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Residents Affected - Some

Provide and implement an infection prevention and control program.

 Based on observation, interview, and record review, the facility failed to prevent and/or contain the spread of COVID-19
 for 4 of 7 residents in droplet and contact precautions, signs were missing from the room doors, and lacked the guidance
 for what type of PPE (Personal Protective Equipment) to use when entering the resident's room. (Residents 2, 3, 4, 5).
 Findings include: 1. On 10/21/20 at 9:10 A.M., during the initial tour, RN 2 indicated Resident 3 had been newly admitted
   to the facility, and was in quarantine for 14 days. Staff were to follow droplet and contact precautions when entering
 the resident's room. There were no signs on the resident's door which indicated what kind of precautions the resident was
 on, or what kind of personal protective equipment (PPE) to wear when caring for the resident. 2. On 10/21/20 at 9:10 A.M.,
 during the initial tour, RN 2 indicated Resident 4 had been newly readmitted     to the facility, and was in quarantine for 14 days. Staff
were to follow droplet and contact precautions when entering the resident's room. There were no signs on the resident's door which
indicated what kind of precautions the resident was on, or what kind of personal protective equipment (PPE) to wear when caring for
the resident. 3. On 10/21/20 at 9:10 A.M., during the initial tour, RN 2 indicated Resident 5 had been newly admitted   to the facility,
and was in quarantine for 14 days. Staff were to follow droplet and contact
 precautions when entering the resident's room. There were no signs on the resident's door which indicated what kind of
 precautions the resident was on, or what kind of personal protective equipment (PPE) to wear when caring for the resident.
 4. On 10/21/20 at 9:20 A.M., during the initial tour, the Memory Care Director indicated Resident 2 had been newly admitted   to the
facility, and was in quarantine for 14 days. Staff were to follow droplet and contact precautions when entering
 the resident's room. There were no signs on the resident's door which indicated what kind of precautions the resident was
 on, or what kind of personal protective equipment (PPE) to wear when caring for the resident. On 10/21/20 at 10:30 A.M.,
 during an interview with the Infection Prevention nurse, she indicated residents in quarantine should have the appropriate
 signs on the doors. On 10/21/20 at 12:50 P.M., the Infection Prevention nurse provided the current facility policy,
 Isolation - Categories of Transmission-Based Precautions, dated 2011. The policy included: Signs - The facility will
 implement a system to alert staff to the type of precaution resident requires 3.1-18(b)(2)
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