COVID-19. A review of current CDC guidance at
 cdc.gov/coronavirus/2019-ncov/hcp/long-term-care.html, titled, Preparing for COVID-19 in Nursing Homes indicated, Residents .
should not be placed in a room with a new admission nor should they be moved to the COVID-19 care unit unless they are
 confirmed to have COVID-19 by testing.
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