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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 observations, review of Centers for Disease Control (CDC) and Department of Health (DOH) recommendations and
harm or potential for actual | facility documentation, and staff interview, it was determined that the facility failed to follow guidance regarding the
harm provision of alcohol based hand rub (ABHR) as the recommended hand hygiene method in place of hand washing for 21 of 21
dispensers throughout the facility. Findings include: CDC guidance identified the following: Hand hygiene is an important
Residents Affected - Some | part of the United States response to the international emergence of COVID-19. [MEDICATION NAME] hand hygiene, which
includes the use of ABHR or handwashing, is asimple yet effective way to prevent the spread of pathogens. If soap and

water are not readily available, use a hand sanitizer that contains at |east 60% alcohol. Thereis not a recommended

aternative to hand rub products with greater than 60% [MEDICATION NAME] or 70% [MEDICATION NAME] as active
ingredients.

The CDC also identified that available evidence indicated [MEDICATION NAME] chloride has less reliable activity against
certain bacteria[MEDICAL CONDITION] than either of the alcohols. DOH promotes the use of ABHR as the alternative to hand
washing and that dispensers should be widely available and easily accessible at the points of care. Observations on

7/13/20, between 9:10 am. and 11:30 am. included: Various staff utilizing the room and corridor hand sanitizer dispensers to sanitize
their hands A staff person was assisting aresident into the building and had used the corridor dispenser A

housekeeper exited aresident room and utilized the sanitizer dispensers as they exited the room During interview with the
Nursing Home Administrator (NHA) regarding the hand sanitizer in the dispensers during the observations, it was discovered
that an alternative product, [MEDICATION NAME] chloride, provided by a sanitizer product company was contained in the
dispensers. The Safety Data Sheet for the facility sanitizer revealed that the [MEDICATION NAME] chloride hand sanitizer
did not contain the recommended active ingredients of [MEDICATION NAME] or [MEDICATION NAME]. During an interview on
7/13/20, at 10:45 am. the NHA confirmed that the hand hygiene wall dispensers used by staff and visitors did not contain
an alcohol based hand sanitizer. 42 CFR 483.80 Previously cited 5/23/19, 6/29/18 28 Pa. Code 201.14(a) Responsibility of
licensee Previously cited 5/23/19 28 Pa. Code 201.18(b)(1)(e)(1) Management
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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 aplan 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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