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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 follow infection control policy and procedures
harm or potential for actual | when: 1. The Dietary Consultant (DC) entered the building without a mask and stood in the reception area behind a desk. 2.
harm Hand hygiene was not performed by the Certified Nursing Assistant (CNA) on two occasions when entering a resident room, and one
occasion after exiting a resident room. These failures had the potential to result in the spread of COVID-19 (COVID 19, amild to
Residents Affected - Some | severe respiratory (lung) illness), and COVID-19 related complications, up to and including death. Findings: 1.
During an observation on 8/5/20, at 8:33 am., Dietary Consultant (DC) stood behind the receptionist desk without a face
mask on. During an interview on 8/5/20, at 8:35 am., with Dietary Consultant (DC), DC stated he usually entered the
building and got a mask, but today there were no masks available. During an interview on 8/5/20, at 8:44 am., with
Receptionist (RT), RT stated there were no masks in the reception area supply drawer for staff and visitors. RT stated the
drawer was usually refilled every night, but for some reason had not been refilled for today. During an interview on
8/5/20, at 1:45 p.m., with Administrator (AD), AD confirmed DC was not wearing a face mask when he stood behind the
receptionist desk. During areview of the Center for Disease Control article, Preparing for COVID-19 in Nursing Homes,
dated 6/25/20, the article indicated, HCP (Health Care Personnel) should wear aface mask at al times while they arein
the facility. 2. During an observation on 8/5/20, at 10:52 am., the Certified Nursing Assistant (CNA) exited resident room [ROOM
NUMBER], removed her gloves and did not perform hand hygiene. CNA went to the laundry room, obtained clean linen, and entered
room [ROOM NUMBER] without performing hand hygiene. CNA again exited room [ROOM NUMBER], and without performing
hand hygiene, placed two bins near room [ROOM NUMBER]. During an interview on 8/5/20, at 11:00 am., with CNA, CNA stated
hand hygiene should be performed when entering or exiting aroom. During an interview on 8/5/20, at 1:45 p.m., with AD, AD
stated he had observed CNA not performing hand hygiene when entering and exiting room [ROOM NUMBER]. A review of the
facility's policy and procedure (PNP) titled, Hand Hygiene, dated 2/01/15, indicated The facility considers hand hygiene
the primary means to prevent the spread of infections. The PNP indicated hand hygiene must be performed, immediately upon
entering aresident occupied area (single or multiple bed room, procedure or treatment room) regardless of glove use;
immediately upon exiting aresident occupied area (e.g., before exiting into a common area such as a corridor) regardless
of %g(\j/e use; after removing personal protective equipment (PPE) .The use of gloves does not replace hand hygiene
procedures.
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