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Provide and implement an infection prevention and control program.

 Based on observations and interviews, the facility failed to maintain an infection prevention and control program
 designated to provide a safe and sanitary environment to help prevent the development and transmission of communicable
 diseases and infections as evidenced by, 1) S3CNA (Certified Nursing Assistant) placing her contaminated PPE (Personal
 Protective Equipment) on a table designated for clean PPE supplies and 2) S4Housekeeping entering the designated unit where
Covid-19 positive residents resided when he was not assigned to work the area and entering without donning the proper PPE.
 Findings: On 07/06/2020 at 10:35AM, an interview was conducted with S1Administrator. A request was made for an observation
 of the secured unit that was designated for Covid-19 residents. The area was viewed via the facility's video surveillance
 camera system with S1Administrator present and operating the video surveillance camera. She revealed that the unit had a
 storage room for the staff to go into and get their PPE (Protective Personal Equipment) supplies and to store any reusable
 supplies such as face shields and facemasks. An observation of the room via the video surveillance camera revealed a table
 that had one two compartment storage container, one three compartment storage container, and one canister of disinfectant
 wipes that were located on the table top. S1Administrator revealed that the three compartment storage container was used to store
clean PPE items such as facemasks and gowns. She further revealed that the two compartment container was used to
 store clean disposable gloves. During the observation, a staff member was observed walking into the storage room. She sat
 down at the table that contained the wipes and clean PPE supplies. The staff member removed her hair cover and facemask.
 She placed the contaminated PPE items on and in direct contact with the table top. She then began to eat a food item. S2DON
(Director of Nursing) was present and identified the staff member as S3CNA, an agency worker. After S3CNA finished eating,
 she retrieved the hair cover and facemask and left the storage room area. Further observation revealed a second, small
 round table in the storage room. S1Administrator revealed that it was designated for staff use. S1Administrator confirmed
 that S3CNA should not have placed her contaminated hair cover and facemask on the table top with the clean PPE supplies.
 Further observation of the designated Covid-19 unit was conducted via the video surveillance camera system. An observation
 revealed a staff member entering the secure unit, walking past the nurses' station, and down the hallway that was
 designated for the housing of Covid-19 positive residents. The worker had a facemask and gloves on at that time.
 S1Administrator identified the worker as S4Housekeeping. She revealed that S4Housekeeping was not designated to work the
 Covid-19 unit at that time and that all staff entering the unit were to retrieve their PPE supplies which included hair
 covers, face shields, facemask, shoe covers, gloves, and gowns from the storage room prior to entering the hallway. She
 confirmed that S4Housekeeping should not have been in the secured unit as he was not assigned to work the unit and he did
 not have the proper PPE on. On 07/06/2020 at 12:40PM, An interview with S4Housekeeping was conducted. He was questioned
 regarding the observation in the unit. He revealed that he was taking another worker something. S4Housekeeping revealed
 that he was not assigned to work the Covid-19 area in the secured unit and was not supposed to go back and forth from the
 unit to the non-Covid areas. S4Housekeeping further revealed that housekeeping staff assigned to work the Covid -19 unit
 had to stay on the unit during their shifts.
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