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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 observation, staff interviews, and review of the facility policy titled, 'Handling, Transport, and Storage of
 Laundry, the facility failed to prevent possible cross contamination during meal delivery service in one resident's room
 (room [ROOM NUMBER]); and during the transport of residents clothes/linens on two of three halls (200 and 300 hall).
 Findings include: 1. An observation of meal delivery for lunch began on 7/28/2020 at 12:45 p.m. on the 200 hall. Certified
 Nursing Assistant (CNA) AA was observed getting a black serving tray off the top of the hot cart and delivered a meal to
 room [ROOM NUMBER]. While in room [ROOM NUMBER] the black tray was sat on the sink counter while CNA AA assisted the
 resident in the room with moving items off the overbed table. After leaving room [ROOM NUMBER] the black tray was sat on
 top of the clean trays on the hot cart. CNA AA and CNA BB were observed using hand sanitizer. Once their hands were
 sanitized CNA BB picked up the black tray that CNA AA had used and delivered a meal to another resident in room [ROOM
 NUMBER]. There were no other concerns observed related to cross contamination during meal delivery. 2. An observation on
 7/28/2020 at 12:52 p.m. revealed Laundry Aide CC on 200 hall delivering linens in a metal cart that was not covered. A
 second observation on 7/28/2020 at 1:14 p.m. revealed Laundry Aide CC delivering linens in an uncovered cart to the 300
 hall linen cart. During a third observation on 7/28/2020 at 2:04 p.m. revealed Laundry Aide CC coming from outside to the
 300 hall with residents' clothing in the cart uncovered. During the interview with Laundry Aide CC it was confirmed that
 there were resident's items in the cart. Laundry Aide CC further confirmed that the items in the cart were not covered. 3.
 During an observation on 7/28/2020 at 2:27 p.m. CNA AA was observed getting towels off the linen cart on 200 hall when four wash
clothes fell   to floor. CNA AA was then observed picking the towels up and throwing them back into the lower shelf of the clean
linen cart. An interview was conducted on 7/28/2020 at 2:19 p.m. with CNA BB who reported that residents' plates
 are taken off the hot cart and placed onto a black tray for delivery to the resident's room. The black tray is sat on the
 bedside table and the meal items are removed from the tray. Lastly, she reported the black tray is removed from the room
 and a new black tray should be used before servicing another resident. During an interview on 7/28/2020 at 2:35 p.m. with
 the Housekeeping/Laundry Supervisor it was confirmed that linens and clothing should be transported on cart with a sheet
 covering the cart. During an interview with CNA AA on 7/28/2020 at 3 p.m. it was acknowledged that the black tray used
 during lunch should be new on each delivery. CNA reported that when towels fall to the floor, they should be placed in the
 dirty laundry container and acknowledged that she did not do so when towels fell   on   the floor earlier today on 200
 hall. During an interview with the Director of Nursing (DON) on 7/28/2020 at 3:29 p.m. it was reported that a new black
 tray should be used for each resident receiving a meal during meal delivery. It was further reported that any items that
 fall to the floor should go to dirty laundry. An interview was conducted on 7/28/2020 at 3:43 p.m. with the
 Housekeeping/Laundry Supervisor related to training of staff related to delivery of linens and resident clothing. It was
 reported that the last training for laundry transport was in March 2020 prior to Laundry Aide CC or himself beginning work. Laundry
Aide CC had not received the training related to the covering of items during transport, but he has now in serviced Laundry Aide CC.
Review of the facility policy titled Handling, Transport, and Storage of Laundry updated July 22. 2020
 revealed the following: Transport of Laundry - Clean linens must be transported by methods that ensure cleanliness and
 protect from dust and soil during intra or inter-facility loading, transport, and unloading (using a cover or lid during
 transport to prevent cross contamination). On 7/28/2020, the facility had no COVID-19 positive residents.
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