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Provide and implement an infection prevention and control program.

 Based on observation, record review, and interview, the facility failed to follow standard precautions for infection
 control, related to glove use, on one out of three units. Findings include: Review of Centers for Disease Control and
 Prevention (CDC) guidelines for Infection Control and Transmission-Based Contact Precautions on 8/12/20 indicated the
 following: -Gloves should be worn for all interactions that may involve contact with the patient or the patient's
 environment -Donning personal protective equipment (PPE) upon room entry and properly discarding before exiting the patient room
is done to contain pathogens. Resident #1 was admitted   to the facility in September of 2019, and was readmitted
     to the facility in June of 2020 following hospitalization  . During an observation on 8/12/20 at 11:06 A.M., signage on Resident
#1's door indicated that droplet and contact precautions were required for providers and staff when entering the
 room. Housekeeper #1 wore gloves on both hands while she cleaned surfaces and removed trash from Resident #1's room. The
 surveyor observed Housekeeper #1 as she exited the room without removing the contaminated gloves. Housekeeper #1 then
 touched and opened the housekeeping cart, disposed of the trash, retrieved a clean trash bag from the cart, and entered the room again
without changing her gloves or performing hand hygiene. During an interview on 8/12/20 at 11:08 A.M.,
 Housekeeper #1 said that gloves were required when cleaning the room and that she should have removed her gloves and
 performed hand hygiene before exiting the room to throw the trash away. During an interview on 8/12/20 at 1:04 P.M. the
 Infection Preventionist said that Housekeeper #1 should have followed contact precautions, as posted on the door, and
 removed her gloves and performed hand hygiene before she entered the hallway.
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