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Provide and implement an infection prevention and control program.

Based on observation, staff interviews and areview of the facilities policies and procedures, the facility failed to

maintain transmission based precautions in accordance with the facility's infection prevention program. The findings

include: Observation on 4/30/2020 at 10:25 AM, identified NA #1 exited the room of Resident #1 who had a pending COVID 19
test result with a bag of soiled linens and a bag of waste in his/her gloved left hand. NA #1 proceeded to enter a COVID 19 negative
room and placed the bag of soiled linens and the bag of waste on the floor. Subsequent to surveyor's observation,

the Assistant Director of Nursing (ADNS) directed NA#1 to exit the COVID 19 negative room and dispose of the waste and
linen bags. Interview with NA #1 at 10:30 AM, identified he/she was not aware Resident #1 had a pending COVID-19 test
result. Following the incident NA #1 was able to identify the signage information on Resident #1's door which identified

the resident was on isolation precautions. Interview with the ADNS on 4/30/2020 at 10:32 AM, indicated NA #1 should not

have exited Resident #1's room with a bag of soiled linens and a bag of waste and then enter a COVID 19 negative room

placing the items on the floor. The ADNS identified the observed occurrence was not in accordance with the facility's

infection prevention program. Review of facility Infection Prevention Program Policy identified the facility had developed

and maintained an infection prevention program that provided a safe, sanitary and comfortable environment to help prevent

the development and transmission of infection. The program directed in part, the prevention and control of outbreaks and

Cross contamination using transmission-based precautions in addition to standard precautions.
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