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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, staff interview and review of facility policy, the facility failed to post a door sign to notify
 visitors and staff that Resident #24 was on contact isolation precautions. This affected one of one residents identified as being on
contact isolation precautions. The facility census was 79. Findings Included: Review of Resident #24's medical
 record revealed an initial admission date of [DATE] and a readmission date of [DATE] with [DIAGNOSES REDACTED]. Review
of
 Resident #24's Minimum Data Set ((MDS) dated [DATE] revealed the resident was cognitively intact with a Brief Interview of
 Mental Status (BIMS) of 15. The MDS further revealed Resident #24 required extensive assistance of one person for bed
 mobility, transfer, dressing, toileting, and hygiene needs. Review of Resident #24's physician order dated 03/02/20
 revealed the resident was on contact isolation related [MEDICAL CONDITION]. Review of Resident #24's care plan dated
 03/03/20 for infection and interventions of staffing to maintain contact isolations precautions. Review of Resident #24's
 progress notes revealed a note dated 03/07/20 that the resident continued on isolation [MEDICAL CONDITION] and note dated
 03/12/20 revealed Resident #24 continued on contact isolation. Observation of Resident #24's room on 03/12/20 at 3:00 P.M.
 revealed a plastic box containing gloves, gowns, hand sanitizer and items needed for contact isolation. There was not a
 sign on the door informing visitors or other staff to see the nurse upon entering the room. Interview with Licensed
 Practical Nurse (LPN) #223 on 03/12/20 at 3:02 P.M. confirmed that the resident did not have a sign located outside of his
 room to notify visitors and staff of Resident #24 being on contact isolations. LPN #223 stated that they put a sign on the
 door to notify staff and visitors that the resident is on precautions and to see the nurse before entering. Review of the
 facility policy titled Transmission-Based Precautions: Contact Precautions, dated November 2019, revealed a sign is placed
 on the resident's room to instruct visitors of appropriate personal protection equipment (PPE) to wear prior to entering
 the residents' room. This deficiency is cited as an incidental finding to Complaint Number OH 609.
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