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Provide and implement an infection prevention and control program.

 Based on observation, interview, and document review the facility failed to ensure proper infection control procedures were followed
for hand hygiene and disinfection of medical equipment in order to prevent and or decrease the risk of
 transmission and spread of infectious disease including Covid-19. Findings include: During an observation and interview on
 4/22/2020, at 9:00 a.m., dietary aide (DA)-A was observed in the west hallway with fresh water pitchers. DA-A was wearing a cloth
mask however, it rested below the nose. DA-A was observed exchanging old water pitchers for fresh water pitchers to
 several resident rooms without performing hand hygiene between the rooms. DA-A stated she was told to wash hands after
 finishing delivering. DA-A stated she was wearing her mask lower because her glasses fogged up. DA-A stated she had been
 educated on hand hygiene, glove use, and not to touch face when wearing a mask. DA-A stated she reported the mask issue to
 director of nursing (DON) but nothing was done. During an interview on 4/22/2020, at 9:15 a.m., registered nurse (RN)-A
 stated staff have been educated on hand hygiene and are trained to perform hand hygiene in between resident rooms. RN-A
 stated each resident room has a sink and hand sanitizer for use and hallway walls also have hand sanitizer for use. During
 an interview on 4/22/2020, at 9:32 a.m., administrator said dietary manager is not available at this time. The
 administrator stated it would be expected that all staff use hand hygiene in and out of resident rooms, even delivering of
 water. Administrator stated staff are expected to wear mask over nose. During an interview on 4/22/2020 at 9:40 a.m.,
 licensed practical nurse (LPN)-A stated staff are instructed to use hand hygiene before and upon leaving a resident room.
 LPN-A stated staff completed competency on PPE (personal protective equipment) and hand hygiene. EQUIPMENT CLEANING
During
 an observation on 4/22/2020, at 10:27 a.m., nurse aide (NA)-A was observed pushing a vital sign machine into a resident
 room, NA-A then walked out of the resident room with the machine then walked into the neighboring resident's room without
 cleaning/disinfecting the machine or attached accessories. NA-A then exited that room with the machine, walked with it to
 the lobby area where NA-A positioned the machine up against the wall, and walked away without cleaning/disinfecting the
 machine. During an interview on 4/22/2020, at 10:30 a.m., NA-A stated she did not wipe down the vital signs machine and was not
told to do so after each use. NA-A stated that the resident does not touch the vital signs machine. The facility
 procedure on passing water dated 3/11/20, included the steps to wash hands initially, fill ice bucket with ice; obtain an
 ice spoon and additional cups and place all items on a cart, proceed to each resident's room and ask the resident if he/she wants ice or
just water or both, remove pitcher and empty contents, wash hands between each resident's rooms, repeat
 procedure from room to room. The facility did not provide a policy on routine disinfection of medical equipment between
 residents.
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