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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 facilties documentation and staff interviews for 4 of 8 residents ( Resident #1, #2, #3, and #4)
reviewed for transmission based precautions, the facilty failed to properly dispose of personal protective
 equipment and/or failed to consistently implement signage for droplet precautions in accordance with the standards of
 practice and infection control guidelines. The findings include: a. Resident (R) #1 was admitted   to the facilty on
 5/28/20 with [DIAGNOSES REDACTED]. Review R #1's laboratory test dated 5/28/20 identified COVID-19 was not detected. The
 physicians order dated 5/28/20 directed to place R #1 on droplet precautions for 14 days. Observation on 5/31/20 at 10:20
 AM identified an uncovered wastebasket inside R #1's doorway that was full of used disposable gowns that overflowed onto
 the floor. Interview with NA #1 on 5/31/20 at 10:25 AM identified staff were instructed to discard used gowns in the
 wastebasket inside the room prior to exiting. NA #1 indicated she did not observe the full wastebasket this morning and if
 she had, she would have emptied it. Additionally, NA #1 indicated it was the responsibility of the nurse aide on each shift to empty
the wastebasket and she did not know why this was not done. Observation and interview with RN #1 (Nurse
 Supervisor) on 5/31/20 at 10:30 AM identified a covered bin inside R #1's bathroom. RN #1 identified the covered bin was a
 Personal Protective Equipment (PPE) disposal bin for the gowns and should not be inside the bathroom. RN #1 indicated the
 bin should be inside each resident's doorway so staff can dispose of their gowns before leaving R #1's room. Subsequently,
 RN #1 moved the PPE bin from the bathroom to inside the doorway, placed the wastebasket in the bathroom and disposed of the
gowns that were overflowed. Furthermore, RN #1 did not know why PPE disposal bins were not located inside the resident
 doorway and indicated the wastebasket should have been emptied by the staff before it overflowed. Interview with RN #2
 (Infection Control Nurse) on 5/31/20 at 3:00 PM identified she was new to the infection control role and did not know it
 was required to have a covered PPE disposal bin at the doorway of each isolation room. Although requested, a policy for PPE
disposal was not provided. b. R # 2 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. physician's orders
 [REDACTED]. R #3 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. physician's orders [REDACTED]. R
#4 was
 admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. physician's orders [REDACTED]. Tour of the observation
unit
 on 5/31/20 at 10:20 AM identified R #2, #3 and #4 had PPE carts outside of their room absent a visible sign that identified droplet
transmission-based precautions. Interview with NA # 1 on 5/31/20 at 10:25 AM identified R #2, #3 and # 4 were on
 droplet precautions because they were new admissions to the facilty. Additionally, NA #1 indicated signs should have been
 posted outside on the door or PPE cart and were not. Interview with RN #1 identified the facilty process for identification of
transmission-based precaution was to place a droplet precaution sign on the top of the PPE cart in the hallway.
 Additionally, RN #1 indicated a sign was placed on the door frame that directed staff to see a nurse before entering the
 room. RN #1 did not know why R #2, #3 and #4 did not have a droplet precautions signs. Although requested, RN #2 indicated
 the facilty did not have a policy for room signage for transmission-based precautions.
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