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Provide and implement an infection prevention and control program.

 Based on observation, interview, and record review, the facility failed to ensure consistent implementation of infection
 control standards for hand hygiene when 1 of 4 Certified Nursing Assistants (CNAs) observed serving meals to residents did
 not do hand hygiene between resident rooms and meal delivery. Failure to use proper hand hygiene procedures placed the
 residents at potential risk for the spread of disease. The facility census was 43 residents. Findings include: The
 facility's Handwashing/Hand Hygiene policy with a revision date of August 2019 indicated the following: This facility
 considers hand hygiene the primary means to prevent the spread of infections. Policy Interpretation and Implementation .7.
 Use an alcohol-based hand rub containing at least 62% alcohol; or, alternatively soap (antimicrobial or non-antimicrobial)
 and water for the following situations .o. Before and after eating or handling food; p. Before and after assisting a
 resident with meals . On 4/23/2020 at 12:10 PM, three CNAs (CNA1, CNA2, and CNA3) were observed passing meal trays on the
 North Hallway. At 12:15 PM, CNA1 took two trays from the meal cart and took the trays into a resident room. CNA1 sat one
 tray on a resident's bedside table and then took the second tray and placed it on another resident's bedside table. CNA1
 moved one of the resident's table so that it was in positioned in front of the resident. After both trays were placed on
 the tables, CNA1 removed the lids that covered the plates. CNA1 then placed the lids on top of the cart and took two other
 trays out of the cart. CNA1 did not wash her hands or use hand sanitizer in between serving residents their trays. The meal delivery
was observed until all residents on the North Hallway had been served. CNA1 did not use hand sanitizer and/or wash her hands during
the North Hallway meal service. At 12:17 PM, the meal cart was observed being delivered to the South
 Hallway. CNA1, CNA2, and CNA4 were observed coming from the dining room where they had washed their hands at the sink. The
 three CNAs began serving meal trays to the residents. CNA1 would take two trays from the cart to deliver. CNA1 was observed
going into various resident rooms serving meals; CNA1 would place the trays on the bedside tables, positioning the table if needed
and then remove the lids covering the plates, and leave the resident room. CNA1 would then place the lids on top of
 the food cart and take another tray/s for delivery to the next resident/s. CNA1 failed to do hand hygiene during the
 delivery of meal trays to residents on the South Hallway. On 4/27/2020 at approximately 10:15 AM, these observations were
 discussed with the facility's Administrator and Director of Nursing. Both administrative staff acknowledged that the CNA
 should have performed hand hygiene during the meal service.
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