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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, interview, and record review, the facility failed to maintain an infection prevention and control
 program during the COVID-19 crisis for 3 of 3 residents observed. Residents were not provided facial coverings during
 personal care. (Resident 58, Resident 70, Resident 79) Findings include: 1. On 10/22/20 at 9:24 a.m., CNA 1 was observed to provide
personal care to Resident 58. The resident lacked a face mask or facial covering and CNA 1 did not offer facial
 covering throughout the process. 2. On 10/22/20 at 9:40 a.m., CNA 3 and CMT 1 (Certified Medical Technician) were observed
 to provide care to Resident 70. The resident lacked a face mask or facial covering throughout the personal care and was not offered
facial covering. The clinical record for Resident 70 was reviewed on 10/22/20 at 1:39 p.m. [DIAGNOSES REDACTED]. An
admission MDS (Minimum Data Set) assessment, dated 8/19/20, indicated the resident had slight cognitive impairment. A care
 plan, indicated the resident was at risk for COVID-19 related to risk for respiratory infection. Interventions included,
 but was not limited to, the following: Document and report if resident had any signs and symptoms of: fever, coughing,
 sneezing, sore throat, respiratory issues and report promptly to my doctor, start date 8/13/20. Observe for signs/symptoms
 of COVID-19, start date 8/13/20. Staff to follow standard precautions, start date 8/13/20. Supply resident with a mask to
 wear when outside of her room as the resident tolerated, start date 8/13/20. Please educate the staff providing care, along with the
resident, family and visitors of COVID-19 signs and symptoms and precautions, start date 8/13/20. Follow facility
 protocol for COVID-19 screening and precautions, start date 8/13/20. On 10/22/20 at 2:01 p.m., Resident 70 indicated she
 had never been asked to wear a mask or facial covering when she was having care provided. She had a mask which she wore
 when she exited her room. 3. On 10/22/20 at 11:00 a.m., CNA 1 and CNA 2 were observed to provide personal care to Resident
 79. The resident lacked a face mask or facial covering and was not offered any throughout the personal care. On 10/22/20 at 11:15
a.m., CNA 1 and CNA 2 indicated they did not offer any facial coverings to the resident during personal care, only if the resident
came out of their room. On 10/22/20 at 1:57 p.m., CNA 3 and CMT 1 indicated they were not aware the resident
 needed to wear facial covering during personal care. On 10/22/20 at 3:15 p.m., the Administrator indicated the facility
 lacked a policy regarding the residents wearing facial coverings during personal care. The current facility policy,
 10.20.20 Guidance updates- high level, provided by the Administrator on 10/22/20 at 3:16 p.m., indicated Residents adding
 masks when HCP (health care personal) are < (less than) 6 feet from resident care. 3.1-18(b)
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