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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 ensure staff compliance with wearing face masks
 while caring for residents in accordance with the facility's Covid-19 Prevention Plan. This has the potential to affect all 39 residents
living in the facility. Findings include: On 8-10-2020 at 5:10am, V4 (Certified Nursing Assistant) was
 observed in R7's room providing care for R7. V4 was changing R7's soiled bed linens and providing incontinence care for R7. V4
was not wearing a surgical face mask. At that time, V4 said she knows she is supposed to wear the face mask while at
 work, but the mask is really hot and she only took it off for a few minutes and intended to put the mask back on. On
 8/10/20 at 5:15 AM, V5 (Certified Nursing Assistant) was observed coming out of room [ROOM NUMBER] while carrying soiled
 bed linens and entering a soiled linen room. V5 was not wearing a surgical mask. V5 said she just was sprayed and her mask
 became wet so she removed it and did not have a chance to put a clean one back on. V5 admitted   she is supposed to be
 wearing a surgical face mask when coming into close contact with the residents but did not. On 8/10/20 at 5:18 AM, V6
 (Registered Nurse) was observed exiting room [ROOM NUMBER]. V6 was not wearing a surgical face mask. V6 said he has severe
 [MEDICAL CONDITION] (Chronic Obstructed [MEDICAL CONDITION] Disease) and cannot breath while wearing the mask. V6
admitted
   he is supposed to be wearing a surgical face mask when coming into close contact with the residents but did not. On
 8/10/20 at 7:00am, V1 (Administrator) said all staff should be wearing a surgical face mask when providing care for the
 residents or when coming into close contact with them (less than 6 feet). V1 said the staff have been educated and
 in-serviced several times regarding the use of surgical face masks and the most recent occurred on 7-29-2020. V1 said the
 facility has not had any Covid-19 positive residents or staff. V1 said the residents and staff were all tested   on [DATE]
 and all tests results were negative. V1 said the facility's current census is 39 The facility's Infection Control Policy
 titled Covid-19 Control Measures (last revised 7-29-2020) states the facility require(s) direct care staff and other staff
 members that may have close contact with residents to wear face masks (and) eye protection. A Facility In-service
 Attendance sheet dated 7-29-2020 has the signature of V4 (Certified Nursing Assistant) and V6 (Registered Nurse) showing
 they attended the training. A facility form titled Resident Census and Conditions of Residents dated 8-10-2020 lists the
 facility as having 39 residents in house at the time of this survey.
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