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F 0830 Provide and implement an infection prevention and control program.

Level of harm - Minimal . Based on observation and staff interview, the facility failed to ensure staff provided / offered hand hygiene to five (5) of five (5)

harm or potential for actual | residents prior to meal service during aCOVID - 19 focused survey. Resident identifiers: #56, #37, #19, #18,

harm and #46. Facility census: 57. Finding included: @) Noon meal At 12:35 PM on 06/22/20, observation of the noon meal service

on Hallway - A, found two nursing assistants (NA's #1 and #2) passing trays to resident's eating in their rooms.

Residents Affected - Some | Observation of Room - A 16, found NA #1 served atray to Resident #56 while NA #2 served atray to Resident #37.

Observation of Room A -15 found NA #2 served atray to Resident #19 while NA #1 served atray to Resident # 18. NA #1

served atray to Resident #46 in room A - 12. NA #1 and NA #2 were silent when asked if hand sanitizing was provided to the
residents prior to meal delivery. At 12:45 PM on 06/22/20, Licensed Practical Nurse (LPN) #3, (the nurse on A - Hall), said she would
expect hand hygiene to be provided prior to meal service. The facility has hand wipes available for sanitizing if residents are unable to
wash their own hands. At 1:00 PM on 06/22/20, the facility administrator verified staff should

provide hand hygiene prior to meal service. .
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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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