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Provide and implement an infection prevention and control program.

 Based on observation, interview and record review, the facility failed to perform hand hygiene while providing care for 3
 of 3 residents reviewed for infection control (Resident 2, 3 and 4). Finding includes: During a random observation, on
 06/04/20 at 8:55 a.m., RN 1 exited from Resident 1's room and then entered into the room of Resident 2 and 3. Hand hygiene
 was not observed prior to entry into the room. The nurse approached Resident 2, took her temperature, wiped the thermometer with
an alcohol pad, then took Resident 3's temperature and left the room. He then walked into another room, while wiping
 the thermometer with an alcohol pad, approached Resident 4 and took her temperature, exited the room and went to the
 nursing station. RN 1 had not preformed hand hygiene at any time between the two rooms or during contact with any of the
 three residents he encountered. During an interview, following the observations, RN 1 indicated he should have performed
 hand hygiene with every patient contact. During an interview, on 06/04/20 at 9:17 a.m., the Director of Nursing (DON)
 indicated gloves are to be used for all procedures and hand hygiene should be preformed between tasks and after each
 resident contact. A facility policy, titled Handwashing/ Hand Hygiene, revised 08/15, provided by the Director of Nursing
 on 06/04/20 at 9:28 a.m., indicated .All personnel shall follow the handwashing/hand hygiene procedures to help prevent the spread
of infection to other personnel, residents .Use an alcohol-based hand rub .or .soap .and water for the following
 situations .Before and after direct contact with residents .After contact with objects (e.g. medical equipment) 3.1-18(l)
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