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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 control program during a
harm or potential for actual | Coronavirus disease 2019 (COVID-19, an infectious disease caused by severe acute respiratory syndrome coronavirus 2
harm ([DIAGNOSES REDACTED]-CoV-2). Common symptoms include fever, cough, fatigue, shortness of breath, and loss of smell and
taste) pandemic, to provide a safe and sanitary environment for all residents. The facility failed to ensure staff wore
Residents Affected - Few | face masks appropriately in accordance with Center for Disease Control (CDC) guidelines and to have aworking hand washing
sink in the kitchen. The sample size was three. The census was 95. Review of CDC.gov, showed: -Preparing for COVID-19 in
Nursing Homes: -lmplement Source control measures: Health care personnel (HCP) should wear a facemask at all times while
they arein the facility. Review of the facility's Infection Control Emergency Plan, undated, showed the following:
-Prevention: Utilize Personal Protective Equipment (PPE) in the workplace; -All staff are to wear facemasks whilein the
facility. Surgical masks or cloth mask may be utilized. 1. Observation on 6/5/20 at 9:02 A.M., showed Nurse A and Nurse B
sat in the nursing office with the door open and several residents around. Neither nurse wore a mask. Observation on 6/5/20 at 9:50
A.M., showed Laundry Aide C wore amask covering his’her mouth, but not his/her nose around several residentsin
the hallway common area. 2. Observation of the kitchen on 6/5/20 at 9:35 A.M., showed upon entering, the handwashing sink
did not work. During an interview on 6/5/20 at 9:40 A.M., the Dietary Manager said the handwashing sink in the kitchen had
aleak and maintenance was currently working on the issue. The staff should wash their hands in the bathroom outside of the kitchen.
Observation of the bathroom outside on the kitchen, on 6/5/20 at 9:42 A.M. and 10:15 A.M., showed an out of order
sign on the door. During an interviews on 6/5/20, with the Administrator and the Director of Nursing (DON): -At 10:30 A.M., the
Administrator said he/she did not know the hand sink in the kitchen was not working. The Administrator said he/she
should have been told, and he/she would have notified maintenance to start working on the issue and place a portable sink
in the kitchen until it was fixed. The hand sink in the kitchen was to help with infection control; -At 12:15 P.M., the
Administrator and DON said masks should be worn with the nose and mouth covered. The DON said wearing the mask properly
will help with droplet and infection control.
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