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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, record review, and interview, the facility failed to ensure Infection Control Guidelines were in
 place and implemented to properly prevent and/or contain Covid-19 related to lack of hand hygiene after PPE (Personal
 Protective Equipment) removal during a random observation on 1 of 2 halls observed for infection control. (South Hall).
 Finding includes: On 10/23/20 at 9:50 a.m., CNA 1 was observed removing her isolation gown at the doorway of room [ROOM
 NUMBER] on the South Unit. The South Unit was identified as a Yellow Zone or precautionary isolation area. The CNA left the
room and went down the hall without completing any hand hygiene. The current Standard and Transmission Based Precautions
 policy was reviewed on 10/23/2020 at 9:35 a.m. The policy indicated proper hand hygiene with soap and water or alcohol
 based hand rub was to completed before and after all Resident contact and contact with potentially infectious material.
 When interviewed on 10/23/20 at 10:20 a.m., the Director of Nursing indicated the CNA should have completed hand hygiene
 before leaving the resident's room. 3.1-18(a)
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