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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, interview, and document review, the facility failed to perform hand hygiene after exiting a droplet
 isolation room, touching a facemask, and coming into direct contact with the environment for 1 of 2 residents (R1) reviewed for
transmission based precautions. Findings include: R1's Admission Record dated 5/6/20, indicated R1's [DIAGNOSES
 REDACTED]. R1's admission Minimum Data Set ((MDS) dated [DATE], identified R1 had moderate cognitive impairment. R1's
 treatment administration record (TAR) dated 5/6/20, directed R1 was placed in isolation precautions for 14 days for
 COVID-19 precautions. On 5/6/20, at 2:26 p.m. signage on R1's door indicated she was on contact and droplet isolation
 precautions. At this time, nursing assistant (NA)-A was observed exiting R1's room wearing a facemask and face shield. NA-A did
not clean her face shield, and approached a group of individuals who were standing outside of R1's room. NA-A was
 observed reaching under her face shield and touching her facemask on two occasions. NA-A did not complete hand hygiene
 after touching her facemask. NA-A walked towards the 2nd floor report room and stood outside of the room for a moment. NA-A
then walked near a stairwell located next to room [ROOM NUMBER], and proceeded to touch a keypad. On 5/6/20, at 2:31 p.m.
 NA-A was interviewed. NA-A stated she put on a clean facemask prior to exiting R1's room. NA-A stated she had a clean
 facemask inside of her pocket, and placed it on her face prior to exiting R1's room. On 5/6/20, at 2:41 p.m. the director
 of nursing (DON) was interviewed. The DON stated facility staff were expected to perform hand hygiene after touching their
 facemask. The DON stated not performing hand hygiene was an infection control concern. On 5/8/20, at 11:07 a.m. the DON
 stated employees should not keep facemasks in their uniform pockets. A facility policy Hand Hygiene Guideline dated
 11/28/17, directed, To cleanse hands to prevent the spread of potentially deadly infections, and To provide a clean and
 healthy environment for residents, staff and visitors.
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