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Provide and implement an infection prevention and control program.

 Based on observations, staff interviews and review of the facility's infection control policy, the facility failed to
 implement their policy requiring staff to wear facemask while in the facility for 3 of 6 staff members. These staff members were
observed in the kitchen, receiving a resident's meal tray in the dining area and in a resident's room on the 200
 hallway. (Nursing Assistant #1, Nursing Assistant #2 and Dietary Aide #1) This failure occurred during the COVID-19
 pandemic. The findings included: The facility's infection control policy for Novel Coronavirus dated on 8/18/20 stated for
 the duration of the state of emergency/COVID-19 pandemic, all direct care stakeholders were to wear a surgical facemask
 while in the facility. Non-direct care workers (such as dietary) out of resident care areas may utilize an antimicrobial
 mask. On 9/1/20 at 11:20 am nursing assistant #1 (NA) was observed standing inside a resident's room on the 200-hall. NA #1 was
observed wearing a surgical mask below her chin exposing her mouth and nose. An interview was conducted with NA #1 on
 9/1/20 at 1:15 pm. She stated masks were to be worn over the mouth and nose while in a resident's room and stated she had
 been trained on how and when to wear a mask while in the facility. On 9/1/20 at 12:10 pm NA #2 was observed in the dining
 room wearing a mask below her chin exposing her mouth and nose while receiving a resident's meal tray from the kitchen
 staff. An interview was conducted with NA #2 on 9/1/20 at 12:10 pm. NA #2 stated masks were to be worn covering the mouth
 and nose at all times and stated she had received training on how and when to wear a mask while in the facility. On 9/1/20
 at 12:17 pm dietary aide #1 was observed in the kitchen standing by a steam table with her mask below her nose. An
 interview was conducted with dietary aide #1 on 9/1/20 at 12:20 pm. Dietary aide #1 stated she knew she was to be wearing
 her mask over her mouth and nose and had been trained on when and how to wear her mask. An interview was conducted with
 Director of Nursing (DON) at 1:30 pm on 9/1/20. The DON stated all staff had been trained to wear a mask over the mouth and nose
at all times while in the facility. A telephone interview was conducted with the administrator at 2:00 pm on 9/2/20.
 The administrator stated all staff in the patient care areas and kitchen should wear a mask and the mask should be worn to
 cover the mouth and nose.
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