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

Level of harm - Minimal Based on observation, interview and record review the facility failed to establish and maintain an infection prevention and control

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

harm transmission of communicable disease and infections reviewed for infection control. CNA A failed to properly disinfect a

hoyer lift according to manufacturer's disinfectant specifications. This failure could place residents, staff and visitors
Residents Affected - Few at risk for illness, infections and COVID-19. The findings included: Observation on 06/02/2020 at 11:13 AM, CNA A was
observed disinfecting a hoyer mechanical lift. He utilized a disinfectant chemical called K-Quat Select. CNA A sprayed

handles and the main lift bar of the hoyer lift. CNA A was not observed to have sprayed surfaces of the mechanical hoyer

lift including arubber sleeve covering ajoint on the lift connecting the lift bar and the handles of the lift. CNA A

waited 10 minutes before wiping down the lift with aclean cloth. At the time that CNA A wiped down the lift, the handles

and main lift bar that had been sprayed were no longer wet. The rubber sleeve on the joint was not observed being wiped

down and dust was observed still present on the sleeve as well as directly underneath it. In an interview on 06/02/2020 at

11:23 AM CNA A stated that he had been trained to clean the hoyer liftsin between uses with residents. He further stated

that nursing was using the disinfectant K-Quat Select. He stated that housekeeping supplied the bottles of the disinfectant and that he
had been trained to spray the disinfectant on surfaces and allow 10 minutes before wiping down. He stated he

did not remember to ensure that the surface or epuipment being cleaned be allowed to remain wet with the disinfectant prior to
wiping down. In an interview on 06/20/2020 at 11:26 AM the Director of Housekeeping stated that the disinfectant that

facility staff were using to disinfect surfaces required a 10 minute dwell time on surfaces in order to be effectively used for
disinfecting surfaces. In an interview on 06/02/2020 at 11:40 AM the Director of Nursing stated that nursing staff had

been instructed and were expected to apply disinfectants to surfaces according to their manufacturer's specifications and

that specifically in the case of the K-Quat Select, the facility was using, allow it to dwell for 10 minutes. Review of the facility K-
Quat Training Checklist dated 5/22/2020 revealed in part that, K-Quat Select has a 10-minute dwell time or

contact time. This means K-Quat Select must remain wet on the surface for 10 minutes in order to kill (or inactivate)

everything it's rated to kill.
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