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Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview and record review, the facility failed to maintain an infection prevention and control

program designed to provide a safe and sanitary environment to prevent the development and transmission of communicable
diseases and infections when the facility failed to follow manufacturer's instructions for products used for cleaning and
disinfecting high-touch items in room and perform hand hygiene between cleaning resident rooms for 2 of 2 sampled resident

(R) (R2 and R4) rooms cleaning observed. In addition, the facility failed to prevent cross-contamination when moving from

dirty to clean task and perform hand hygiene between glove changes for 1 of 1 (R1) sampled resident observed for

incontinence care. These failures have the potential for spreading infection in the facility. Findings include: During

Entrance interview on 5/27/20 at 9:45 AM Administrator, Director of Nursing (DON) and Infection Preventionist (1P) stated

that facility census was 12 and the facility had no current COVID-19 positive residents or staff. * Room cleaning:

Observation on 5/27/20 at 10:10 AM showed Housekeeper (HSKP)1 in R2's room. HSKP1 sprayed liquid from container labeled
Virex |1 256 one-step cleaner and disinfectant with Environmental Protection Agency (EPA) registration number -24 onto the cloth
and then wiped down the bathroom door knobs in R2's room. HSKP1 continued this same task of spraying and wiping down

other itemsin R2's room including tv remote control, over bed table, phone and bedside table. HSKP1 moved from one item to the
next within seconds of each other. After afew minutes, HSKP1 doffed gloves and donned new gloves. No hand hygiene was
performed between glove changes. With gloved hands, HSKGL1 picked up cup from R2's room and took it to the kitchen. HSKG1
doffed gloves and donned gloves. No hand hygiene was performed between glove changes. HSKG1 entered R4's room, bagged
trashed and then sprayed Virex onto cloth and wiped over bed table and tv remote control at 10:44 AM. At 10:50 AM, the over bed
table was touched and found to be dry. Record review of Medication Administration Record [REDACTED]. R2 did not have
COVID-19 and was not on transmission based precautions. Record review of Medication Administration Record [REDACTED].
CDC's Preparing for COVID-19: Long-term Care Facilities, Nursing Homes, accessed 5/14/20,
https://www.cdc.gov/coronavirus/2019-ncov/hcp/long-term-

care.html?CDC_AA _refVa=https%3A %2F%2Fwww.cdc.gov%2Fcoronavirus%2F2019-ncov%2Fheal thcare-facilities¥%2Fprevent-
spread-in-long-term-care-facilities.html, showed Environmental Cleaning and

Disinfection: Develop a schedule for regular cleaning and disinfection of shared equipment, frequently touched surfacesin

resident rooms and common areas; Ensure EPA-registered, hospital-grade disinfectants are available to allow for frequent

cleaning of high-touch surfaces and shared resident care equipment. Refer to List N on the EPA website for EPA-registered
disinfectants that have qualified under EPA's emerging [MEDICAL CONDITION] pathogens program for use against [DIAGNOSES
REDACTED]-CoV-2 (Severe Acute Respiratory Syndrome coronavirus 2 [MEDICAL CONDITION] that causes COVID-19).
Review of EPA

website showed Virex |1 256 was listed for use against [DIAGNOSES REDACTED]-CoV-2 and had a contact time of 10 minutes.
During an interview on 5/27/20 at 11:20 AM when asked what spray was used for cleaning door knobs, over bed table and other
high-touch items, HSKG1 pointed to the Virex spray container and said Virex. When asked what the dwell or contact time was

to ensure Virex was effective, HSKG1 frowned and stated that she was not sure. When asked what was taught about use of

Virex for cleaning items in the room, HSKG1 stated name of trainer and that she was supposed to wipe down items. When asked how
long the items should be kept wet with the disinfectant sprayer, HSKG1 stated that it dries fast, doesn't stay wet for

long, | try to keep items clean. When asked if there was specific time disinfectant should be kept on the items, HSKG1

stated, 10 minutes. When asked if the items wiped down with disinfectant was wet for 10 minutes, HSKG1 smiled and said that she
wasn't sure, but probably not, and apologized. When informed that surveyor touched over bed table within 10 minutes of

HSKG spraying and wiping it down and the table was no longer wet, HSKG1 stated that she was sorry. When asked about
performing hand hygiene between glove changes and between cleaning different resident rooms, HSKG1 stated that sheis
supposed to use a hand sanitizer between glove changes but didn't do that. During an interview on 5/27/20 at 12:00 noon

with HSKG manager in training (MIT) and HSKG district manager, both stated that Virex's contact time is 10 minutes. HSKG
MIT and surveyor reviewed Virex container which showed for use as a one step cleaner/disinfectant. Apply use solution to

hard, non-porous environmental surfaces. All surfaces must remain wet for 10 minutes. Wipe surfaces and let air dry. HSKG

MIT and HSK G district manager stated that preferred method is for HSK G steff to fill Virex solution in large container and

soak towels, squeeze dry and then wipe surfaces, instead of spraying solution and then wiping down. HSKG MIT stated that

staff should use hand sanitizer or wash hands after removing gloves and after cleaning one room and then entering another

room. During an interview on 5/27/20 at 1:30 PM with IP and Administrator, | P stated that facility's hand hygiene policy

applies to housekeeping staff and hand hygiene should be performed between glove changes and between cleaning resident

rooms. | P further stated that cleaning/disinfecting manufacturer'sinstructions should be followed. Review of facility

policy, Hand Hygiene, dated 11/15/19, showed hand hygiene should be performed after contact with the patient's environment.
Review of facility contracted housekeeping services, Healthcare Services Group, Inc., document titled, Housekeeping

In-Service for 3-step daily patient room cleaning, undated, did not show information about cleaning/disinfectant/germicidal use and
their contact time. * Incontinence care: Record review of Medication Administration Record [REDACTED]. MDRO occurs

when the germs no longer respond to the antibiotics designed to kill them), diabetes and stroke. Observation on 5/27/20 at

10:50 AM showed Certified Nursing Assistant (CNA)1 provide incontinence care for R1. CNA1 donned gloves, lowered the head
of R1's bed and raised the bed up, exposed and opened R1's wet brief and wiped R1's periarea with several wipes. CNA1

assisted resident turning on her side towards the door and with same gloved hands, CNA1 placed new clean brief under

resident. CNA 1 then doffed gloves and moved behind the drawn curtains near the entrance door. CNA1 stated, hmmm .there's no
hand sanitizer and then donned gloves and repositioned and fastened brief, placed old brief in trash can and doffed gloves. R1 stated
that she needed to be changed again. CNA 1 again doffed gloves, without performing hand hygiene in between glove

changes and got new briefs and placed on the bed. CNA1 donned gloves and removed soiled briefs, cleaned periarea with wipes and
then placed new brief on resident, rolled resident towards the door, repositioned and fastened briefs and then doffed

gloves. CNA1 then donned new gloves, without any hand hygiene between glove changes, and pulled up resident's pants. CNA1
then pushed call light and told resident she was getting help to transfer resident to wheelchair with sit-to-stand

mechanical device. CNA1 helped resident with putting on her shoes and then doffed gloves. CNA1 took gloves from her pants
pockets. CNA1 donned gloves and assisted resident to sit on the edge of her bed, removed resident's gown, applied

deodorant, sports braand shirt. Minutes later CNA2 arrived and both CNAs assisted resident to wheelchair. During an

interview on 5/27/20 at 11:30 when asked why CNA1 was looking for hand sanitizer, CNA1 stated that she usually uses hand
sanitizer after removing gloves but she could not find any wall mounted hand sanitizer in R1's room but she thought there

was one. CNA1 stated that she usually carries a small container of hand sanitizer with her, but didn't have one today, so

she continued without using sanitizing her hands. When asked if she could have called for someone to bring her a container

of hand sanitizer, CNA1 stated, | could have, but look how long it took for someone to come when | called for assistance

with getting her up. CNA1 further stated that she didn't want to leave the resident exposed while getting hand sanitizer

and felt it was a dignity thing and she made a decision to continue without. When asked about not changing gloves before
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touching clean brief after touching dirty brief, CNA1 stated that she should have changed her gloves after touching the

dirty brief and before touching the clean brief so that the clean brief was not contaminated. Review of facility Infection

Control Monthly Line Listing, dated April 20, showed R1 had a healthcare associated urinary tract infection on 4/9/20.

Review of facility policy, Hand Hygiene, dated 11/15/19, showed hand hygiene should be performed after any contact with

blood or other body fluids, even if gloves are worn and after contact with the patient's environment. During an interview

on 5/27/20 at 1:30 PM with IP and Administrator, |P stated that gloves should be removed after touching dirty brief, hand

hygiene performed and then new gloved applied before touching clean brief. Clean gloves should be used for clean briefs and hand
hygiene should be done between glove changes. IP stated that R1 just had a urinary tract infection so it was important that briefs were
not contaminated. |P also stated that staff should not be reaching into their pockets to retrieve gloves

and instead gloves should be placed on the table. During an interview on 5/27/20 at 2:00 PM with 1P, DON and Administrator, DON
stated that there should be a wall-mounted hand sanitizer in each room. Administrator stated that the wall mounted hand sanitizer was
removed from R1's room because of a safety concern with resident dispensing hand sanitizer.
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