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Provide and implement an infection prevention and control program.

 Based on observation, medical record review, staff interview, and facility policy review, the facility failed to follow
 proper policies and procedures regarding isolation precautions. This had the possibility to affect 69 of 69 residents.
 Also, the facility failed to dispose of infectious materials in an appropriate manner. This had the potential to affect 69
 of 69 residents. Finally, the facility failed to use gloves at all required times. This had the potential to affect 26
 (Residents #1, #2, #3, #4, #5, #9, #10, #11, #12, #13, #14, #15, #16, #17, #18, #19, #20, #21, #22, #23, #24, #25, #26,
 #27, #28, and #29) of 26 residents who were in isolation. The facility census was 69. Findings include: 1. Observation on
 06/11/20 at approximately 7:30 A.M. and 7:37 A.M. revealed the facility had two coronavirus units. Each unit had a plastic
 curtain that blocked it off from the rest of the facility. There were no signs on the outside of each unit that indicated
 the entire units were under isolation precautions. Also, there were no signs outside of each resident's door to indicate
 who/which rooms were on isolation precautions. There was not personal protective equipment (PPE) storage units outside each of the
doorways to indicate which rooms were on isolation precautions. Since the whole unit was designated as being on
 isolation precautions, PPE storage units were not required to be outside every door, but there was no indication on each
 unit which rooms (or the entire unit) was on isolation precautions. Review of facility medical documentation revealed the
 following residents were on the coronavirus units due to having positive coronavirus tests: Residents #1, #2, #3, #4, #5,
 #9, #10, #11, #12, #13, #14, #15, #16, #17, #18, #19, #20, #21, #22, #23, #24, #25, #26, #27, #28, and #29. Interview with
 Director of Nursing (DON) on 06/11/20 at 7:45 A.M. and Administrator on 06/11/20 at 2:30 P.M. confirmed both coronavirus
 units did not have signage to indicate that all rooms inside those units were on isolation precautions. They confirmed
 there should have been notifications that anyone going into the units needed to wear PPE and/or speak with a nurse prior to entering.
Review of Care for the Patient with Suspected or Confirmed Coronavirus 2019 policy (dated 05/06/20) revealed,
 patients with known or suspected COVID-19 should be cared for in a single person room with the door closed and a private
 bathroom or bedside commode. A sign will be placed on the door and PPE equipment will be placed outside the resident's
 room. 2. Review of facility medical documentation revealed the following residents were on the coronavirus units due to
 having positive coronavirus tests: Residents #1, #2, #3, #4, #5, #9, #10, #11, #12, #13, #14, #15, #16, #17, #18, #19, #20, #21, #22,
#23, #24, #25, #26, #27, #28, and #29. Interview with Housekeeping Staff #104 on 06/11/20 at 8:15 A.M. revealed
 when she had to take the trash out of the coronavirus units, she took the trash bags (some red biohazard and some
 clear/regular trash bags) placed the bags in a circular trash can and wheeled the trash can out to the dumpster. All trash
 bags (red and clear) were placed in the same dumpster. She stated when she took the trash can out to the dumpster, she took a gown
and gloves out with her, put them both on while dumping the contents of the trash can into the dumpster, and then
 threw the gown and gloves (loose) into the dumpster as well. She confirmed the gown and gloves that she used when dumping
 the trash can into the dumpster was not placed into a bag before being thrown into the dumpster. 3. Observation on 06/11/20 at
approximately 7:53 A.M. revealed State tested   Nursing Aide (STNA) #105 was in a resident's room in one of the
 coronavirus units without gloves. While she was in the room, she was picking up the floor mat beside the resident's bed
 without having gloves on her hands. This was confirmed by the DON at the time of the incident. Additionally, observation on
06/11/20 at approximately 8:20 A.M. revealed STNA #101 and STNA #102 in the other coronavirus unit, going in and out of
 multiple resident rooms without gloves. When they went in the resident's room, they came out with their finished breakfast
 trays and put them on the meal cart. They did not use gloves when they went in to pick up the trays and did not wash their
 hands after each tray was picked up. Review of facility medical documentation revealed the following residents were on the
 coronavirus units due to having positive coronavirus tests: Residents #1, #2, #3, #4, #5, #9, #10, #11, #12, #13, #14, #15, #16, #17,
#18, #19, #20, #21, #22, #23, #24, #25, #26, #27, #28, and #29. Interview with STNA #101 and STNA #102 on
 06/11/20 at 8:25 A.M. confirmed they did not have to wear gloves when they went into a resident's room (on the coronavirus
 unit) if they did not provide resident care. They confirmed they went into multiple residents' rooms without gloves to get
 their breakfast trays, and brought them back out to the hallway and placed them on the meal cart. They confirmed that the
 residents each ate their breakfast and more than likely touched the tray as well. They confirmed they did not wash their
 hands or use hand sanitizer after picking up the trays as well. Review of Care for the Patient with Suspected or Confirmed
 Coronavirus 2019 policy (dated 05/06/20) revealed, facility staff who enter the room of a patient known or suspected
 COVID-19 should adhere to standard precautions and use a respirator or facemask, gown, gloves, and eye protection. Also,
 the policy stated, put on clean, non-sterile gloves upon entry into the patient room or care area.
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