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Provide and implement an infection prevention and control program.

 Based on observation, interview, and policy review, the provider failed to follow policies and procedures related to
 coronavirus (COVID 19) regarding: *Closing the doors for four of four currently positive residents (1, 2, 3, and 4) who had COVID-
19. *Three of three observed staff including physical therapy assistant (D), activities assistant (E), and
 occupational therapy assistant (F) disinfecting their faceshields after care with positive residents (2, 3, and 4).
 Findings include: 1a. Observation on 10/19/20 at 2:00 p.m. of the hallway located on the east/west side of the building
 revealed: *Resident 1, 2, 3, and 4's rooms had: -Red tape around the door frame. -Droplet precaution signs were on the
 doors. -The doors were opened. *Resident 5's room had: -Yellow tape around the door frame. -The door was opened. -The room
 was located next to and across the hall from residents, 1, 2, 3, and 4's rooms. b. Observation on 10/19/20 at 2:31 p.m.
 revealed: *Physical therapy assistant D leaving resident 2's room. -She did not disinfect her faceshield after contact with resident 2,
who was COVID-19 positive. c. Observation on 10/19/20 at 2:35 p.m. revealed: *Activities assistant E was
 leaving resident resident 4's room. -She did not disinfect her faceshield after contact with resident 4, who was COVID-19
 positive. d. Observation on 10/19/20 at 2:36 p.m. revealed: *Occupational therapy assistant F was leaving resident3's room. -She did
not disinfect her faceshield after contact with resident 3, who was COVID-19 positive. e. Interview on 10/19/20 at 3:20 p.m. with
director of nursing B and infection preventionist registered nurse C revealed: *The residents with the red
 tape around their doors were currently positive for COVID-19. *Yellow tape around the door meant the resident was negative
 but had been exposed to COVID-19. *The doors were opened because they felt it was a safety issue and a resident's right to
 keep the door opened. *The staff disinfected their faceshields at the end of their shifts. 2. Review of the provider's
 9/16/20 policy, Emerging Threats-Acute Respiratory Syndromes Coronavirus (COVID)-Enterprise revealed the following was
 recommendations for infection prevention of individual rooms: *Upon identification of any resident with suspected or
 positive COVID-19, a Droplet Precautions sign will be posted on the outside of the resident's room. The resident will be
 isolated in their room with the door closed (include roommate if applicable). *When caring for positive and negative
 COVID-19 residents, the caregiver will wear the N95 mask for the entire shift and practice reuse. The face shield will be
 cleaned when moving from providing care for positive COVID-19 resident to providing care for negative COVID-19 residents.
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