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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 post signage for contact precautions (control
 measures to prevent the spread of an infection from person to person through direct contact) outside the room of one
 resident (Resident 1) with Shingles (an infection caused by [MEDICAL CONDITION] already present in the body and
 characterized by a painful rash or blisters on the skin). This failed practice had the potential to expose staff, other
 residents, and visitors to [MEDICAL CONDITION] which causes Chickenpox (a highly contagious infectious disease
 characterized by an itchy rash and small, fluid-filled blisters) and to result in an infection with potentially serious
 complications of bleeding problems, brain inflammation, bloodstream infections, and lung infections, especially in adults.
 Findings: During an observation and concurrent interview on 7/10/2020, at 10:34 a.m., while touring the facility with the
 Director of Nursing (DON), room [ROOM NUMBER] had an isolation cart (a portable unit with drawers to hold protective gear,
 such as disposable gowns, gloves, and masks) outside the room. The DON stated Resident 1 was on contact isolation for
 Shingles. There was no sign for contact precautions posted. There were no signs posted to alert visitors and other
 residents not to enter the room without checking with staff. There were no directions for staff, visitors, and other
 residents about what special precautions to take before entering the room. The DON stated there should have been a sign
 outside the room to indicate the resident was on contact isolation. During a review of the Resident Bed List Report, dated
 7/10/2020, the Resident Bed List Report indicated Resident 1 was in the facility and assigned to room [ROOM NUMBER]A .
 During a review of the Prescription Order for Resident 1, dated 7/8/2020, the Prescription Order indicated, [MEDICATION
 NAME] (an antibiotic used to treat certain infections caused by [MEDICAL CONDITION]) tablet; 1 gram; oral twice a day. The
 Prescription Order also indicated, (diagnosis): Shingles right upper buttock (for) 7 days. During a review of the General
 Order for Resident 1, dated 7/8/2020, the General Order indicated, contact isolation (every) shift. During a concurrent
 interview and record review on 7/10/2020, at 11:50 a.m., with the Administrator (ADM), the ADM provided a copy of the
 facility's policy and procedure titled, Isolation Precautions in Long Term Care (undated), which indicated, Post a sign on
 the patient's/resident's door to alert staff and visitors. The sign shall ask visitors to report to the nurse's station
 before entering. The nurse shall provide visiting instructions. The ADM stated this was the policy and procedure which
 required a sign to be posted outside the room of a resident on contact isolation.
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