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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, staff interview and facility policy and procedure review it was determined that 1 of 1 nursing
 assistants (#1) taking vital signs failed to wash/sanitize her hands and the equipment she was using while taking vital
 signs during a COVID -19 pandemic. Findings included: 1. Review of facility document titled Handwashing and Hand Hygiene
 dated 12/21/09 stated, (Facility) considers hand hygiene the primary means to prevent the spread of infections. All staff
 are trained and regularly in-serviced on the importance of hand hygiene in preventing the transmission of healthcare
 associated infections. Staff are expected to follow handwashing/hand hygiene procedures to help prevent the spread to other staff
members, residents, and visitors. Procedures listed as a part of the document included, Use an alcohol -based hand
 rub containing at least 62% alcohol; or alternatively soap and water for all the following situations: Before and after
 coming on duty, before and after direct contact with residents, after contact with the resident's intact skin, after
 contact with inanimate objects (e.g. medical equipment) in the immediate vicinity of the resident. Observation of nursing
 assistant (NA) #1 on 8/27/2020 at 3:28 PM revealed her entering room [ROOM NUMBER] with the vital sign equipment. NA#1 was
 observed taking the temperature of the resident, picking the clipboard up from the table, writing something down and
 exiting room [ROOM NUMBER]. She did not wash her hands, sanitize her hands or clean the equipment. NA #1 was observed
 entering room [ROOM NUMBER] at 3:31 PM. She was observed taking the resident's temperature, the resident's blood pressure
 and documenting on the clipboard. She did not wash her hands, use sanitizer or wipe down the equipment as she proceeded
 into room [ROOM NUMBER] at 3:34 PM. NA #1 was overheard telling the resident that she was going to take blood pressure and
 temperature. She was observed touching the end of the bed in 104 then exiting the room with the vital sign equipment. She
 did not clean or sanitize the equipment. She sanitized her hands and entered room [ROOM NUMBER]. The NA was heard washing
 her hands and observed using sanitizer as she exited room [ROOM NUMBER] and proceeded to room [ROOM NUMBER] at 3:43
PM.
 NA#1 was observed exiting 109 and proceeding to room [ROOM NUMBER] without washing her hands, using sanitizer or cleaning
 the equipment at 3:46 PM. She was observed taking temperature and blood pressure before documenting on her clipboard.
 During interview with NA #1 at 3:44 PM on 8/28/2020, she stated that she had a lot on her mind. She revealed that she had
 previous training on hand washing. She stated that prior to entering the room she was to sanitize, wash her hands and wipe
 down equipment before going to the next room. Interview with the Director of Nurses on 8/28/2020 at 3:49 PM revealed that
 staff were supposed to carry disinfectant wipes to clean equipment between use with each resident. She stated that there
 would normally be a small container in the basket or that staff could use the sanitizer on the wall to clean the equipment.
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