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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, interview and record review the facility failed to maintain infection control standards to prevent

harm or potential for actual | the further spread of COVID-19 in the facility. Findings include: During inspection of the south unit on 6/29/20, at 10:15

harm A.M., Therapist #1 exited room [ROOM NUMBER] S (aroom whose resident is under quaranting) without removing her clothing
protector and walked down the hallway to the nurse's station. Therapist #1 then returned to room [ROOM NUMBER] S. During an

Residents Affected - Few | interview on 6/29/20, at 10:16 A.M., Nurse #1 said that staff should remove clothing protectors before exiting a quarantine room.
During inspection of the south unit on 6/29/20, at 10:24 A.M., the surveyor observed Housekeeper #1 enter room [ROOM

NUMBER] S and exited without removing his clothing protector or performing hand hygiene (HH). At 10:34 A.M., the surveyor

also observed Therapist #1 exit room [ROOM NUMBER] S carrying awater container to fill for the resident without removing

her clothing protector. During an interview on 6/29/20, at 10:37 A.M., Therapist #1 said that she wasn't aware that the

resident in room [ROOM NUMBER] S was under quarantine. She also said that she didn't notice the sign that was posted on the door

of room [ROOM NUMBER] Sthat indicated that a resident was under quarantine. Review of the facility policy titled

Person Under Investigation for COVID-19 and not dated indicated that prior to exiting the resident room you will remove

gloves and precaution gown, placein trash and perform HH.
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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
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