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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 an infection prevention and control

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

harm development and transmission of communicable diseases and infections, for 1 of 1 Halls observed for infection control

practices, in that; CNA D did not wash or sanitize hands before entering two resident rooms in hall 600. This failure could place
Residents Affected - Some | residents at risk for infections. The findings were: Observation of Hall 600 on 3/11/2020 at 9:14 am., revealed CNA

D exited Bedroom [ROOM NUMBER] with aclipboard in his hands. CNA D then walked across the hall and did not wash or
sanitize his hands prior to entering Bedroom [ROOM NUMBER]. CNA D then exited Bedroom [ROOM NUMBER] and did not
wash his

hands. CNA D walked across the hall and entered Bedroom [ROOM NUMBER]. CNA D did not wash or sanitize his hands prior to
entering Bedroom [ROOM NUMBER]. Interview with CNA D at 3/11/2020 at 9:15 am. confirmed he had not washed or sanitized
his hands prior to entering Bedrooms #603, #604 and #605 when checking on resident's meal tickets. Interview with LVN C on
3/11/2020 at 9:15 am. confirmed that staff are expected to wash hands upon entering and exiting resident rooms. Interview

with ADON B on 3/11/2020 at 9:21 am. stated that all staff are expected to wash or sanitize their hands upon entering and

exiting resident's rooms. Interview on 3/11/2020 at 12:39 p.m., with the DON, she stated that all staff are expected to

wash or sanitize their hands when going in and out of resident's rooms. Review of the facility policy Hand Hygiene undated, revealed
in part . the facility considers hand hygiene the primary means to prevent the spread of infections.
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