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Provide and implement an infection prevention and control program.

 Based on facility documentation, observations, and interviews with staff the facility failed to ensure infection control
 procedures were followed for residents that were on droplet precautions for presumptive and positive COVID 19 infections.
 The findings include: a) Observation on 4/30/20 at 11:05 AM with the Director of Nurses identified housekeeper #1 leaving a room
with a droplet precaution sign posted on the door. Housekeeper #1 exited the room with an isolation gown on. The
 housekeeper then proceeded down the hallway with the isolation gown in place, and then entered another unit, and proceeded
 to the housekeeping closet. The housekeeper was then approached by the Director of Nurses (DNS) and educated about removing the
gown once she leaves a resident's room that is on droplet precautions. The housekeeper then changed her isolation gown. Interview
with the Director of Nurses on 4/30/20 at 11:10 AM identified that the resident in that room was placed on
 isolation precautions because h/she was a presumptive positive for COVID-19 because of an elevated temperature on 4/2/20.
 The DNS further identified that the housekeeper should have removed the isolation gown and gloves prior to leaving the
 room. b) Observation on 4/30/20 at 11:45 AM with the DNS identified Nurse Aide (NA) #1 exited a room with a droplet
 precaution sign on the door. She exited the room into the hallway with her isolation gown on, and then proceeded to take
 the gown off in the hallway, with her ungloved hands and walk towards the unit door to exit. At this time the DNS educated
 the NA to remove the gown inside the room and place it in a plastic bag and dispose of it in the proper receptacle in the
 hallway. Interview with the DNS identified that the resident in that room was on droplet precautions because of a COVID-19
 positive test, and the isolation gown should have been removed and bagged prior to leaving the room. c) Observation on
 4/30/20 at 11:50 AM with the Director of Nurse identified that NA#2 exited a room with a droplet precaution sign on the
 door into the hallway, but was still in the doorway. NA #2 had gloves and her isolation gown on, and was stopped by the
 DNS. NA #2 stated that she needed incontinent supplies and the DNS instructed the NA to go back into the room and ring the
 call bell to request the incontinent supplies. Interview with the DNS identified that the resident in that room was on
 droplet precautions because a previous roommate had tested   positive. The DNS further identified that the NA should not
 have exited the room with the isolation gown and gloves on. The DNS identified that all staff would be re-educated on
 droplet precautions. Review of the isolation precautions policy identified that personal protective equipment (such as
 gowns) will be removed prior to exiting the room.
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