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Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based observations and interviews, the facility failed to adhere to infection control practices relative to hand hygiene
 and adhering to Transmission Based Precautions for management of COVID-19. Findings include: Review of the facility policy
 entitled Handwashing/Hand Hygiene, reviewed 2/28/20, indicated to use an alcohol-based hand rub .or, alternatively, soap
 and water for the following situations: -before and after direct contact with residents, -before and after preparing or
 handling medications, -before donning and doffing gloves, -before and after entering isolation precaution settings Review
 of the facility census/information sheet, provided to the surveyor on entrance to the facility on [DATE] at 7:30 A.M.,
 indicated there were 20 residents who were COVID-19 negative. Of the 20 COVID-19 negative residents, 10 of the residents
 were co-horted in rooms with COVID-19 positive and recovered residents. Review of the facility Personal Protective
 Equipment (PPE) information sheet, undated, indicated for facility staff to don full PPE on room entry for residents who
 have never tested   positive and are asymptomatic for COVID-19. The form indicated full PPE to include mask, goggles, gown
 and gloves. Review of the guidance provided by the assigned Department of Public Health (DPH) Epidemiologist, undated,
 indicated for the facility to maintain full PPE for COVID-19 negative residents until otherwise notified by the DPH. During the
facility tour with the Director of Nurses (DON) conducted on 6/16/20 from 8:45 A.M. through 9:15 A.M., the surveyor
 observed the following: -Housekeeper #1 in a room that housed a COVID-19 negative resident cleaning the floor and side
 tables. A COVID-19 negative resident and a COVID-19 positive recovered resident were in the room and neither had on face
 masks. Housekeeper #1 was observed to have a face mask and gloves only on. Signage on the door to enter the room indicated
 full PPE required. The surveyor observed Housekeeper #1 exit the room without doffing gloves and face mask, and wheel
 cleaning bucket to the housekeeping closet down a separate hallway. -Nurse #1 in hallway near the nursing station observed
 providing medications to a resident who was seated in the hallway. Nurse #1 administered medications to this resident, then got a
tissue to assist with wiping his/her nose, doffed gloves and donned new gloves without conducting hand hygiene.
 During an interview on 6/16/20 at 10:00 A.M., the DON said that Housekeeper #1 should have doffed gloves and conducted hand
hygiene upon exiting the precaution room indicating full PPE. She further said that she did not think that Housekeeper#1
 had to don full PPE when entering that room because she was not providing patient care. When the surveyor asked why full
 PPE was in place for COVID-19 negative residents, the DON said it was to protect the residents from possible exposure to
 COVID-19. She further said that the facility did have community spread and had direction from DPH epidemiology for guidance for
PPE use. The DON said that Nurse #1 should have conducted hand hygiene after doffing gloves with direct patient
 care/administration of medications.
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