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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 observations, record review and staff interviews, the facility failed to perform hand hygiene after exiting 2 of 2 resident
rooms (room [ROOM NUMBER] and room [ROOM NUMBER]). These failures occurred during a COVID-19 pandemic. The
 findings included: A review was conducted of the facility policy titled, Handwashing/Hand Hygiene, revised August 2015. The
policy specified that an alcohol-based hand rub containing at least 62% alcohol; or, alternately, soap and water, should be used after
contact with objects in the immediate vicinity of the resident. On 4/16/20 at 9:10 AM, an observation was made
 of Nurse Aide (NA) #1. NA #1 entered room [ROOM NUMBER] without gloves on and exited the room carrying a breakfast tray.
NA #1 was observed to place the breakfast tray on the cart in the hallway and go back into room [ROOM NUMBER] without washing
 or sanitizing her hands. NA #1 exited room [ROOM NUMBER] carrying another breakfast tray and placed it onto the cart in the
hallway. NA #1 was observed to then enter room [ROOM NUMBER] with ungloved hands and did not sanitize her hands before she
 entered the room. NA #1 was observed to use the bed controller to adjust the head of the resident's bed. She then exited
 room [ROOM NUMBER] carrying a breakfast tray and placed it on the cart located in the hallway. NA #1 did not wash or
 sanitize her hands after she placed the meal tray in the cart. On 4/16/20 at 9:12 AM, an interview was conducted with NA
 #1. She stated she sanitized her hands after coming out of resident's rooms and after removing gloves if she was providing
 care. When NA #1 was asked why she didn't sanitize her hands after coming out of Rooms #131 and room [ROOM NUMBER], she
 stated the hand-sanitizing dispenser outside of room [ROOM NUMBER] was empty and after observing her checking her pockets,
 she stated she didn't know where her personal hand sanitizer was, she must have left it somewhere. NA #1 then proceeded to
 a hand sanitizing station and sanitized her hands. On 4/16/20 at 9:14 AM, an observation was conducted in the hallway near
 room [ROOM NUMBER]. The hand-sanitizing station outside of room [ROOM NUMBER] was functional and supplied with
 hand-sanitizing solution. On 4/16/20 at 9:13 AM, an interview was conducted with NA #2. She stated she sanitizes her hands
 after coming out of residents rooms and washes them after removing her gloves when giving care. NA #2 stated the staff were having
in-servicing on hand-washing. On 4/16/20 at 9:20 AM, an interview was conducted with the Corporate Nurse Consultant. She stated
NA #1 should have sanitized her hands when exiting the resident's rooms and the staff have been trained many
 times on handwashing and the use of Personal Protective Equipment (PPE).
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