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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Provide and implement an infection prevention and control program.

 Based on interview, observation and record review the facility failed to maintain an infection prevention and control
 program designed to provide a safe, sanitary and comfortable environment and to help prevent the development and
 transmission of communicable diseases and infection for lunch being served on three (Hall 2, Hall 4 and Hall 6) of six
 hallways in the nursing facility. CNA A and ADM failed to sanitize residents hands (7 residents on Hall 2, 1 resident on
 Hall 4 and 4 residents on Hall 6) prior to eating lunch. This failure could place all residents at risk for the
 transmission of infectious diseases. Findings included: An observation on 3/27/2020 from 12:00 PM through 12:25 PM revealed
CNA A and ADM delivering lunch to 7 residents on Hall 2, 1 resident on Hall 4 and 4 residents on Hall 6 without residents'
 hands being washed or hand sanitizer being offered. In an interview on 3/27/2020 at 12:21 PM CNA A stated she did not
 sanitize any of the residents hands prior to serving their lunch tray. In an interview on 3/27/202 at 12:36 PM ADM stated
 she did not sanitize any of the residents hands prior to serving their lunch tray. She further stated it was her
 expectation for staff to sanitize residents hands prior to all meals. In an interview on 3/27/2020 at 3:27 PM DON stated
 her expectation was for staff to sanitize residents' hands prior to eating. Review of facility policy did not reveal policy specific to
sanitizing residents hands prior to meals.
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