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

Level of harm - Minimal Based on observation, interview, and policy/procedure review, the facility failed to maintain an infection prevention and

harm or potential for actual | control program designed to provide a safe, sanitary and comfortable environment to help prevent the development and

harm transmission of communicable disease and infections (COVID-19). The facility failed to ensure staff followed their

Infection Prevention and Control Program Policy, Hand Hygiene Policy, and Novel Coronavirus Prevention and Response policy, by
Residents Affected - Some | failing to ensure staff sanitized their hands between residents during ameal service, and ensure S2 LPN wore aface

shield while working on the COVID-19 positive Unit. Findings: 1. Review of the facility's Infection Prevention and Control
Program Policy revealed in part .4. Hand Hygiene Protocol: a. All staff shall wash their hands .between resident contacts

.after PPE removal . Review of the facility's Hand Hygiene Policy revealed in part .Staff involved in direct resident

contact will perform proper hand hygiene procedures to prevent the spread of infection .Hand hygieneisindicated and will

be performed .Between resident contacts .Before applying and after removing personal protective equipment, including gloves .
Observation on 08/11/2020 at 12:25 p.m. revealed S3 CNA was passing meal trays on the 2nd hall. S3 CNA was observed

setting up R1s meal tray on the over bed table and placing atowel over the resident's chest. She left R1s room, went to

the meal cart in the hall, obtained another meal tray and brought it to R2 in his room. She placed the meal tray on the

over bed table and set it up for R2. S3 CNA did not wash or sanitize her hands after resident contact between R1 and R2. An
interview was conducted on 08/11/2020 at 12:27 p.m. with S3 CNA. S3 CNA confirmed she did not sanitize her hands between
resident contacts between R1 and R2, and she should have. An interview was conducted on 08/11/2020 at 1:00 p.m. with S1

DON. S1 DON confirmed S3 CNA should have sanitized her hands between resident contacts during meal service. 2. Review of
the Novel Coronavirus Prevention and Response policy provided by S4 ADM revealed in part .8. Procedure when COVID-19 is
confirmed: b. place resident in awarm isolation area for symptomatic residents. Follow standard, contact, and droplet

precautions. c. All staff will don N95 masks, gown, gloves, and eye protection . Interview on 08/11/2020 at 1:36 p.m. with

S2 LPN revealed the facility had enough PPE and hand sanitizer and that she could go to the storage room to get additional
suppliesif needed. She stated PPE and hand sanitizer were kept at the entrance to both COVID-19 Units. She stated that for COVID-
19 isolation, a face mask, face shield, gloves, and a gown were worn. S2 LPN stated she did not wear a face shield

while working on the COVID-19 Unit, but the CNAs did. The surveyor read the interview back to S2 LPN for confirmation, and

S2 LPN confirmed the interview. Interview on 08/11/2020 at 2:04 p.m. with S1 DON, revealed Droplet Precautions were used

for the COVID-19 isolation rooms. He stated this required donning a gown, gloves, mask, and face shield and he confirmed S2 LPN
should wear aface shield while working in COVID-19 isolation rooms.
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