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Provide and implement an infection prevention and control program.

 Based on observation and interview, the facility failed to implement infection control measures when 1. a plastic red bag
 was found on the floor beside two laundry carts 2. in the facility's designated Admission Unit, disposable gowns were
 hanging on wall hooks in the hallway and brown paper bags containing N95 masks were situated on the hallway railing 3. two
 facility staff did not perform hand hygiene prior to donning gloves. These failures place residents and staff at risk for
 being susceptible to acquiring infectious diseases. Findings: During an observation on 5/19/2020 at 10: 45 a.m., in the
 facility's designated Admission Unit with active residents, the following was observed: a plastic red bag with bulky items
 inside was found on the floor beside two laundry carts, disposable gowns were hanging on wall hooks in the hallway, and
 nine brown paper bags containing N95 masks were placed on the hallway railing beside Room A with a Contact Precaution (an
 isolation room used for patients with known or suspected infections that represent an increased risk for contact
 transmission) signage. During a concurrent interview with registered nurse A (RN A) together with the administrator (ADM),
 RN A indicated the plastic bag contained used linens and gowns. RN A stated she was waiting for the laundry personnel to
 get the bag. The ADM confirmed the plastic bag should not be left on the floor. During a follow-up interview with the
 director of staff development (DSD)/Infection Preventionist (IP), the DSD/IP confirmed the gowns were reusable and placed
 in the hallway because there was no place for them to be stored. The DSD/IP acknowledged the brown paper bags with N95
 masks should be kept inside a bin, which was not available. Further, he stated N95 masks should not be placed close to an
 isolation room (Room A). During an observation on 5/19/2020 at 11:15 a.m., the DSD/IP put on gloves and went inside Room B
 and attended to a machine that was on the floor. The DSD/IP did not perform hand hygiene prior to donning gloves. During a
 concurrent interview with the DSD/IP, he confirmed he should perform hand hygiene before donning gloves. During another
 observation on 5/19/2020 at 11:30 a.m., certified nursing assistant B (CNA B) put on hand gloves from a medication cart and went
inside Room C. CNA B did not perform hand hygiene prior to donning gloves. During a concurrent interview with CNA B,
 she confirmed she did not perform hand hygiene prior to donning gloves
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