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Provide and implement an infection prevention and control program.

 Based on observation and staff interview, the facility's environmental service staff failed to follow Infection Control
 Precautions for two (2) of six (6) employees (Employees' #1 and #2). Findings included: On June 23, 2020 at 10:30 AM,
 observation of Unit 3 North revealed Employee #1 (housekeeper) cleaning a resident's room. Continued observation revealed
 that Employee #1 failed to remove and discard her gloves and perform hand hygiene prior to leaving the resident's room.
 Instead, Employee #1 was noted entering the hallway wearing the same gloves that she used to clean the resident's room.
 After entering the hallway, Employee #1 was observed touching several items including a wet floor sign, several bottles of
 cleaning solution, and the lid on top of the dirty linen cart. During a face-to-face interview on June 23, 2020 at 10:40
 AM, Employee #1 was asked how often she changes her gloves. Employee #1 stated that she only changes her gloves when she
 enters another resident's room. On June 23, 2020 at 12:30 PM, observation of the COVID-19 Unit (1 North) revealed Employee
 #2 (housekeeper) failed to remove and discard her gloves and perform hand hygiene prior to leaving the resident's room.
 Instead, Employee #2 was noted entering the hallway wearing gloves that she used to clean the resident's room. After
 entering the hallway, Employee #2 was observed touching several cleaning bottles on her cart. During a face-to-face
 interview on June 23, 2020 at 12:45 PM, Employee #2 was asked, how often she changes her gloves. Employee #2 stated that
 she only changes her gloves when she enters another resident's room. At the time of the time of the observation Employee #1 and
Employee #2 failed to maintain Infection Control Precautions. Both employees acknowledged the finding during the
 aforementioned interview.
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