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

Level of harm - Minimal Based on observations, staff interview, and facility document and policy review, the facility staff failed to followed
harm or potential for actual | infection control practicesin order to prevent or reduce the risk of spreading infection and disease for one of four
harm residents observed. The facility reported a census of 30 residents. Findings include: 1. Observation on 10/5/20 at 1:05
p.m., revealed several garbage receptacles and alaundry hamper in the 200 hallway had no lids on them. The garbage cans
Residents Affected - Few had soiled gloves and paper towels, and the laundry hamper had soiled linens inside. During an interview 10/7/20 at 12:00
p.m., the Director of Nursing (DON) reported the garbage cans and linen hamper came with lids but she was uncertain why the

garbage cans and linen hamper had no lids on them. 2. During observation 10/5/20 at 1:35 p.m., Staff A, Certified

Medication Assistant, prepared medications from the medication cart in the 200 hallway for Resident #4. Staff A wore a

yellow gown, gloves, surgical mask and faceshield. Staff A placed a bottle of eyedrops on the overbed table in the

resident's room (no barrier on the table), poured pillsinto Resident #4's mouth, then held the resident's water mug and

straw as the resident drank from the mug and swallowed the pills. Staff A opened the bathroom door with her gloved hand,
placed her gloved hand inside the garbage can, pulled a plastic bag out of the garbage can, placed the plastic bag over the garbage
can, and disposed of the medication cup. Staff A then picked up the bottle of eyedrops, held the resident's skin

above and under the eye, and administered one eyedrop to each eye, Staff A removed her gloves, opened the medication cart,
placed the eye medication bottle inside the cart, then sanitized her hands. In a Handwashing Policy dated 4/20, revealed
handwashing performed to prevent the spread of infection. In an undated facility document titled Remember When to Handwash,
revealed handwashing entailed using hand sanitizer or soap and water. Handwashing completed whenever staff left a

resident's room and after gave medications. A staff communication dated 10/2/20 revealed areminder for handwashing or
sanitization for aminimum of 20 seconds for the following: a. Before and after contact with aresident b. After contact

with objects or surfaces in the resident's environment c. After removed PPE (personal protective equipment) such as gloves, gown, or
facemask d. Before performed a procedure During an interview 10/7/20 at 12:00 p.m., the DON reported she expected
staff changed gloves and sanitized their hands whenever contaminated and before and after medication administered.
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