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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 observation, record review and interview the facility failed to ensure proper hand hygiene was used when assisting residents
harm or potential for actual | to eat to prevent the possible spread of COVID-19 for 3 (Residents #1, #2 and #3) of 3 case mix residents who
harm required assistance in the dining room. This failed practice had the potential to affect 10 residents who required
assistance to eat in the dining room as documented on alist provided by the Administrator on 6/16/20 at 11:49 am. The
Residents Affected - Some | findings are: 1. Resident #1 had [DIAGNOSES REDACTED)]. 2. Resident #2 had a[DIAGNOSES REDACTED)]. Resident #3 had
[DIAGNOSES REDACTED)]. a On 6/15/20 at 12:41 p.m., Hydration Aide #1 was at the assisted table helping Resident #1 to eat
and drink her lunch meal. Without sanitizing her hands, the Aide rolled the stool over at the same table, and assisted
Resident #3 to eat and drink. The aide then got up from the table, walked over to Resident #2, touched her shoulder and
right hand, picked up the resident's spoon, gave her abite of food, placed the spoon into the resident's hand and
encouraged her to eat. Without using any form of hand hygiene, the Aide went back to the first table where Resident #1 and
Resident #3 were seated, assisted both residents to eat and drink without use of any type of hand hygiene in between
residents. b. On 6/15/20 at 1:00 p.m., Registered Nurse (RN) #1 was asked, I staff are helping more than one resident to
eat what should they do? She stated, Keep their mask in place. She was asked, Should they be using hand sanitizer between
residents? She stated, Yes. c. On 6/15/20 at 1:20 p.m., Hydration Aide #1 was asked, When helping residents to eat and

drink should you be doing anything between residents? She stated, Use hand sanitizer. The Aide was asked, Have you been
doing that? She stated, No.
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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 a plan 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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