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Provide and implement an infection prevention and control program.

 Based on observation, interview, and policy review, the facility failed to provide proper Standard Precautions for
 infection control practices related to hand hygiene on two out of three units. Findings Include: Review of the facility
 policy titled Handwashing/Hand Hygiene (Revised 8/14/2017) indicated the following: Use of an alcohol-based hand rub
 containing at least 62% alcohol; or, alternatively, soap and water for the follow situations: -Before and after direct
 contact with residents; -After contact with objects (e.g. s, medical equipment) in the immediate vicinity of the resident . During an
observation on 9/1/2020 at 8:10 A.M., on Unit 2, Nurse's Aide (NA) #1 was assisting Resident #1 and Resident #2
 in the hallway. NA #1 applied Resident #1's cloth face mask, coming in contact with Resident #1 on the head/face area. NA
 #1 proceeded to push Resident #1 partially down the hallway in his/her wheelchair. She then returned to Resident #2 and
 applied Resident #2's cloth face mask touching Resident #2 on the head/face area. During an interview on 9/1/2020 at 8:12
 A.M., when asked if NA #1 should have done anything between assisting Resident #1 with his/her mask and assisting Resident
 #2 with his/her mask, NA #1 said she should have performed hand hygiene. During an observation on 9/1/2020 at 10:04 A.M.,
 on Unit 1 Activities Assistance (AA) #1 was preparing a bin of art materials for resident use. She donned plastic gloves in preparation
of pouring paint. Resident #3 was sitting behind AA #1 in the common area and Resident #3's tissue box fell
   from his/her over bed table to the floor. AA #1 proceeded to pick up the tissue box with her gloved hands and placed it
 back on Resident #3's over bed table. AA #1 then proceeded to pick up art materials from the bin with her still gloved
 hands. During an interview on 9/1/2020 at 10:05 A.M., when asked if AA #1 should do anything before touching the activities
materials she said she should have performed hand hygiene. At which point she doffed gloves, placed them in the trash, and
 utilized alcohol-based sanitizing rub (ABSR).
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