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Provide and implement an infection prevention and control program.

 Based on observation, policy review, and staff interview, it was determined the facility failed to ensure staff performed
 hand hygiene to provide a safe and sanitary environment. This failure created the potential for negative outcomes by
 exposing residents to the risk of infection and cross-contamination including COVID-19. Findings include: The facility's
 Handwashing/Hand Hygiene policy, dated 4/2018, stated to use an alcohol-based hand rub containing at least 62% alcohol, or,
alternatively, soap (antimicrobial or non-antimicrobial) and water before and after direct contact with residents. On
 8/25/20 at 11:34 AM, RN #1 was observed adjusting Resident #1's right leg and leg-lift on his wheelchair. RN #1 was
 standing at the medication cart preparing to distribute medications when Resident #1 approached RN #1 in his wheelchair. RN #1
commented that his right foot, protected by a foam boot, was pressed against the footrest and should not be. RN #1
 proceeded to adjust the leg lift to a higher position and adjust his leg on the leg rest touching Resident #1 and his
 wheelchair. RN#1 then provided Resident #1 with his medications and used the computer mouse to document administration of
 Resident #1's medications. RN #1 did not perform hand hygiene after touching Resident #1 and his wheelchair and between
 providing his medications and touching the computer mouse and medication cart. On 8/25/20 at 11:40 AM, the RN said she did
 assist Resident #1 in his wheelchair and forgot to sanitize her hands after touching his leg and wheelchair and before
 touching the medication cart, computer mouse, and administering Resident #1 his medications. On 8/25/20 at 12:30 PM, the
 DON said RN #1 should have performed hand hygiene after touching Resident #1 and his wheelchair.
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