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

Level of harm - Minimal . Based on observation, staff interview and policy review the facility failed to ensure hand hygiene was provided to all

harm or potential for actual | Residents prior to serving the noon time meal on 06/24/20. Resident #1 and Resident #2 was served their noontime meal and

harm hand hygiene was not offered to them. This was a random opportunity for discovery. Resident Identifiers: #1 and #2.

Facility Census: 113. Findings Included: @) Observation of the noon - time meal. Observations of the noon - time meal on
Residents Affected - Few 06/24/20 at 12:15 p.m. found Nurse Aide (NA) #2 entered Resident #1's room with his noon - time meal. She proceeded to set
up histray and upon exiting the room asked him if he needed anything else. She then exited the room without offering

Resident #1 hand hygiene. Upon her exit from the room Employee #2 was interviewed. When asked if she had cleansed Resident
#1's hands she stated, No. When asked if she typically cleans the hands of the residents prior to serving their meal she

stated, Not unless they ask. If they ask meto | will. Further observation of the noon- time meal at 12:19 p.m. on 06/24/20 found NA
#1 entering the room of Resident #2 to set up her meal. Prior to leaving the room NA #1 asked Resident #2 if she

needed anything else and then exited the room. Upon her exit from the room NA#1 was interviewed. When asked if she had
cleansed Resident #2's hands prior to serving her meal sheimmediately returned to the room and asked Resident #2 if she

would like awash cloth to clean her hands. Resident #2 stated, Y es that would be nice. NA #1 then provided Resident #2

with awet wash cloth so she could clean her hands prior to eating. An interview with the Director of Nursing (DON) at

12:42 p.m. on 06/24/20 confirmed staff should cleanse the hands of each Resident prior to serving them their meal. She

stated, We have went over this and over this. A review of the facility's policy titled, Meal Servicein Patient's Room with an effective
date of 06/01/96 and revision date of 11/01/19, found the following in regards to cleansing the hands of

Residents: . 4. Wash patient's hands and provide oral care, if necessary .

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER TITLE (X6) DATE
REPRESENTATIVE'S SIGNATURE
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