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F 0830 Provide and implement an infection prevention and control program.
Level of harm - Minimal Based on observation, review of facility training records, and staff interview, it was determined that the facility failed
harm or potential for actual | to implement a hand hygiene procedures to prevent the development and transmission of communicable disease(s) and
harm infections. This finding was evident for 1 of 2 staff observed in the dining room during the focused infection control
survey. Thefindingsinclude: On 07-29-2020 at 12:40 PM, surveyor observed that Staff #6 removed the soiled bib of one
Residents Affected - Few resident, put it in the trash can, went to another resident, patted their shoulder, and then went to another table and
replaced a face mask on aresident's nose and mouth. Thereafter, Staff #6 went to the sink and washed his/her hands using
soap and water. On 07-29-2020 at 12:43 PM, in an interview, Staff #6 acknowledged that he/she should have washed his/her
hands between residents. On 07-29-2020 at 2:10 PM, the surveyor interviewed the Assistant Director of Nursing (ADON) The
ADON said that Staff #6 received training regarding hand washing and infection control on 03-19-2020, 4-13-2020, and
06-06-2020.
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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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