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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 interview, observation and record review the facility failed to maintain an infection prevention and control
 program designed to provide a safe, sanitary and comfortable environment and to help prevent the development and
 transmission of communicable diseases and infection for lunch being served on two (Hall A and Hall C) of four hallways in
 the nursing facility. CNA A, CNA B and SW failed to sanitize residents hands (3 residents on Hall C and 3 residents on Hall C) prior
to eating lunch. This failure could place all residents at risk for the transmission of infectious diseases.
 Findings included: Review of Resident #1's Face Sheet reflected an [AGE] year old female admitted [DATE] with [DIAGNOSES
 REDACTED]. Review of Resident #1's Quarterly MDS dated  [DATE] reflected a BIMS score of 14 indicating mild cognitive
 impairment. An observation on 4/1/2020 at 12:10 PM revealed 3 residents on Hall C being served lunch. Staff did not assist
 with hand-washing or hand sanitizing nor did they remind or encourage them to do so. In an interview on 4/1/2020 at 12:17
 CNA A stated she did not assist the three residents in question with hand washing or hand sanitizing. An observation on
 4/1/2020 at 12:24 revealed 1 resident on Hall A being served lunch. Staff did not assist with hand-washing or hand
 sanitizing nor did they remind or encourage them to do so. In an interview on 4/1/2020 at 12:25 PM CNA B stated she did not assist
the one resident in question with hand washing or hand sanitizing. An observation on 4/1/2020 at 12:30 PM revealed 2 residents on
Hall A being served lunch. Staff did not assist with hand-washing or hand sanitizing nor did they remind or
 encourage them to do so. In an interview on 4/1/2020 at 12:32 PM SW stated she did not assist the two residents in question with
hand washing or hand sanitizing. In an interview and observation on 4/1/2020 at 12:37 PM Resident #1 was asked if she
 was assisted with hand washing prior to being served her meal. She looked at her hands and stated no. She then stated, I
 guess I should have washed them myself. In an interview on 4/1/2020 at 12:39 PM DON stated her expectation was for staff to
sanitize the residents' hands prior to meals. In an interview on 4/1/2020 at 1:04 PM ADM stated the facility did not have a specific
policy regarding residents' hands being washed prior to meals but felt this fell   under professional standards.
 Review of facility policy did not reveal a policy specific to residents' hands being washing prior to meals.
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