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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, record review and interview, the facility failed to ensure staff donned appropriate personal
 protective equipment for 1 of 3 residents reviewed for infection control. (Resident 12) Findings include: During an
 observation on 7/9/20 at 11:08 a.m. on the 100 hall, an 8 x 10, Yellow Pathway sign was observed next to a picture on the
 wall before room [ROOM NUMBER]. A single isolation cart was placed outside the door of room [ROOM NUMBER]. During an
 interview on 7/9/20 at 11:00 a.m., the ADHS indicated the facility had an extended Yellow Zone at the end of the 100 hall,
 and resident's in isolation are indicated by a STOP sign on the door. room [ROOM NUMBER] at the end of the hall, lacked a
 STOP sign on the door indicating the need to check with a staff nurse before entering. LPN 2 was seen next to the Resident
 12's bed with gloves and a facemask, handling the resident's feeding tube. LPN 2 was not wearing a gown. During an
 interview on 7/9/20 at 11:44 a.m., LPN 2 indicated Resident 12 was not in isolation and gowns were not required for
 resident care. During a clinical record review, Resident 12's [DIAGNOSES REDACTED]. A current physician's orders
 [REDACTED]. During an interview on 7/9/20 at 11:47 am, the Corporate Consultant indicated Resident 12 should be in
 isolation and confirmed the door was lacking signage to indicated isolation. A current facility policy, dated 3/30/20,
 titled, COVID-19 Guidelines for Droplet/Contact Precautions, provided by the Director of Health Services, included, but was not
limited to the following: Procedures . b. Staff in rooms .2. Clinical staff should be only campus personnel to enter
 room to provide care after donning appropriate PPE (gown, gloves, mask, eye protection) . e. Isolation Sign .1. Place a
 sign at the doorway instructing staff to report to the nursing station before entering room. No other information was
 provided prior to exit. 3.1-18(a)
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