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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 ensure staff washed/sanitized their hands after
 providing personal care and removing dining trays from isolation resident rooms. This affected two (Residents #66 and #18)
 of six residents who were in isolation. The facility census was 70 residents. Findings include: On 07/22/2020 at 9:42 A.M.
 during infection control observations on the first floor, a stop sign was observed on the door frame of room [ROOM NUMBER]
 which stated see a nurse before entering. There was also a small three drawer plastic dresser containing personal
 protective equipment outside of the door. Registered Nurse (RN) #50 was observed in room [ROOM NUMBER] taking the blood
 pressure of Resident #66. RN #50 asked the surveyor if she needed help with something. The surveyor asked her what
 infection Resident #66 had which required the sign and the personal protective equipment, and RN #50 explained yesterday
 was her first day and that she was unfamiliar with the residents but would check the computer. While waiting for the
 [DIAGNOSES REDACTED].M. the surveyor observed State tested   Nursing Assistant (STNA) #40, going into room [ROOM
NUMBER]
 and removing Resident #66's breakfast tray. The STNA exited the room and placed the tray on the cart then began to go into
 room [ROOM NUMBER], where Resident #18 resided and also had a sign on the door frame that stated see a nurse before
 entering. There was also had a small three drawer plastic dresser containing person protective equipment placed outside of
 the door. Before STNA #40 entered the room, the surveyor stopped her and asked her to sanitize her hands. The STNA then
 used hand sanitizer that she had in her pocket before proceeding into room [ROOM NUMBER]. RN #50 then said that it looked
 as if Resident #66 had [MEDICAL CONDITION]. RN #50 then began going through cart, and the surveyor asked her if she
 sanitized her hands after taking the blood pressure of Resident #66. RN #50 said there was no sanitizer in the resident's
 room, but she had sanitizer on her cart, however she did not sanitize her hands. Review of Resident #66's medical record
 revealed the resident was admitted to the facility on [DATE] with the [DIAGNOSES REDACTED]. Physician orders
[REDACTED].#66 for signs and symptoms of COVID-19 infection, such as fever and poor oxygenation, or unusual symptoms for the
resident such as dry cough, tiredness, aches/pains, sore throat, other symptoms of respiratory infection, diarrhea, other symptoms of
GI
 infection, [MEDICAL CONDITION], headache, loss of taste or smell, rash on skin, and discoloration of fingers or toes.
 Progress notes dated 07/04/2020 indicated Resident #66 had bilateral [MEDICAL CONDITION] requiring an antibiotic,
 [MEDICATION NAME]. Review of Resident #18's medical record revealed the resident was admitted on [DATE] with a
[DIAGNOSES
 REDACTED]. Physician orders [REDACTED]. of fingers or toes. Review of the Infection Control Policy and Procedure dated
 11/28/2017 included Hand Hygiene Protocol that stated: a. All staff shall perform hand hygiene their when coming on duty,
 between resident contacts, after handling contaminated objects, after PPE removal, before/after eating, before/after
 toileting, and before going off duty. b. Staff shall perform hand hygiene before and after performing resident care
 procedures and per our facility's established hand hygiene procedure. Both RN #50 and STNA #40 had gone into a room
 designated as requiring isolation and did not wash or sanitize their hands upon exiting the room after providing resident
 care services and removing meal trays from the resident's bedside table.
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