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F 0830 Provide and implement an infection prevention and control program.

Level of harm - Minimal Based on observation, interview, and record review the facility failed to implement infection control prevention practices
harm or potential for actual | when the occupational therapist (OT) was not wearing facemask while in the facility. This failure had the potential to
harm possibly spread the infection in the facility. Findings: During an observation in the facility, on 5/26/2020 at 9:43 am.,
an OT was observed not wearing a facemask while talking with three other people sitting around a table. On a concurrent

interview with the OT, he confirmed the observation. During an interview with the director of nursing (DON) on 5/26/2020 at 10:10
am. she stated the facility's staff must wear afacemask while inside the facility. Review of the Centers for

Disease Control and Prevention (CDC) guidelines dated 5/19/2020, Preparing for COVID-19 in Nursing Homes- Implement Source
Control Measures, indicated health care personnel (HCP) should wear afacemask at all times whilein the facility.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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