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

Level of harm - Minimal Based on observation and interview it was determined the facility failed to perform proper hand hygiene when passing

harm or potential for actual | resident meal traysfor 2 of 2 wings (A and B) of this COVID-19 positive facility observed for infection control. This

harm placed residents at risk for facility-acquired infections. Findings include: On 6/18/20 at 4:53 PM observation of the

evening meal pass on Wing B wasiinitiated. Staff 2 (Licensed Nurse) was observed to exit aresident room, walk to the food
Residents Affected - Some | cart, retrieve aresident's meal tray, walk to a different resident room, deliver the tray, come out of the room, spoke
briefly to afemale staff member, return to the same resident's room, exit the room with the tray only (food left in the

resident's room), place the dirty tray in the food cart and then retrieve another resident meal tray. Hand hygiene was not
performed between exiting each resident room and prior to retrieving another resident meal tray. A CNA was observed to

place adirty tray on the food cart and then retrieve the next resident meal tray from the food cart without hand hygiene.

A second CNA who wore gloves then approached the food cart and retrieved ameal tray; no glove change or hand hygiene was
performed prior to retrieving the food tray. On 6/18/20 at 5:10 PM Staff 2, now observed on Wing A, wore gloves, removed a
meal tray from the food cart, went into aresident room, shifted items on the resident's overbed table and placed the meal

onto the overbed table. Staff 2 then went back to the food cart without performing hand hygiene and was about to take

another meal tray when the State Surveyor intervened. Staff 2 confirmed he had received training on hand hygiene. Staff 2
further stated he usually worked as a nurse and this was his second time passing meal trays. On 6/18/20 from 4:53 PM

through 5:10 PM no administration staff were observed on Wings A and B to monitor and ensure appropriate infection control
practices were utilized by the facility nursing staff. On 6/18/20 5:07 PM Staff 1 (Corporate RN) acknowledged the above
observations on Wing B and stated the facility expectation was for staff to perform hand hygiene after exiting a resident's room and
prior to retrieving aresident meal tray. Staff 1 stated hand sanitizer was on the food tray cart for staff use.

Staff 1 further stated it was not acceptable practice to wear gloves throughout the meal tray pass process without

performing hand hygiene.
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