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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 interviews, the facility failed to ensure infection control practices were
 established and maintained to provide a safe, sanitary and comfortable environment to help prevent the possible development and
transmission of Coronavirus (COVID-19) and other communicable diseases, and infections. Specifically, the facility
 failed to: -Ensure staff were following proper personal protective equipment (PPE) guidelines; and -Provide hand hygiene
 opportunities for residents; Findings include: I. Failure to provide hand hygiene opportunities for residents A.
 Observations On 4/7/2020 at approximately 12:10 p.m., an unidentified certified nurse aide (CNA) was observed to pass a
 noon meal to room [ROOM NUMBER]. The CNA failed to offer handwashing to the resident. At 12:13 p.m., CNA #1 was observed
to pass a noon meal to Resident #3. The CNA failed to offer handwashing to the resident. At 12:15 p.m., an unidentified CNA
 and unidentified registered nurse both served a noon meal to residents in room [ROOM NUMBER] which was a shared room. Both
 failed to offer handwashing to the residents. At 12:25 p.m., CNA #2 was observed to to pass a tray to a resident a male
 resident. While he carried the food to the resident, he held the plate and dessert against his uniform. After he set the
 resident up with his meal, he did not offer handwashing to the resident. The CNA was informed to not hold the food next to
 his uniform, he replied good tip. At 12:33 p.m., the social worker (SW) was observed to pass a tray to a resident. She held the food up
against her clothes in order to carry the multiple plates and drink. The SW then went into the room and served
 the meal. B. Interview The DON was interviewed on 4/7/2020 at approximately 1:00 p.m. The DON said the residents should be
 offered and assisted to wash their hands prior to eating. She said that the staff had been trained to assist the residents
 to wash their hands with either soap and water at the sink, or to use the alcohol based hand rub (ABHR). The food service
 director (FSD) was interviewed on 4/7/2020 at approximately 1:00 p.m. The FSD said the facility did not have enough trays
 to pass the meals. She said some had been ordered. She said she would provide training as to not hold the food against
 their bodies. II. Failure to ensure staff were following proper PPE guidelines A. Record review Training provided March
 2020 titled personal protective equipment was provided by the nursing home administer (NHA) on 4/7/2020. The training
 documented in pertinent part, masks are often misused, as everytime you touch the front of the mask - put it up ull it
 down- you are actually risking more exposure to germs to your facial mucus membranes. Masks should only be touched by the
 loops. B. Observations and interviews On 4/7/2020 at p.m., a unidentified CNA was in room [ROOM NUMBER]. The sign outside
 of the door documented the resident was on droplet/contact isolation. The CNA opened the door and stood at the door and
 requested a clean night gown. She did not have her mask on properly. She had her N95 mask below her nose. The surveyor told the
CNA she needed to keep the mask on properly while she was in the isolation room. She then proceeded to move it up with
 her gloved hands. The DON was interviewed on 4/7/2020 at approximately 1:00 p.m. The DON said when staff were in the
 isolation rooms, the correct PPE needed to be worn and worn properly. She said the mask should always be over both the
 mouth and the nose. She said she would provide training to all staff. Although, the staff had been trained on correct usage of PPE.
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