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Provide and implement an infection prevention and control program.

 Based on observations, staff interviews and facility document review, and during the course of a COVID-19 focused survey,
 it was determined the facility staff failed to consistently implement infection control plans/practices designed to attempt to prevent
the development and/or transmission of COVID-19. The findings included: The facility staff failed to provide
 specific PPE (personal protective equipment) signage posted outside of (2) resident's rooms (Resident #1 and Resident #2).
 On 6/22/2020 at 4:15 pm, the surveyor and administrator conducted a walking tour of the nursing facility. During this tour, the
surveyor noted over the door PPE for Resident #1 and #2's rooms. There was no signage to inform the staff of the
 appropriate PPE to be used while caring for the residents in these rooms. The surveyor asked the administrator if
 appropriate signage should be on the resident's door alerting the staff the type of isolation the resident was on and what
 type of PPE was required to be used by the staff caring for the residents. The administrator stated, Yes there should be a
 sign on both of these rooms. The administrator informed the DON (director of nursing) of the above documented findings. On
 7/1/2020, the surveyor reviewed the facility's policy titled Infection Control which read in part .Signage shall be posted
 at the first point of encounter with instruction to Residents and Team Members to take appropriate control measures . No
 further information was provided to the surveyor prior to the exit conference on 7/1/2020.
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