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OR LSC IDENTIFYING INFORMATION)
F 0830 Provide and implement an infection prevention and control program.
Level of harm - Minimal Based on observation and interview the facility failed to ensure Infection Control Policies and Procedures were
harm or potential for actual | consistently implemented. This failed practice had the potential to affect all 47 residents who resided in the facility, as documented on
harm the Resident Census and Conditions of Residents form provided by the Administrator on 9/30/2020. The findings are: 1. On 9/30/2020

at 1:00 p.m., Housekeeper #1 entered the dining room without wearing a facemask. She approached staff

Residents Affected - Few at the kitchen door and made a request. 2. On 9/30/2020 at 1:05 p.m., this surveyor signaled for Housekeeper #1 to approach the
dining room table. Unmasked, she approached this surveyor and the Housekeeper #1 was asked, Should you wear a facemask

at all timeswhilein the facility. She stated, Y es maam. | should had put it on while | was being screened.
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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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