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Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation and interview the facility failed to ensure laboratory services followed appropriate infection control practices to
avoid the potential spread of COVID-19 after obtaining a resident blood sample. Findings include: On 8/13/20
 at 7:25 A.M., the surveyor observed Laboratory Tech #1 in room [ROOM NUMBER] at the bedside of a resident by the window.
 There was a sign on the door indicating that the residents in the room were on quarantine and that all staff who enter the
 room were to don Personal Protective Equipment including a gown. The surveyor observed Laboratory Tech #1 was not wearing a
gown. Laboratory Tech #1 then exited room [ROOM NUMBER] without performing hand hygiene, walked to the nurses station and
 placed a basket with the resident's blood sample in it on the nurses station along with some paperwork. Laboratory Tech #1
 then began speaking with Unit Manager #1 and then performed hand hygiene using hand sanitizer on the medication cart.
 During an interview with Laboratory Tech #1 on 8/13/20 at 7:30 A.M., she said that she drew a blood sample from the
 resident in the bed by the window in room [ROOM NUMBER] and that she did not wear a gown. Laboratory Tech #1 said that she
 did not know she needed to wear a gown while in room [ROOM NUMBER]. She said she did not see the sign on the door and that
 she should have worn a gown.
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