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F 0880 Provide and implement an infection prevention and control program.
Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
or potential for actual harm observation, interview and record review, the facility failed to ensure, infection control prevention

was maintained, to one of twenty-nine residents affected with coronavirus disease 2019 (COVID-19,
Residents Affected - Some contagious disease caused by the severe acute respiratory syndrome coronavirus 2 or SARS-CoV-2),

(Resident 1), when Resident 1 was allowed to go to his medical appointment without informing the
receiving healthcare facility in advance that Resident 1 had a pending COVID-19 testing result. This
failure affected the way the receiving healthcare facility handled Resident 1 who eventually tested
positive for COVID-19, and this could potentially spread to the staffs and patients of the receiving
healthcare facility. Findings:Review of Resident 1's clinical records indicated, Resident 1 was
admitted to the facility on [DATE] with the principal diagnosis of chronic obstructive pulmonary
disease (COPD, long-term lung condition that blocks airflow and makes it hard to breathe) with acute
exacerbation (sudden, sharp worsening of symptoms for a chronic health condition). Resident 1 was
tested for COVID-19 for exposure to the disease on 7/15/26 and the specimen was sent to the
laboratory. Further review of Resident 1's clinical records indicated, he went for his medical
appointment to an outside healthcare facility (OHCF) on 7/16/26. His COVID-19 testing result was not
received yet when he went out. After the facility got Resident 1's positive COVID-19 testing result,
they then notified Resident 1's receiving outside healthcare facility (OHCF) about the result. The
receiving outside healthcare facility (OHCF) was never informed of Resident 1's COVID-19 testing
prior to the appointment and the pending result. During the interview with the infection preventionist
(IP), on 7/23/26 at 2:20 p.m., IP verified that the facility nurse or staff should have informed, Resident
1's receiving healthcare facility (OHCF) that he was tested for COVID-19 for exposure and the result
was still pending, so they would be aware and the necessary preventions would be implemented to
prevent the spread of infection to the staffs and patients at the outside facility. During the interview
with registered nurse A (RN A), on 7/23/26 at 3:15 p.m., RN A confirmed that she was not able to
inform Resident 1's receiving healthcare facility prior to his appointment and before going there that
he was tested for COVID-19 for exposure and would not do it next time to prevent the possible spread
of infection. RN A further confirmed that Resident 1 tested positive for COVID-19 when the result
came back. During the interview with the director of nursing (DON), on 7/23/26 at 4:30 p.m., DON
acknowledged that the facility should have informed the receiving healthcare facility of Resident 1
prior to his medical appointment that he was tested for COVID-19 for exposure and that, he actually
was positive when his result came back, to prevent spreading the infection. DON further
acknowledged that she would remind staffs about this incident. Review of the facility's policy titled,
Coronavirus Disease (COVID-19) - Identification and Management of Ill Residents, revised September
2022 indicated, .Resident Placement.Information about residents with suspected or confirmed
SARS-CoV-2 infection is communicated to appropriate personnel before transferring them.to other
healthcare facilities.
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