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F 0880

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Provide and implement an infection prevention and control program.

 Based on observation, policy review, and staff interview, it was determined the facility failed to ensure residents
 received hand hygiene prior to eating their meals. This was true for 4 of 4 residents (#1, #2, #3, and #4) reviewed for
 hand hygiene. This failure created the potential for negative outcomes by exposing residents to the risk of infection and
 cross-contamination including COVID-19. Findings include: The facility's Hand Hygiene policy for residents, revised
 7/21/20, directed staff to assist residents to wash their hands prior to entering the dining room. The policy stated
 Alcohol Based Hand Rub may be used as directed. This policy was not followed. On 9/23/20, from 12:00 PM to 12:25 PM, lunch
 trays were served to residents. The following was observed: - At 12:00 PM, the ICP delivered and set-up Resident #1's meal
 on her tray table in her room. The ICP did not offer hand hygiene to Resident #1 prior to eating her lunch. - At 12:10 PM,
 the ICP delivered and set-up Resident #3's meal on her tray table in her room. The ICP did not offer hand hygiene to
 Resident #3 prior to eating her lunch. - At 12:25 PM, the ICP delivered and set-up Resident #4's meal on her tray table in
 her room. The ICP did not offer hand hygiene to Resident #4 prior to eating her lunch. On 9/23/20 at 12:37 PM, CNA #1 said
 she usually offered residents hand hygiene before and after their meals, but she forgot to offer hand hygiene to Resident
 #2 when she delivered his meal tray. On 9/23/20 at 12:35 PM, the ICP said she usually offered residents hand hygiene before their
meals, but said she forgot to offer hand hygiene to the residents when she delivered their meal trays. The ICP said
 she expected staff to offer residents hand hygiene before their meals.

F 0882

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Many

 Based on record review and staff interview, it was determined the facility failed to ensure an ICP with specialized
 training in infection control and prevention was appointed to the facility. This failure had the potential to negatively
 impact all 6 residents who resided in the facility and all of the staff. This deficient practice created the potential for
 staff to not receive appropriate infection control prevention training and provide resident care inconsistent with current
 standards of practice for infection prevention and control. Findings include: The facility's Infection Prevention and
 Control Program policy, revised 11/28/19, documented the facility was to employ a clinical professional with specialized
 training in infection control and prevention. This policy was not followed. On 9/23/20 at 10:30 AM, the facility provided
 documentation the ICP completed 3 of 23 course modules for the Nursing Home Infection Preventionist training offered by the CDC.
The facility also provided the following documents that were not from a nationally recognized source: * A transcript
 from Genesis Healthcare Inc. for Specialized Training in Infection Prevention and Control. * A certificate of completion
 for a 4-hour workshop on infection control taken in 2011 from Stanbridge College in Irvine, California. On 9/23/20 at 10:55 AM, the
ICP said she had not completed the CDC infection control training. She said she completed an infection control
 course in 2011 and March of 2020 provided by a previous employer and said she thought those were acceptable. On 9/23/20 at
 1:05 PM, the Clinical Resource Nurse said she thought the courses the ICP had taken previously satisfied the requirements
 in the regulation.
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