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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 observations, record review, staff interviews and review of the facility's Hand Hygiene policy and procedure, the
 facility failed to perform hand hygiene after exiting 2 of 2 resident rooms (room [ROOM NUMBER] and room [ROOM NUMBER])
and after resident contact. These failures occurred during a COVID-19 pandemic. The findings included: A review was conducted
 of the facility policy titled, Hand Hygiene, reviewed on 3/11/20. The policy specified that hands should be washed for at
 least 20 seconds using soap and water under the following conditions: before and after having direct contact with a
 resident. The policy also stated hand sanitizers may be used when soap and water not readily available. On 4/29/20 at 9:35
 AM, an observation was made of Nurse Aide (NA) #1 entering room [ROOM NUMBER] without gloves and exiting the room with a
 breakfast tray. NA #1 was observed to place the breakfast tray in the dining area and then enter room [ROOM NUMBER] without
washing or sanitizing her hands. NA #1 exited room [ROOM NUMBER] carrying two more breakfast trays and placed them in the
 dining room. NA #1 was than observed comforting a resident in the hallway by placing her right hand on the resident's right shoulder
than pushing the wheelchair forward a short distance without washing or sanitizing her hands and without wearing
 gloves. On 4/29/20 at 9:40 AM, an interview was conducted with NA#1. She stated she sanitized her hands every chance she
 got. She stated she washed or sanitized her hands after providing care to the residents when she removed her gloves. NA #1
 stated she usually did sanitize her hands when picking up trays, but she didn't that time. On 4/29/20 at 9:42 AM, an
 observation was conducted of the 800 hall nurses station. A large approximately gallon jug of hand sanitizer over half full was
observed on top of the desk. On 4/29/20 at approximately 12:30 PM, an interview was conducted with the Director of
 Nursing. She revealed hand hygiene should be conducted after contact with residents. On 4/30/20 at 2:45 PM, an interview
 was conducted with the Infection Control Nurse. She stated extensive education regarding infection control and prevention
 had been ongoing and they were encouraging staff to wash their hands instead of using hand sanitizer. Hand washing
 education had been completed with staff demonstration and was being monitored.
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