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

Level of harm - Minimal Based on observations, staff interviews, the Center for Disease Control (CDC) recommendations, the Centers for Medicare &

harm or potential for actual | Medicaid Services (CMS) and policies and procedures, the facility failed to ensure infection control standards were

harm maintained. The deficient practice could result in the spread of infection, including COVID-19. Findings include: The

survey team arrived to the facility's grounds on May 20, 2020 at 11:45 am. A screening station was observed set up.
Residents Affected - Few Screening was conducted and a mask was provided to wear while on the facility's grounds. The process did not include
anything regarding hand hygiene. The survey team then entered the facility's grounds and proceeded to the facility. A sign
observed on the front door of the facility revealed the facility was restricting visitors due to COVID-19 and directed

staff to enter the building on the west side. The door on the west side of the building was locked. A staff entering the
building let the survey team in. No screening station was observed, but to the left of the door, hand sanitizer was

observed on thewall. A Data Administration Specialist (staff #51) sitting at a desk notified the Director of Nursing
(DON/staff #1) that the survey team was there to conduct a Focus Infection Control Survey. Staff #51 did not say anything
about hand hygiene. While waiting for the DON, afemale staff entered the facility and was not observed to perform hand
hygiene. A clergyman aso entered the facility was not observed to do hand hygiene. When the DON arrived, she did not
mention anything regarding hand hygiene. An interview was conducted on May 20, 2020 at 12:51 p.m. with staff #51, who
stated that she had received training on the screening process and hand hygiene was a part of the training. She said she

was responsible for ensuring that non-staff did not enter the building. Staff #51 stated that she instructs pharmacy and

lab techs that they must wait outside the door. She said that she has never seen anyone enter the building and not use hand sanitizer.
She said that she saw the facility clergyman entered the building and get into the elevator, but did not realize he had not used hand
sanitizer. Staff #51 also stated that she did not notice the female staff that entered the facility

had not used hand sanitizer. She stated that the staff knows to practice hand hygiene. Staff #51 acknowledged that not
performing hand hygiene increased the risk of exposing residents and staff to the COVID-19. She said that she would begin
monitoring people as they entered the building to ensure they are performing hand hygiene. An interview was conducted on
May 20, 2020 at 1:20 p.m. with the DON (staff #1), who said that hand hygiene is not a part of the screening process. She
said screening is donein the parking lot prior to entering the building. She stated that staff knows to wash their hands.

The DON also stated that the companies contracted by the facility are responsible for training their staff about hand

hygiene. She asked how she was expected to follow staff around and make sure hand hygiene was being done. The DON did
acknowledge that failure to perform hand hygiene increases the risk of spreading COVID-19. During an interview conducted on May
20, 2020 at 2:25 p.m. with the Administrator (staff #80), the Administrator stated she agreed that not screening for

hand hygiene increases the risk of spreading COVID-19 and that hand sanitizing would be added to the screening process.
Review of the facility's EPP Pandemic Influenza/COV ID-19 policy updated 4/2020, revealed handwashing in-service is
conducted upon hire, annually, PRN (as needed), and when there is a reason for re-education, or a pandemic surge of some
sort. Random handwashing observations and audits are completed. The policy included they follow CDC guidance. The
facility's policy regarding Infection Control revised 4/2020 reveal ed handwashing in-services have taken place and random
audits have been and will continue to be performed to ensure the practice of proper handwashing and the importance of it
continues. CM S guidance included the use of hand hygiene upon entry to the facility. The Centers for Disease Control and
Prevention (CDC) recommendeations for the Coronavirus Disease 2019, revealed that infection control procedures including
administrative rules and engineering controls, environmental hygiene, correct work practices and appropriate use of PPE,
are all necessary to prevent infections from spreading during healthcare delivery. All heathcare facilities must ensure

that their personnel are correctly trained and capable of implementing infection control procedures, and that individual
healthcare personnel should ensure they understand and adhere to infection control requirements. Education of healthcare
personnel including consultant personnel should explain how infection prevention and control practices protect residents,
themselves, and their loved ones, with an emphasis on hand hygiene, PPE, and monitoring of their symptoms. Perform hand
hygiene frequently. Clean hands combat COV1D-19.
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