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Level of harm - Minimal
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Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview, record review and observation, the facility failed to follow infection control procedures to contain
 the COVID-19 infection. On 8/11/20, a housekeeper cleaned 2 of 59 bedrooms without changing gloves or disinfecting hands
 between bedrooms. Findings include: Review of the CDC Guidelines for Cleaning and Disinfecting Areas, dated 3/26/20,
 indicated that gloves and gowns should be removed carefully to avoid contamination of the wearer and the surrounding area.
 Be sure to clean hands after removing gloves. Gloves should be removed after cleaning a room or area occupied by ill
 persons. Interim Infection Prevention and Control Recommendations for Healthcare Personnel During the Coronavirus Disease
 2019 (COVID-19) Pandemic, published by the Centers for Disease Control, dated 7/15/20, indicated HCP (Health Care
 Personnel) should perform hand hygiene before and after all patient contact, contact with potentially infectious material,
 and before putting on and after removing PPE, including gloves. Review of the facility's policy for Personal Protective
 Equipment - Gloves, dated 2017, did not reference the donning and doffing of protective gloves for housekeeping staff, or
 for environmental cleaning. During an observation on 8/11/20 at 11:27 A.M., on the second floor and located in bedroom
 [ROOM NUMBER], the Housekeeper, wearing protective gloves, mopped the floor and picked up and disposed of trash with her
 gloved hands. room [ROOM NUMBER] was occupied by Resident #1 and Resident 2. The Housekeeper completed cleaning room
[ROOM
 NUMBER] and then entered room [ROOM NUMBER], wearing the same dirty gloves used to clean room [ROOM NUMBER]. room
[ROOM
 NUMBER] was occupied by Resident #3 and Resident #4. The Housekeeper mopped room [ROOM NUMBER]'s floor and disposed
of
 trash in her housekeeping cart. The Director of Nurses (DON) accompanied the surveyor at this time, and observed the
 Housekeeper's failure to change gloves and to sanitize hands between resident bedrooms. Review of the floor plan of the
 second floor, indicated that Resident #1, #2, #3 and #4 had recovered from COVID-19 infection. During an interview with the DON
on 8/11/20 at 11:30 A.M., she said that housekeeping staff are required, per facility policy, to doff dirty gloves
 after cleaning a resident bedroom, and to sanitize hands. The DON said it was also required that housekeeping staff don
 new, clean gloves before entering and cleaning a resident bedroom.
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