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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Based on observation, interview and record review, facility staff failed to maintain an infection prevention and 
control program to provide a safe and sanitary environment to help prevent the potential spread of Covid-19 
(an acute respiratory illness in humans caused by the coronavirus, SARS-CoV-2) and other infections, when 
staff failed to follow acceptable infection control practices for Covid-19. The facility failed to separate five 
residents (Resident #1, #3, #7, #10 and #12) who tested positive for COVID-19 from five residents (Resident 
#2, #4, #8, #9, and #11) who had tested negative for COVID-19, which placed the Covid-19 negative 
residents at an increased risk of contracting COVID-19 due to prolonged exposure. The facility census was 
68. 1. Review of the facility's Outbreak Management: SARS-COV-2 Long Term Facilities policy, revised on 
5/15/23, showed staff are directed as follows: -Place a patient with suspected or confirmed SARS-COV-2 
infection in a single room. The door should be kept closed (if safe to do so). Ideally, the patient should have a 
dedicated bathroom;-If cohorting, only patients with the same respiratory pathogen should be housed in the 
same room;-If limited single rooms are available, or if numerous residents are simultaneously identified to 
have known SARS-COV-2 exposures or symptoms concerning for COVID-19, residents should remain in 
their current location;-Facilities could consider designating entire units within the facility, with dedicated HCP 
(healthcare personnel) are assigned to care only for these patients during their shifts. Dedicated units and/or 
HCP might not be feasible dur to staffing crisis or a small number of infections;-Limit transport and 
movement of patients outside the required medically essential purposes.2. Review of Resident #1's COVID 
test results form, dated 12/21/25 and 12/29/25, showed staff documented the resident with a positive result. 
Review of Resident #2's COVID test results form, dated 12/29/25, showed a negative result.Observation on 
12/30/25 at 11:00 A.M. showed Resident #1 and Resident #2 in the same room and did not wear masks.
During an interview on 12/30/25 at 3:12 P.M., Resident #2's durable power of attorney (DPOA) stated he/she 
was made aware by staff there were residents in the facility who tested positive for Covid -19. He/She stated 
he/she would want Resident #2 to be kept in his/her room and not exposed to others, including at mealtimes. 
3. Review of Resident #3's COVID test results form, dated 12/22/25 and 12/29/25, showed staff documented 
the resident with a positive result.Review of Resident #4's COVID test results form, dated 12/29/25, showed 
staff documented the resident with a negative result.During an interview on 12/30/25 at 3:50 P.M., Resident 
#4 said he/she would not want a room with a sick resident but was not asked if he/she would want to move. 
4. Review of Resident #7's COVID test results form, dated 12/22/25 and 12/29/25, showed staff documented 
the resident with a positive result.Review of Resident #8's COVID test results form, dated 12/29/25, showed 
staff documented the resident with a negative result.Observation on 12/30/25 at 11:00 A.M. showed 
Resident #3 and Resident #4 in same room and did not wear masks.Observation on 12/30/25 at 01:50 P.M. 
showed Resident #7 who tested positive for COVID without a facemask sitting in the hall in a wheelchair 
within close proximity of staff and various residents walking in the hall. Certified Medication Technician 
(CMT) D assisted Resident #7 to the 300 hall dining room.During an interview on 12/30/25 at 3:55 P.M., 
Resident #8 said he/she does not want to be in a room with a sick resident, however no one asked if he/she 
wanted to mover rooms. 5. Review of Resident #9's COVID test results form, dated 12/20/25 and 12/29/25, 
showed staff documented the resident with a positive result.Review of Resident #10's COVID test results 
form, dated 12/29/25, showed staff documented the resident with a negative result.Observation on 12/30/25 
at 11:35 A.M. showed Resident #9 and Resident #10 in the same room and did not wear masks.Observation 
on 12/30/25 at 1:25 P.M. and 4:05 P.M., showed Resident #9 out of his/her room. 6. Review of Resident 
#11's COVID test results form, dated 12/22/25, showed staff documented the resident tested positive.Review 
of Resident #12's COVID test results form, dated 12/29/25, showed a negative result. During an interview on 
12/30/25 at 2:00 P.M., Resident #11 stated he/she would prefer to move rooms if roommate was sick with 
Covid. His/Her roommate tested positive for COVID-19 on 12/22/25. 7. During an Interview on 12/30/25 at 
12:32 P.M., Certified Nurse Assistant (CNA) C stated there were seven Covid positive residents in the 300 
Dining Hall out of 13 total residents.During an interview on 12/30/25 at 12:15 P.M., the Director of Nursing 
(DON) said they follow the policy regarding resident placement during a COVID-19 outbreak, but some 
residents refuse to be moved and there are not always rooms available. They have relocated some 
residents. Families were notified that the facility has residents testing positive for COVID-19.During an 
interview on 12/30/25 at 10:20 A.M., CMT D said he/she did not know which residents had tested positive for 
COVID-19, but was aware some were positive. He/She said he/she had not been told during shift change 
who had COVID-19. CMT D said he/she is new and had only been told to wear a mask. He/She 
acknowledged wearing it below the nose would not provide protection from the virus, and it should be an N95 
mask. During an interview on 12/30/25 at 10:31 A.M., the Assistant Director of Nursing (ADON) said he/she 
does not know who on Hall 300 is COVID-19 positive or why there is no signage on the door. He/She said 
staff are probably going in and out of rooms without the proper PPE. The ADON did not know why there 
were not red bags in the rooms for PPE disposal. The ADON said he/she and the DON are responsible for 
ensuring staff is compliant with PPE requirements. During an interview on 12/30/25 at12:41 P.M., LPN B said 
there is a list of COVID-19 positive residents at the nurse's station that is updated every three days. He/She 
said everyone should know about it and nurses know what PPE to wear. LPN B did not know why there was 
no signage on the doors; it is the Infection Preventionist's (IP) responsibility.During an interview on 12/30/25 
at 12:15 P.M., the Director of Nursing (DON) said a list of positive residents is posted at the nurse's station 
and all nurses should be aware of it. During an interview on 12/30/25 at 12:45 P.M., the Infection 
Preventionist said interventions implemented to contain COVID-19 include room trays for residents who test 
positive, some room changes, masks, handwashing reminders, family notification and cancellation of the 
Christmas party. The IP said all residents have been asked to wear masks outside their rooms, but many 
refuse. During an interview on 12/31/25 at 10:40 A.M., the Administrator said the ADON and DON are 
responsible for educating nurses on the use of PPE and nurses are responsible for compliance. The 
Administrator said a list of COVID-19 positive residents is posted at the nurse's station and does not 
understand why staff are saying they do not have the information.Complaint # 2697930
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