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

Level of harm - Minimal Based on observation, policy review and interview, the facility was found to be not in compliance with COVID-19 infection

harm or potential for actual | control guidelines relative to performing required hand sanitation, on one of four units observed. Findings include: The

harm facility did not perform hand sanitation upon removal of aface shield. Review of the facility policy, COVID-19 Prevention

and Outbreak Management, revised 8/13/20, indicated: -to perform hand hygiene with an alcohol-based hand rub (ABHR) before
Residents Affected - Few and after all patient/resident contact, contact with potentially infectious material, and before putting on and upon

removal of PPE, including gloves. Use soap and water if hands are visibly soiled. During an observation on 8/20/20 at 9:45
A.M., CNA #3 exited aresident room, removed her face shield, and placed it on ahallway handrail. She did not sanitize her hands.
She then obtained new linen, donned the face shield that had been on the handrail and prior to entering aresident's room, sanitized her
hands. During an interview on 8/20/20 at 11:30 A.M., the DON said CNA #3 should not have placed her
face shield on ahandrail. She further said CNA #3 did not sanitize her hands upon removal of her face shield, as required.
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