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For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.
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OR LSC IDENTIFYING INFORMATION)
F 0830 Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on observation and staff interview, facility staff failed to ensure that four (4) of 13 hand sanitizer dispensers
harm or potential for actual | operated as intended. Findings included: Manufactures Guidance: Use PUREL L Hand sanitizer products properly and according
harm to the instructions on the label: wet hands thoroughly with product, and briskly rub hands together until dry. Purell
formulated to exceed FDA healthcare personnel hand wash requirements with just 1.1milliters of product .Hand Sanitizer
Residents Affected - Some | products. Reference https://www.gojo.com/en/I ndustriesy PUREL L -Consumer/FAQ Upon entrance to the facility on [DATE] at
approximately 9:15 AM one (1) of one (1) the hand sanitizer dispenser located in the outer lobby/vestibule of the facility
failed to dispense enough solution to sanitize the hands of the writer. The finding was acknowledged by Employee #5 who was
present at the time of the observation. During atour of 2 North Unit on June 1, 2020 at approximately 10:30 AM two (2) of
six (6) hand sanitizer dispensers failed to dispense enough solution to sanitize the hands of the writer. A face-to-face
interview was conducted with Employee #3, who was present at the time of the observation, acknowledged the findings on
6/1/2020 at approximately 10:30 AM. During atour of 2 South Unit on June 1, 2020 at approximately 10:15 AM one (1) of six
(6) hand sanitizer dispensers failed to dispense enough solution to sanitize the hands of the writer. A face-to-face
interview was conducted with Employee #3, who was present at the time of the observation, acknowledged the dispenser did
not release enough solution on 6/1/2020 at approximately 10:15 AM.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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