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Provide and implement an infection prevention and control program.

 Based on observations, review of facility documentation, and interviews the facility failed to ensure hand hygiene was
 completed with the movement of a food service cart. The findings include: Observation and interview with the Dietary
 Manager on 4/28/20 at 1:35 PM identified he had just returned to the facility from being outside and proceeded to the
 facility's conference room to collect his face mask and goggles from a paper storage bag. He identified the dietary staff
 stored their personal protective equipment (PPE) in an area of the conference room separate from other facility departments and
currently the only PPE being stored in the bags by departments were the reusable eyewear of goggles or face shields.
 The Dietary Manager was observed leaving the conference room, without the benefit of hand hygiene, with his face mask and
 goggles continued onto the unit that provided care for residents with transmission-based infection prevention precautions.
 Once on the unit he collected a meal service cart, transferring this meal cart through two sets of closed doors from the
 nursing unit to the kitchen, delivering it to the kitchen staff, without the benefit of hand sanitation. The manager
 identified that sanitation of the meal cart was completed after the dishes and trays were removed. Interview with the
 Director of Nursing Services on 4/28/20 at 1:45 PM identified liquid hand sanitizer dispensers where conveniently placed on the
walls near the doors for hand hygiene and the Dietary Manager was provided re-education.
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