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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 and interview, the facility failed to follow infection control procedures while cleaning rooms to
 prevent the possible spread of communicable diseases on one of 3 units. Findings include: Review of the Facility's
 Isolation Discharge Room Cleaning Policy, dated 11/1/14 indicated the following: *The purpose for an isolation or isolation
discharge room cleaning is to prevent the spread of infection disease to residents, staff and visitors while maintaining
 rooms in a clean and sanitary manner. *Prior to entering the room, check with the unit nurse to determine the appropriate
 Personal Protective Equipment (PPE). *Adorn protective clothing following current Centers for Disease Control guidelines.
 *Discard protective clothing in the wastebasket in the residents room just prior to exiting. On 7/27/20 at 7:00 A.M., the
 surveyor made observations on the 2nd floor nursing unit. The surveyor observed Housekeeper #1, wearing a cloth gown, enter room
[ROOM NUMBER]. There was a sign outside of the door indicating that the resident in the room was on quarantine.
 Housekeeper #1 then cleaned room [ROOM NUMBER]. At 7:15 A.M., the surveyor observed Housekeeper #1 exit room [ROOM
NUMBER]
 without removing her cloth gown and began walking to room [ROOM NUMBER]. Outside of room [ROOM NUMBER]
Housekeeper#1 put on new gloves without performing hand hygiene, entered room [ROOM NUMBER] and began cleaning it. At
7:35 A.M., the surveyor
 observed Housekeeper #1 leave room [ROOM NUMBER] and walk to room [ROOM NUMBER] wearing the same gown she had
worn in room
 [ROOM NUMBER] (a precautions room) and room [ROOM NUMBER]. Outside of room [ROOM NUMBER] Housekeeper #1
began putting on
 new gloves without performing hand hygiene. During an interview with Housekeeper #1 on 7/27/20 at 7:37 A.M., she said that
 she changes gowns after she cleans a room where a resident in on precautions. Housekeeper #1 said she had not cleaned a
 precautions room this morning, despite the surveyor's observations of her cleaning room [ROOM NUMBER] at 7:00 A.M.
 Housekeeper #1 then entered room [ROOM NUMBER] and began cleaning the room wearing the same gown she had worn to clean
 rooms [ROOM NUMBERS].
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