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Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observations, a review of facilty documentation, and interviews, for two sampled residents (Resident #1 , and
 Resident #2), reviewed for infection control, the facilty failed to conduct a safety assessment to determine the
 appropriateness for the use of surgical or cloth face mask and/or failed to provide residents with a face mask when outside of a
resident room. The findings include: Resident (R) #1 was admitted   to the facilty on 7/21/19 with [DIAGNOSES
 REDACTED]. R #2 was admitted   to the facilty on 7/12/19 with [DIAGNOSES REDACTED]. Observation on 5/25/20 at 8:40 AM
on
 the dementia unit identified R #1 and R #2 sitting in the hallway across from the nurses'station without the benefit of a
 cloth or surgical facemask. Interview with LPN #1 on 5/25/20 at 8:40 AM identified R#1 and R#2 were never provided face
 masks to wear outside of their rooms. Additionally, LPN#1 identified many of the residents on the unit would not tolerate a facemask
and he/she did not know if each resident was assessed to wear a mask. Furthermore, LPN #1 indicated the staff were not educated to
provide each resident a mask when they were outside of their rooms, and because there were no new
 admission, the same staff, and no visitors, LPN #1 indicated the resident were low risk for COVID-19. Interview with RN #1
 (Nurse Supervisor) on 5/25/20 at 8:45 AM identified residents on the rehab unit had not been assessed for
 appropriateness/safety to wear masks and/or provided with masks to wear when they come out of their rooms. Additionally, RN #1
identified on the rehabilitation unit, residents are redirected back to their rooms and because there are no visitors,
 or admissions on the rehab unit and the staff always wear masks, that the residents had little risk for COVID-19 and are
 permitted to be in the hallway without a mask. Interview with the Administrator on 5/25/20 at 9:54 AM identified the
 facilty had not implemented a process to assess resident masking when residents were out of the room. Additionally, the
 Administrator indicated the facilities approach has been to redirect the resident back to her room or socially distance
 when out of the room. Review of a plan of correction dated 5/25/20 identified residents would be assessed to determine
 their ability to tolerate a mask. Residents who could not tolerate a mask would be socially distanced. Additionally, care
 plans would be updated, and staff and residents would be educated. Although requested the facilty did not provide a
 resident masking policy. Review of the CDC guidelines Core Practices directed in part that residents should wear a cloth
 face covering or facemask if tolerated when they leave their room including procedures outside of the facilty. Cloth face
 covering should not be placed on anyone who has trouble breathing, is unconscious, incapacitated, or otherwise unable to
 remove the mask without assistance.
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