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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

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 implement infection control practices by not
 posting Isolation Precautions signs outside the rooms for three of three sampled residents. (Residents 1, 2, and 3) This
 deficient practices has the potential for the spread of infection and cross contamination among residents. Findings: On
 6/10/2020, at 1:50 p.m., during an observation tour of the facility, Residents 1, 2 and 3's rooms had a cart, outside the
 door, containing protective personal equipment (PPE). There was no sign indicating the type of isolation the residents
 required and what PPE were needed to enter the room. At the time of the observation, an interview with Director of Staff
 Development/Infection Preventionist (DSD/IP) indicated Residents 1, 2, and 3 were on isolation (quarantined) due to
 possible Coronavirus Disease 2019 (COVID-19, a [MEDICAL CONDITION] infection easily transmitted from person to person
 affecting the respiratory system) because they were recently readmitted     from acute hospitals. DSD/IP stated there
 should be signs posted outside the doors for Droplet Isolation Precautions (used for diseases or germs that are spread in
 tiny droplets caused by coughing, talking, and sneezing. Healthcare workers should wear a face mask while in the room) A
 review of the Admission Record (Face Sheet) indicated an admission to the facility on [DATE], with [DIAGNOSES REDACTED].
A
 review of the Admission Record, indicated Resident 2 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. A
 review of the Admission Record, indicated Resident 3 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED].
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