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Provide and implement an infection prevention and control program.

 Based on observation and interview, the facility failed to maintain adequate infection control practices. The findings
 include: An observation at 11:00 AM identified two staff from a transportation service company removed Resident #1 from
 his/her bedroom on a Covid 19 positive wing of the facility. Resident #1, who tested   positive for Covid 19, was taken to
 the facility exit through a non-infected wing of the facility without he benefit of a facial covering. An interview with
 the facility ' s Infection Control Nurse on 4/30/19 at 11:39 AM identified Resident #1 was being discharged    to another
 facility. The Infection Control Nurse further identified facility staff have been educated on the proper use of personal
 protective equipment and should have masked Resident #1 prior to exiting his/her bedroom. She identified the transportation staff
could have been instructed to use an exit in the building that would not go through the non-infected unit. An
 interview with the facility ' s Director of Nursing on 4/30/20 at 12:10 PM identified staff did not notice the
 transportation staff entering the unit until they had Resident #1 on the gurney and were wheeling him/her down the hall.
 She identified the transportation staff announce themselves at the front entrance and should have check in with staff on
 the nursing unit, but sometimes do not. She further identified the facility staff should have been aware and either
 administered a face covering to Resident #1 and/or instructed the transportation staff to utilize the exit on the Covid 19
 positive unit. Although the facility had an infection control policy related to Covid 19, the policy failed to identify a
 procedure for exiting positive residents from the facility.
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