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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 implement infection control measures to mitigate the spread
harm or potential for actual | of Covid 19 for 1 of 1 nursing units used for transmission based precautions. Transmission based precaution
harm signs were not posted, doors were left open, hand sanitizer was not readily available, and hands were not washed. (QMA 1,

Y ellow Unit) Finding includes: On 8/5/20 at 10:30 A.M., the yellow unit was observed. 1. The Administrator indicated four
Residents Affected - Few residents resided on the yellow unit on transmission based precautions. Three of the doors to the residents rooms were

observed to be open. At that time, the Administrator indicated the doors should be closed. 2. room [ROOM NUMBER] lacked a
sign on the door to indicate what type of transmission based precautions were needed. room [ROOM NUMBER] had a droplet
precaution sign posted. The contact precaution sign was located on top of the isolation cart. 3. At 10:32 A.M., QMA 1 was
observed to donn PPE to enter room [ROOM NUMBER]. Upon exiting the room, QMA 1 placed a bag of trash on the floor, opened
the top drawer to the isolation cart, touching clean PPE and other contentsin the drawer before she obtained a bottle of
hand sanitizer. QMA 1 performed hand hygiene with the alcohol based rub. QMA 1 picked up the bag of trash and safety
glasses and exited the yellow zone into the dirty utility closet outside of the unit. QM A 1 cleaned her safety glasses and
washed her hands under running water. On 8/5/20 at 12:23 P.M., LPN 1 indicated the facility policy was to wash their hands
for 20 seconds. LPN 1 indicated they should wet their hands, add soap, and rub their hands vigorously for 20 seconds. On
8/5/20 at 12:26 P.M., the Administrator provided the current Guideline for Handwashing/Hand Hygiene policy. At that time,
the policy was reviewed and included, but was not limited to: Wash well for 20 seconds, using a rotary motion and friction. Rinse
hands well under running water 3.1-18(b)(1)
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