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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 observation, interview and record review the facility failed to maintain infection control standards to prevent
 the further spread of COVID -19 in the facility. Findings include: Review of the facility policy titled Personal Protective Equipment-
Using Gowns and dated March 2016, indicated that when removing a gown touch the inside of the gown only to
 prevent self contamination. Review of the facility policy titled Handwashing/Hand Hygiene dated revised October 2016,
 indicated that hand hygiene is to be performed before donning and after removing gloves. During inspection of the(NAME)unit
(residents that have never had COVID-19) on 7/6/20, at 9:33 A.M., the surveyor observed Certified nurse's aide (CNA) doff
 her gown without gloves on, touching the outside of the sleeves to pull them off of her arms and remove the gown. CNA then
 exited the unit without performing hand hygiene (HH). During an interview on 7/6/20, at 9:36 A.M., CNA #1 said that she
 should not have touched the outside of her contaminated gown and she forgot to perform HH before exiting the unit. During
 inspection of the Cabot unit (residents with active COVID-19) on 7/6/20, at 10:41 A.M., the surveyor observed a female
 housekeeper exit room [ROOM NUMBER] doff her gloves and don new gloves without performing HH and therefor contaminating
 them. She then re-entered room [ROOM NUMBER] and touched items in the resident's environment with her contaminated gloves.
 During inspection of the Cabot unit on 7/6/20, at 10:53 A.M., the surveyor observed a male housekeeper enter room [ROOM
 NUMBER] (a room with a COVID-19 positive resident) without Personal Protective Equipment (PPE) on. He then entered the
 resident's bathroom, removed a garbage bag and exited the unit through the plastic barrier without donning PPE or
 performing HH. During inspection of the Cabot unit on 7/6/20, at 10:54 A.M., the surveyor observed Therapist #1 removed a
 clean gown from a basket dropping another clean gown on the floor, contaminating it. Therapist #1 then picked up the
 contaminated gown and placed it on top of the basket containing the remainder of the clean gowns. During an interview on
 7/6/20, at 10:54 A.M., Therapist #1 said that it was an honest mistake and he did not realize he had contaminated all the
 remaining gowns by placing the contaminated gown on top of the clean ones. The surveyor then observed Therapist #1 walk
 down the hallway without removing the contaminated gowns from the clean supply of PPE. The surveyor then observed 2 nurses
 enter the PPE donning area and reach for the contaminated gowns before the surveyor informed them that the gowns had been
 contaminated. During inspection of the Cabot on 7/6/20, at 11:54 A.M., the surveyor observed a housekeeper exit room [ROOM
 NUMBER], remove her gloves and attempt to use sanitizer from a wall dispenser but found that it was empty. She then walked
 all the way down the hall to the housekeeping closet, passing 3 full wall sanitizer dispensers and 3 bottles of hand
 sanitizer on top of carts. The housekeeper, without performing hand hygiene, obtained a set of keys from her pants pocket,
 opened the housekeeping closet, contaminating the door handle and walked back down the hall to place the sanitizer refill
 in the dispenser, contaminating it. During inspection of the Balch unit (residents with active COVID-19) on 7/6/20, at 1:42 P.M., the
surveyor observed a staff member in room [ROOM NUMBER] assisting a resident in bed without gloves on. The
 surveyor then observed a male housekeeper exit the unit through closed double doors, pulling a trash cart while wearing
 gloves. The male housekeeper then entered the(NAME)unit without changing gloves or performing hand hygiene.
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