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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, interview, and record review, the facility failed to follow isolation precautions for 2 of 4
 residents (R2, R4) reviewed for infections, [MEDICAL CONDITIONS], in the sample of 4.   Findings include:   1. R2's lab
 results, dated 02/27/20, documented a positive result of [MEDICAL CONDITION], ([MEDICAL CONDITION], infection of stool),
 with a treatment of [REDACTED].  On 3/16/20 at 2:10 PM, V6 stated the isolation precautions and appropriate personal
 protective equipment are to be applied prior to entering R2's room.   On 3/16/20 at 2:20 PM, V6 entered R2's room, sat on
 his bed and was tying up a plastic bag R2 had in his possession earlier, containing food. V6 exited R2's room within 5
 minutes. During this observation, V6 was not wearing protective gown or gloves while in R2's room.   On 3/16/20 at 2:15 PM, V8
stated she would have expected V6 to have applied the appropriate personal protective equipment prior to entering R2's
 room.   2. R4's lab results, dated 11/03/19, documented a positive result of [MEDICAL CONDITION].    R4's Care Plan, dated
 12/16/19, documented R2 requires contact isolation, related to [MEDICAL CONDITION], and hospital records indicating a
 2-year history off and on with [MEDICAL CONDITION]. R2 remains on isolation due to continued loose stools.   On 3/16/20 at
 9:20 AM, V3, Certified Nurse Assistant, entered R4's room to attend to R4's family care needs. V3 removed soiled gloves,
 took the soiled bag out from the trash can, tied it up, then left R4's room. V3, with the soiled bag in her bare hand,
 entered another resident's room, activated call light, placed the soiled bag onto the floor, then proceeded to pick up
 soiled bag and exited room to dispose of bag.   On 3/16/20 at 4:45 PM, V2, Interim Director of Nursing, stated she would
 have expected that all facility staff wash their hands after removing contaminated gloves and to not transfer contaminated
 articles to other residents un-contaminated room.   The facility's policy and procedure, entitled [MEDICAL CONDITION]
 Protocol, undated, documented Trash and linen will be handled in the same manner as all trash and linen in the facility,
 good hand hygiene should be maintained by staff using soap and water and gloves should be worn when touching any
 potentially contaminated items and to include, [MEDICAL CONDITION] spores are transferred to residents mainly by the hands
 of any person who may have touched a contaminated surface or item.
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