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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 document review, the facility failed to ensure proper hand hygiene was followed in
 accordance with Centers for Disease Control (CDC) guidelines for 1 of 4 residents (R5) observed for dining. Findings
 include: R5's admission Minimum Data Set ((MDS) dated [DATE], indicated R5 was cognitively intact, and required extensive
 assistance for most activities of daily living (ADLs). During an observation on 5/12/20, at 11:58 a.m. 11 residents were
 seated in the dining room, appropriately socially distanced at 6 feet apart. At 12:05 p.m. nursing assistant (NA)-C touched her glasses
and face, and did not perform hand hygiene. At 12:07 p.m. NA-C touched her glasses, and did not perform hand
 hygiene. At 12:10 p.m. with bare hands, NA-C took a stack of meal slips, sorted them, and placed them on meal trays, took
 name cards and placed them on meal trays, took a plate cover and placed over a prepared plate of food, then took the plate
 and placed it on the meal tray inside the meal warmer. NA-C then touched condiments and placed them on meal trays. At 12:12 p.m.
NA-C placed plate covers on 3 additional prepared plates of food, and placed the plates on meal trays inside the meal
 warmer. At 12:13 p.m. NA-C closed the door of the meal warmer and rolled the warmer down the hallway towards resident
 rooms. At 12:14 p.m. NA-C opened the door of the meal warmer, removed a meal tray and brought it into R5's room, set the
 meal tray on the bedside table, exited the room, poured orange juice and milk into glasses at the serving cart in the
 hallway, then brought beverages to R5. NA-C did not perform hand hygiene. During an interview on 5/12/20, at 12:17 p.m.
 NA-C stated, Yeah, normally I usually move around my glasses, we have to use hand hygiene when touching our face and hand
 hygiene between, I just forgot, it is habit I guess. During an interview on 5/12/20, at 2:05 p.m. the DON stated her
 expectation was to have staff use hand sanitizer after touching their face, glasses or a mask. The DON stated when all of
 this started they watched hand hygiene with everyone in the building and they were continuing with audits, which included
 observing hand hygiene, checking them off, and donning and doffing of gloves. The facility policy titled Hand Washing and
 Glove Use last revised 7/18, directed hand washing was to be done by direct care staff at the following times: a. Before,
 between, and after resident contact. b. After touching any contaminated object (face, hair, body or clothing; garbage or
 dirty utensils, dirty dishes, phone, linen or money). c. Before eating or touching food. The facility policy titled Hand
 Hygiene and Handwashing last revised 4/14/20, directed staff are not to touch any food or eating surfaces with bare hands
 (i.e., fork tines, eating surface of plates, drinking surface of glasses) and that hand washing was to be done by all
 employees at the following times: a. During service of meals. b. Before meal service begins. c. When visibly soiled and
 whenever hands are contaminated by touching resident, self or any surface (e.g. table, chair, counter).
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