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

Level of harm - Minimal Based on observation, staff interview and policy review the facility failed to ensure hand hygiene was performed between
harm or potential for actual | resident contact. This had the potential to affect nine residents who resided on the 100 hall and 12 in building A. The
harm facility census was 73. Findings include: Observation on 06/11/20 at 8:05 A.M. revealed State tested Nursing Assistant
(STNA) #110, wearing gloves and a mask entered a resident room and assisted STNA #130, also wearing gloves and a mask,
Residents Affected - Some | reposition aresident in the second bed to sit upright for breakfast. STNA #110 exited the room and had not changed gloves
or performed hand hygiene. This surveyor stopped STNA #110 just inches from touching another residents breakfast tray.
Observation on 06/11/20 at 8:11 A.M. revealed STNA #130, wearing gloves and a mask, entered a resident room and was
assisted by STNA #110 to reposition aresident in bed for breakfast. STNA #130 proceeded to assist the other resident in
the room to reposition and had not changed gloves or performed hand hygiene. STNA #130 then exited the room and was stopped
just inches from touching another residents tray with contaminated gloves. Observation on 06/11/20 at 8:25 A.M. revealed
Staff #120, wearing gloves and a mask, exited a resident room and entered the kitchenette. Staff #120 proceeded to pick up
adinner plate. Staff #120 verified she should have changed gloves and performed hand hygiene. Interview on 06/11/20 at
8:10 A.M. with STNA #110 verified the lack of hand hygiene. STNA #110 stated she knew she should have performed hand
hygiene and change gloves between residents. Interview on 06/11/20 at 8:15 A.M. with STNA #130 verified the lack of hand
hygiene. STNA #130 stated she knew she should have performed hand hygiene and change gloves between residents. Review of
thefacility policy titled Policy and Procedure in the Management of Standard Precautions dated 09/17 revealed hand hygiene will be
completed immediately after gloves are removed, between resident contact.
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