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Provide and implement an infection prevention and control program.

 Based on observation, facility policy, and interview during a COVID 19 Focused survey, the facility failed to ensure that
 personal protective equipment (PPE) was cleaned and stored per policy and Center for Disease Control (CDC) guidelines in
 order to prevent the spread of infection. The finding includes: A: Observation on 6/28/2020 at 10:45 AM identified Dietary
 Aide (DA) DA#1 walking from the kitchen hallway wearing a faceshield. DA#1 then removed her faceshield, without wearing
 gloves, touching the front and lower right corner of the faceshield. DA #1 then threw her uncontained faceshield on a
 storage rack where staff store their faceshields in brown paper bags. DA #1 proceeded to exit the building without
 utilizing hand sanitizer, located 2 feet from the shelf, or washing her hands after touching her contaminated face shield.
 Upon return from outside the building DA #1 removed her uncontained face shield from the shelf without the benefit of hand
 sanitizer use and glove application. Interview with DA #1 on 6/28/2020 at 10:52 AM identified that the shelf is where their PPE is
stored when they are not wearing them, and that her faceshield should have been stored properly in a bag after
 wiping it down with appropriate wipes. DA #1 indicated that she was not aware that she had contaminated her hands or that
 her faceshield should be stored in a bag when not in use. B: Observation on 6/28/2020 at 10:46 AM identified DA #2 walking
 from the kitchen hallway wearing a faceshield. DA #2 then removed her face shield by grabbing the outside of the shield
 without the benefit of wearing a glove, attempted to fold the mask like a clamshell touching the outside of the mask. DA#2
 then attempted tostore the uncontained mask between properly stored faceshields in brown paper bags. In the process she
 disrupted three bags, contaminating all three of them, when they fell   to the floor. DA #2 then again took her mask and
 threw it on the shelf without placing the mask in a paper bag. DA #2 then exited the building without utilizing hand
 sanitizer, located 2 feet from the shelf, or washing her hands, after making contact with the contaminated mask. DA #2 then returned
a few minutes later, removed her contaminated mask off of the shelf and then cleansed her hands with hand
 sanitizer. Interview with DA #2 on 6/28/2020 at 10:54 AM indicated that she was not aware that her shield should be wiped
 down and stored in a bag, and she was not aware that she had contaminated three storage bags on the shelves. According to
 the DNS the facility goes not have a a policy for storage of PPE in use, however the facility followed CDC guidelines by
 storing the materials in a safe location. The shelf was provided near the reception desk with paper bags to store the
 masks/shields. The DNS further stated, that the dietary aides had been inserviced prior on proper storage and removal of
 PPE. Review of facility documentation for Covid updates dated 6/5/2020 identified that faceshields would be stored on the
 shelf by the reception desk (already disinfected) in a labeled paper bag at the end of the employees work day. C:
 Observation on 6/28/2020 at 11:10 AM identified noted two used/soiled face shields placed on top of PPE carts outside of
 room North 128, one used/soiled face shield resting on top of PPE cart outside room North 126, and two soiled face shields
 on top of PPE cart outside room North 130. Interview with Nursing Assistant (NA) #1 at this time identified that the dirty
 faceshields were left over from the night shift but he did not know by who. He indicated bleach wipes were not available on the unit
for him to wipe cleanse the face shields with. NA #1 further identified that dirty faceshields should be cleaned
 and stored properly in bags if used by an employee and not left on top of PPE carts. Interview with the Director of Nursing DNS on
6/28/2020 at 11:15 AM identified that soiled face shields should not be stored on top of PPE carts and she did not
 know why they had been stored on the PPE carts.
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