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Residents Affected - Some

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 ensure the implementation of the infection
 prevention and control program by one staff not performing hand hygiene in between Residents 1 and 2. This deficient
 practice placed the resident at risk for infection and cross contamination; and had the potential to result in the spread
 of Coronavirus Disease 2019 (COVID-19 a [MEDICAL CONDITION] infections that affects the respiratory system and easily
 transmit from person to person). Findings: A review of Resident 1's Admission Record (Face Sheet) indicated a re-admitted
  d 6/05/2019, with [DIAGNOSES REDACTED]. A review of Resident 1's Minimum Data Set (MDS - standardized assessment and
 screening tool) dated 7/1/2020, indicated the resident was unable to make decisions and required extensive assistance with
 personal hygiene On 7/14/2020 at 1:10 p.m., during an observation of Residents 1 and 2 with the Director of Nursing (DON)
 and the Infection Preventionist (IP) Nurse, the Activity Director (AD), wearing gloves, sprayed Resident 1's hands with a
 hand sanitizer. The AD held Resident 1's hands and assisted the resident with rubbing the sanitizer on his hands. The AD
 did not remove his gloves and proceeded to assist Resident 2 with spraying the hand sanitizer and rub the resident's hands. The AD
did not remove the gloves and did not perform handwashing between assisting the two residents. The AD did not remove gloves after
assisting Resident 2 and before leaving the residents's room. At 1:15 p.m., during an interview, the AD stated he forgot to remove his
gloves and wash his hands in between providing hand hygiene to Residents 1 and 2 and before leaving the room. On 7/14/2020, at
3:32 p.m., during an interview, the DON stated Activity staff were assigned to sanitize the
 residents' hands every two hours as part of the facility Infection Control and Prevention Program. The DON stated the
 assignment was supposed to be a no contact assignment and the residents to be instructed to rub hands together after the
 staff sprays the sanitized. If residents were unable to follow directions, staff may use gloves and assist the residents in rubbing their
hands.
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