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Provide and implement an infection prevention and control program.

 Based on observation, interview, and record review, the facility failed to follow their policy and use EPA registered
 products to clean/ disinfect toilets and sinks in the resident's rooms. This failure affects R5, R6 and has the potential
 to affect the other 42 resident residing on the 1st floor unit. Findings include: On 7/8/2020 at 10:10a.m V11 (Housekeeper) was
observed cleaning the toilet in shared room of R5 and R6. Residents were not in the room at time of observations. V11
 used a cleaning solution in a white container with no label. V11 escorted surveyor to utility closet and pointed out the
 product that he was using. The white gallon was labeled floor cleaner. V11 stated that he cleans the toilet, sink and floor with this
product. Review of the floor cleaner bottle, there were no EPA registration number noted. Review of the product
 material safety data sheet shows this product is a floor cleaner. On 7/8/2020 at 11:11am V7 (Maintenance Assistant/Covering for
housing supervisor) said V11 should not be using floor cleaner to clean residents toilets and sinks and that V11 should only clean the
toilet and sinks with EPA approved disinfectants. V7 said the disinfectant is in a spray can. V7 said the
 disinfectant helps to stop the spread of COVID-19. V7 said V11 is assigned to clean the entire first floor unit. On
 7/8/2020 at 10:02a.m V4 (Nurse) said the census on the first floor is 44. On 7/8/2020 at 12:50 p.m. V1 (Administrator)
 stated V7 should not be cleaning the resident's toilet with floor cleaner. V1 stated staff haave been in-serviced on using
 disinfectant to clean and disinfectant high touch surfaces. On 7/8/2020 at 12:50 p.m. V2 (Director of Nursing) said V7
 should not be cleaning the resident's toilet with floor cleaner. A review of the facility policy titled Cleaning /
 Sanitizing - High touch surfaces dated 3/1/2020. Guidelines show in-part routine and targeted cleaning of environmental
 surfaces as indicated by the level of resident contact and degree of soiling will be required. Clean and disinfect surfaces in close
proximity to the resident and frequently touched surfaces (bedside tables, commodes, doorknobs, sinks) in the
 resident care environment on a more frequent schedule compared to other surfaces. Select EPA - registered disinfectants
 that have microbial activity against the pathogens most likely to contaminant the resident-care environment. Follow
 manufactures instructions/ guidelines for proper use of cleaning and disinfecting products (e.g., dilution, contact time,
 material, compatibility, storage, shelf life, safe use and disposal).
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