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Provide and implement an infection prevention and control program.

 Based on observation, interview and record review, the facility failed to ensure infection control practices were followed
 during the COVID-19 pandemic related to a staff member's appropriate use of a face mask for 1 of 3 observations for
 infection control. (CNA 3) Findings include: Upon facility entrance on 10/22/20 at 2:11 p.m., CNA (Certified Nursing
 Assistant) 3 was observed at the medication cart with her mask under her chin and her face shield flipped back behind her
 head while eating. There were 2 residents and a nurse within 2 feet of CNA 3. CNA 3 placed her mask back up over her nose
 and mouth, walked behind the nurse's station, pulled her mask down under her chin and then took a drink of water. During an
interview on 10/22/20 at 4:47 p.m., the Director of Nursing indicated staff should have a face shield and mask in place at
 all times. On 10/22/20 at 3:05 p.m., the Interim Administrator provided a current copy of the document titled COVID-19:
 Mitigation Guidance - Standard Operating Procedure dated October 2020. It included, but was not limited to, Policy: This
 facility will utilize strategies based on CDC (Centers for Disease Control), CMS (Centers for Medicaid and Medicare
 Services), state guidance, and .policies to mitigate and reduce the spread of infection .General Guidance .Staff may remove mask to
eat or drink and it is expected that they are more than 6 feet away from other staff and residents when mask is
 removed 3.1-18(a)
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