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Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on clinical record reviews, observations, staff interviews, and a review of the facility policies for four of eight
 sampled residents (Residents #1, #2, #3 and #4) who were recent admissions and resided on the suspected COVID-19 unit, the
 facility failed to ensure transmission-based precaution signage was posted outside of Resident #1, #2 and #4's rooms and
 failed to ensure precautions carts that held the supply of Personal Protective Equipment (PPE) were placed outside of
 Resident #3 and #4's rooms. The findings include: Resident #1 was admitted   to the facility with [DIAGNOSES REDACTED].
 Resident #2 who resides with Resident #1 was admitted   to the facility with [DIAGNOSES REDACTED]. Resident #3 was admitted
to the facility with [DIAGNOSES REDACTED]. Resident #4 was admitted   to the facility with [DIAGNOSES REDACTED].
 Observations on 9/28/20 at 10:00 AM on the COVID-19 suspected unit, identified transmission-based precaution signage was
 not posted outside of Resident #1, #2 and #4's rooms and there were no precaution carts that held the PPE supplies outside
 of Resident #3 and #4's room. Observations and interview with the DON (Director of Nursing) on 9/28/20 at 11:20 AM, she
 identified transmission-based precaution signage was not posted outside of Resident #1, #2 and #4's rooms and precaution
 carts were not in place outside of Resident #3 and #4's rooms. The DON indicated transmission-based precaution signage
 should be posted outside of the residents' rooms and precaution carts should have been in place. Interview with the
 Infection Preventionist on 9/28/20 at 11:38 AM, she was unable to identify why transmission-based precaution signage was
 not posted outside of the Resident #1, #2 and #4's rooms and why precaution carts were not placed outside of Resident #3
 and #4 ' s rooms. The Infection Prevention Nurse further identified transmission-based precaution signage should have been
 posted and precaution carts should have been placed outside of the Resident ' s rooms. Subsequent to the surveyor inquiry,
 transmission-based signage and precaution carts were in place outside of the resident rooms. A review of the facility
 policy for Infection Prevention and Control Recommendation for Patients with suspected or confirmed COVID-19, identified
 transmission-based precautions were designed for patients documented or suspected to be infected with highly transmissible
 microorganisms for which additional precautions beyond standard precautions are needed to interrupt transmission in the
 facility. The appropriate transmission-based precautions (Airborne, Droplet, and Contact Precautions) or a combination
 would be instituted for patients known or suspected to be infected and or based on CDC, State and federal Guidelines. The
 facility would ensure transmission-based precautions would be instituted for known or suspected Covid-19 residents.
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