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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, record review and interview the facility failed to follow their policy and perform hand hygiene to
 maintain infection control standards to prevent the further spread of COVID-19 in the facility. Findings include: 1. During inspection
of the B Wing unit on 8/20/20, at 8:19 A.M., the surveyor observed Certified Nurse's Aide (CNA) #1 in room [ROOM NUMBER].
CNA #1 touched the over the bed table and other items in the room, of the COVID-19 recovered resident. CNA #1 then exited the
room and without performing hand hygiene (HH), entered the room (B116) of a COVID-19 negative resident. CNA #1
 opened the bathroom door, contaminating the door handle, exited the room without performing HH and entered the bathroom of
 a COVID-19 recovered resident in room [ROOM NUMBER] where CNA #1 donned a pair of gloves without performing HH,
 contaminating her gloves. CNA #1 then walked down the hall and attempted to re-enter room # 123 when the surveyor
 interrupted to interview her. During an interview on 8/20/20, at 8:21 A.M., CNA #1 said that she was supposed to perform HH before
exiting a resident's room and before putting on gloves. During an interview on 8/20/20, at 8:22 A.M., the Clinical
 Supervisor said that all staff are to perform HH before exiting a resident's room and before putting on gloves. 2. During
 inspection of the B Wing unit on 8/20/20, at 8:28 A.M., the surveyor observed Nurse #1 in room [ROOM NUMBER], with gloves
 on, touching the COVID-19 negative resident's sheets, pillow and food tray. Nurse #1 then removed her gloves. The surveyor
 then observed Nurse #1 to exit the room without performing hand hygiene (HH) and carry a plate cover to the food cart in
 the hall way. Nurse #1 then opened and closed the food cart door with her contaminated hands. Nurse #1 then took the same
 plate cover down the hall to the unit dining room to discard the plate cover. During an interview on 8/20/20, at 8:30 A.M., Nurse #1
said that she was supposed to perform HH after removing gloves and before exiting a resident's room. Review of the facility policy
titled Strategies for Use Of Personal Protective Equipment (PPE) and dated as revised April/2020 indicated
 that Staff must perform hand hygiene and change gloves before and after all patient contact, contact with potentially
 infectious materials, and before and after removing PPE, including gloves.
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