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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, record review, staff interviews and review of the facility's Hand Washing policy, and Contact
 Precautions policy, the facility failed to ensure that staff performed hand hygiene after exiting 1 of 1 resident rooms
 (Resident #1) who was on droplet precautions for a recent hospitalization   and was on contact precautions for [MEDICAL
 CONDITION] (MRSA) in a stage IV pressure wound. These failures occurred during a COVID-19 pandemic. Findings included: A
 review was conducted of the facility policy titled, Hand Washing Procedure, revised 3/10/20. The policy specified that you
 should wash your hands before and after contact with residents. A review was conducted of the facility policy titled,
 Contact Precautions, revised 3/10/20. The policy specified to remove gloves and perform hand hygiene with soap and water
 before leaving resident area (i.e. it is recommended to utilize hand sanitizer or soap and water after leaving resident
 rooms as well). Resident #1 was readmitted to the facility on [DATE] with [DIAGNOSES REDACTED]. On 6/2/20 at approximately
 10:20 AM, an observation was conducted of Nurse Aide (NA) #1. She was observed doffing her personal protective equipment
 (PPE) which included; a gown, and gloves before exiting Resident #1's room (room [ROOM NUMBER]) and discarding the PPE in
 the biohazard bag inside of the resident's room. She exited the room holding nothing in her hands and proceeded down the
 hallway, walked past rooms #408, #410, #413 and #415, and went into the nourishment room without sanitizing or washing her
 hands. On 6/2/20 at approximately 10:20 AM, an interview was conducted with NA #1. She acknowledged that Resident #1 was on
contact and droplet precautions. She stated she just forgot to use hand sanitizer when she left the resident's room because she was
looking for the tray cart. She stated she always used hand sanitizer after leaving a resident's room, or removing
 her gloves, but forgot to do so that time. On 6/2/20 at approximately 10:30 AM, and observation was conducted of the 400
 hall between rooms 404 through 413 which was utilized for residents on transmission-based precautions. Each of the
 alcohol-based hand sanitizer wall units tested   contained hand sanitizer. On 6/2/20 at 5:00 PM an interview was conducted
 with the Administrator along with the Corporate nurse consultant. The Corporate nurse consultant acknowledged that hand
 hygiene should be conducted after exiting a resident's room who was on transmission-based precautions.
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