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Provide and implement an infection prevention and control program.

 Based on observations, staff interviews and review of facility policy, it was determined that for one (R1) out of three
 sampled residents reviewed for COVID-19 infection control, the facility failed to maintain an infection prevention and
 control program designed to provide a safe environment and to help prevent the development and transmission of communicable
diseases and infections. Observation of R1's door/doorframe, who was on isolation for being COVID -19 positive revealed a
 lack of posted signage regarding the use of specific PPE (Personal Protective Equipment) needed and what type of
 precautions were needed. Findings include: The facility's policy and procedure titled, Transmission - Based Precautions,
 revised 7/19/19, stated, Procedure: .6. A sign will be placed on the door frame of the resident's room indicating that
 visitors should stop at Nurses Station before entering . During an observation in the South Hall on [DATE]7/2020 at 11:54
 AM, R1's door nor doorframe did not have a sign posted to indicate what type of precautions were needed and what specific
 PPE was required. An isolation cart containing 2 boxes of gloves and rolls of red biohazard plastic bags was observed
 outside of R1's room. The facility can additionally post signage for visitors to stop at the nurses station prior to
 entering rooms, however, facilities are currently screening/ limiting visitors and are to educate regarding specific PPE/
 infection control procedures as needed. [DATE]7/2020 at 12:00 PM - When asked why R1's door was closed and why there was an
isolation cart outside of R1's room, E7 (LPN) explained that R1 was positive with COVID-19 (Coronavirus) and that the
 resident was on isolation precautions. When asked why there was no precaution signage posted outside of R1's door or on the
doorframe, E7 replied, That, I do not know. I will have to find out. [DATE]7/2020 at 12:05 PM - While still in the South
 Hall, E6 (Medical Records) was seen walking towards R1's room, refilled the isolation cart with gowns and masks and left.
 At 12:10 PM, E6 came back, walked towards R1's room carrying a Droplet Precaution sign and posted it on R1's closed door.
 [DATE]7/2020 at 12:35 PM - During an interview, E5 (RN Supervisor) confirmed to the surveyor that the staff must have
 forgotten to post the signage on R1's doorframe. [DATE]7/2020 at 1:30 PM - Findings were discussed with E2 (DON). Findings
 were reviewed with E1 (NHA), E2 and E3 (RNC) during the Exit Conference on [DATE]7/202 at 3:50 PM.
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