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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 observations, a review of the clinical record, staff interviews, and a review of the facility policy for 2 of 2
 residents (Resident #1,and #2) reviewed for transmission-based precautions, the facility failed to implement droplet
 precautions for new admissions who were under quarantine for COVID -19. The findings include: Resident (R) #1 was admitted
 to the facility on [DATE] with [DIAGNOSES REDACTED]. Review of laboratory data dated 4/30/20 and 5/13/20 identified
 COVID-19 was not detected. Observation with the Director of Nursing (DNS) on 5/21/20 at 10:12 AM identified R #1 sitting in
his/her room on the observation unit absent transmission-based precaution signage posted on the door and without a Personal
Protective Equipment (PPE) cart set up outside of the room. Resident #2 was admitted to the facility on [DATE] with
 [DIAGNOSES REDACTED]. Review of a single laboratory test from the hospital dated 5/16/20 identified COVID-19 was not
 detected. Observation with the DNS on 5/21/20 at 10:14 AM identified R #2 sitting in his/her room on the observation unit
 absent transmission-based precaution signage posted on the door and without a PPE cart set up outside of the room.
 Interview with the DNS on 5/21/20 at 10:12 AM indicated R #1 ad R#2 were new admissions that were placed on quarantine for
 14 days which included keeping R #1 and R #2 in his/her private room and providing a mask should R #1 or R #2 need to leave their
room. Additionally, the DNS identified the residents were assessed twice a day for signs and symptoms of COVID-19.
 Furthermore, the DNS indicated all new admissions and readmissions are required to have at least one negative test prior to admission
and did not require droplet precautions if they tested   negative. Subsequent to surveyor inquiry, the care plan
 dated 5/22/20, for R #1 and R #2 identified both residents were recently admitted   to the facility and at risk for being
 exposed to COVID-19 in the community and would be placed on droplet precautions for 14 days and monitored for symptoms of
 COVID -19. Review of the facility policy entitled Use of PPE for Persons with Suspected or Confirmed COVID-19, directed in
 part Personal Protective Equipment for a resident who has suspected or confirmed COVID-19 would include, eye protection, a
 facemask, an isolation gown and gloves. The policy failed to identify that droplet precaution signage would be posted on
 the door of the residents that required that type of precaution.
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