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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 properly prevent and/or contain the spread of

harm or potential for actual | COVID19 by not following their infection control protocol by failing to change gloves and/or perform handwashing in between

harm resident care. Thisfailure affected five residents (R5, R9, R10, R11, and R12). 5/20/20 12:30 PM V15 (CNA-Certified

Nursing Assistant) was observed feeding R5 in his room while wearing gloves. V15 returned R5's tray to food cart and pushed the

Residents Affected - Some | cart to the end of the hall without changing gloves. V15 went to another food cart on the floor, still wearing the same gloves that were
donned while feeding R5. V15 then took a cup from the second tray, filled it with water and returned the

cupsto the trays for R9, R10, R11 and R12. V15 did not remove his gloves or perform hand hygiene between feeding R5 and

getting water for the residents R9 - R12. 5/20/20 12:45 PM V5 said, | should clean my hands and get new gloves. | don't

know why | didn't doiit, | just forgot. 5/20/20 1:20 PM V2 (Director of Nursing) said, he should have removed the gloves

and washed his hands after feeding aresident. Staff should wash hands and change gloves after all resident contact. A

policy titled Hand Hygiene/Handwashing revised 1/10/18 reads Examples of When to Perform Hand Hygiene (Either Alcohol Based

Hand Sanitizer or Handwashing): after contact with inanimate objects (including medical equipment) in the immediate

vicinity of the patient.
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