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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, interview, and record review, the facility failed to maintain an infection prevention and control
 program designed to provide a safe, sanitary and comfortable environment and to help prevent the development and
 transmission of communicable diseases and infections. - SW did not perform hand hygiene before entering or after exiting
 resident's rooms, and after touching resident's belongings These failures have the potential to affect residents by placing them at an
increased and unnecessary risk of exposure to communicable diseases and infections. Findings include: During an
 observation on 9-23-2020 at 10:15 AM, SW entered 3 different resident's rooms, one right after another, without performing
 hand hygiene. SW was holding a clip board and interviewing residents. She was in each room for approximately 2-3 minutes.
 In the last room she moved the resident's bedside table out of her way while talking with the resident. She did not perform hand
hygiene before or after touching the table. During an interview with SW on 9-23-2020 at 10:25 AM, SW was asked if she
 was required to wash or sanitize her hands between rooms after speaking with residents. SW stated that she did not know. SW was
asked if she was trained on proper hand hygiene techniques by the facility. SW stated that just started a couple days
 ago. SW was then asked if she thought it would be good practice to wash or sanitize hands in between visiting residents and touching
things in residents rooms. SW stated that she did not know, but that washing or sanitizing hands beofre entering
 or exiting a resident's room sounded like a good idea. During an interview with DON on 9-23-2020 at 10:30 AM, DON was asked if
it was her expectation that all staff perform hand hygiene before entering a resident's room and after exiting a
 resident's room. DON stated that it was her expectation that hand hygiene be completed when entering and exiting a
 resident's room. DON was asked if all staff in the building had been trained to wash or sanitize hands before entering and
 exiting a resident's room. DON stated that all staff had been trained to perform hand hygiene before entering and exiting a resident's
room. DON was asked the risk of not performing hand hygiene, and she responded that it could spread infection to others. During an
interview with the ADM on 9-23-2020 at 10:46 AM, ADM confirmed that it was his and the facility's
 expectation that that all staff perform hand hygiene when entering and exiting a resident's room. When asked what the risk
 was of not performing hand hygiene when entering and exiting, ADM stated that it could cause [MEDICAL CONDITION] to spread.
Record review of facility provided competency list titled Infection Control Plan: Overview, dated 2019 reflected in part:
 Preventing Spread of Infection 3. The facility will require staff to wash their hands after each direct resident contact
 for which hand washing is indicated by accepted professional practice. INTENT - Implement hand hygiene (hand washing)
 practices consistent with accepted standards of practice, to reduce the spread of infections and prevent
 cross-contamination There were no residents in the facility that were COVID positive.
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