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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 observation, interviews, and review of policies and procedures, the facility failed to ensure infection control
 and prevention practices were maintained and implemented to prevent the transmission of communicable diseases and
 infections as evidenced by two separate observations in which staff were not properly wearing a mask. According to the
 Center for Disease Control (CDC), the best ways to prevent illness from COVID-19 is to avoid being exposed to [MEDICAL
 CONDITION] by staying at least 6 feet from each other, wearing a mask in public settings and when around people who do not
 live in your household. Recent studies have suggested that COVID-19 may be spread by people who are not showing symptoms.
 As a result of this deficiencies, staff and residents are at an increased risk of potential exposure to infection. Findings include: During
the entrance conference, queried the Administrator (ADM), Director of Nursing (DON), and the Business
 Office Manager (BOM) regarding the type of personal protective equipment (PPE) facility staff is required to wear
 throughout the facility. The DON responded all staff are required to wear a face mask while in the facility and staff are
 required to wear appropriate PPEs as indicated by the type of precaution implemented (i.e. contact: gloves and gown;
 droplet precautions: gown, mask, face shield, and gloves) when staff is providing direct care. On 08/26/20 at 01:30 PM,
 reviewed the facility's policy and procedure regarding the measures the facility will take to control the spread of
 respiratory infections including COVID-19. The policy documents, all staff are required to wear a surgical mask while in
 the facility. On 08/25/20 at approximately 09:30 AM, upon entering the facility this surveyor observed Staff (S)1 and Staff (S)2
standing less than six (6) feet away from each other. S1's mask hung from one ear, not covering his/her mouth enabling this survey to
clearly see S1 speaking to S2. After this surveyor entered the facility, front desk staff informed S1 of
 this surveyor's presence, S1 then immediately put on his/her surgical mask, properly covering his/her nose and mouth. On
 08/25/20 at 10:40 AM, observed Staff (S)3 folding cloth napkins (which residents use during meals) with his/her face mask
 hanging from one ear and did not cover any portion of his/her mouth or nose. Inquired with S3 regarding this surveyor
 observation of S3 not properly wearing his/her face mask. S3 confirmed he/she was not wearing his/her mask appropriately
 and is required to wear his/her face mask properly while in the facility.
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