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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, policy review, and interview, the facility failed to ensure staff properly performed hand hygiene to
 reduce the risk of the transmission of COVID-19 ([MEDICAL CONDITION] causing respiratory illness). Findings include On
 8/26/2020 at 8:30 A.M., the surveyor observed Certified Nursing Assistant (CNA) #1 in room [ROOM NUMBER]. CNA #1 was
 setting up a resident's tray on his/her tray table. CNA #1 then left the room, and did not perform hand hygiene. CNA #1
 then went to the food truck on the unit, retrieved a new tray and took it to room [ROOM NUMBER]. CNA #1 set up the tray for a
resident in 229 on his/her tray table and did not perform hand hygiene while in the room or upon leaving the room. On
 8/26/2020 at 8:38 A.M., the surveyor observed CNA #1 in room [ROOM NUMBER], assisting a resident to change position in bed.
CNA #1 then repositioned the resident's tray table and left the room without performing hand hygiene. On 8/26/2020 at 8:52
 A.M., the surveyor observed CNA #1 finish feeding a resident in room [ROOM NUMBER], pick up the breakfast tray, and return
 it to the food cart in the hallway. CNA #1 did not perform hand hygiene after returning the tray. During an interview on
 8/26/2020 at 8:54 A.M., CNA #1 said she should cleanse her hands with hand sanitizer or wash them whenever leaving a
 resident's room. Review of the facility policy Infection Control Guidelines of All Nursing Procedures, dated August 2012,
 indicated the following: -Employees must wash their hands for ten to fifteen seconds using antimicrobial or
 non-antimicrobial soap and water under the following conditions: -Before and after direct contact with residents. -In most
 situations, the preferred method of hand hygiene is with an alcohol-based hand rub. If hands are not visibly soiled, use an alcohol-
based hand rub containing 60-95% [MEDICATION NAME] or [MEDICATION NAME] for all the following situations: -Before
 and after direct contact with residents -After contact with a resident's intact skin. -After contact with objects in the
 immediate vicinity of the resident. -After removing gloves. During an interview on 8/26/2020 at 11:45 A.M., the Assistant
 Director of Nursing (ADON) said staff should cleanse/wash their hands whenever leaving a resident's room or after touching
 a surface in a resident's room or assisting a resident.
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