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Level of harm - Minimal
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Residents Affected - Many

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observations, interviews, and record reviews, the facility failed to follow their infection prevention and control program
policy and coronavirus disease (COVID-19) policy and procedure by not having functional hand sanitizing dispenser
 in Kitchen and not having personal protective equipment (PPE) available in front of isolation room for resident care. This
 failure has the potential to affect all 84 residents in the facility. Findings include: On 6/4/2020 at 9:40 AM, observed
 Kitchen with a nonfunctioning wall mounted hand sanitizing dispenser. V5 (Dietary Aide/Team Leader) stated, Housekeeping is
supposed to fill the hand sanitizing dispenser. On 6/4/2020 at 10:25 AM, V4 (Dietary Manager) stated, We have back-ordered
 on that wall mount hand sanitizer. We will replace it as soon as we received it. On 6/4/2020 at 10:10 AM, observed room
 [ROOM NUMBER] (R5) with a contact and droplet isolation sign on the door with no PPE cart around. V6 (Nurse) stated, It was
there, and housekeeping is kept moving it. Observed V6 looked for the PPE cart inside room [ROOM NUMBER] and the
 surrounding area and wasn ' t able to locate. On 6/4/2020, V2 (Director of Nursing) and V3 (infection control nurse)
 stated, There should be PPE available at door side for isolation rooms. Infection prevention and control program policy
 (undated) documents: The facility shall ensure that necessary training, equipment, and supplies are maintained to carry out an
effective infection control program. Coronavirus disease (COVID-19) policy and procedure revised on 4/4/20 documents:
 Ensure adherence to standard, contact, droplet precautions. Use PPE appropriately
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