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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, interview, and record review, the facility failed to maintain an infection prevention program
 designed to provide a safe, sanitary and comfortable environment and to help prevent the development and transmission of
 communicable diseases and infections for 1 of 4 residents (Resident #1 ) reviewed for infection control. CNA A and CNA B
 did not perform hand hygiene after exiting Resident # 1's room. This failure could place residents who reside in the
 facility and require care at risk for cross contamination and infection. Findings included: Record review of Resident # 1's face sheet
revealed he was admitted on [DATE] with the [DIAGNOSES REDACTED]. Record review of a facility document titled,
 Isolation/Precautions , updated on 7/21/20, revealed Resident # 1 was on droplet precautions for COVID-19 (Coronavirus)
 precautions. During an observation on 7/21/20 at 5:04 pm CNA A and CNA B exited Resident # 1's room and did not perform
 hand hygiene. During an interview on 7/22/20 at 4:08 pm, CNA B stated she usually performed hand hygiene before donning PPE
(personal protective equipment) and after doffing PPE. She stated they usually wash their hands after doffing PPE and prior to exiting
the resident 's room and perform hand hygiene after exiting the resident 's room. During an interview on 7/22/20 at 4:12 pm, CNA A
stated she doffed PPE prior to exiting the resident room, in the bathroom, and washed her hands before
 exiting. Non-CNA A stated they perform hand hygiene again when they exit the room. During an interview on 7/23/20 at 4:20
 pm, the ADON (Interim DON) stated staff are supposed to perform hand hygiene after exiting the resident room because they
 touch the door knob inside the resident's room, which is considered a contaminated surface. The ADON (Interim DON) stated
 staff are supposed to perform hand hygiene prior to donning gloves. Record review of a facility policy titled,
 Handwashing/Hand Hygiene , revised August 2015, revealed use of an alcohol-based hand rub or hand washing should occur
 before donning gloves and after contact with any contaminated surfaces. Record review of the Centers for Disease Control
 and Prevention's guide on hand hygiene in healthcare settings for healthcare workers reveals that staff shall use hand
 hygiene after contacting contaminated surfaces and after touching a patient or the patient's immediate environment.
 (https://www.cdc.gov/handhygiene/providers/index.html)
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