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Provide and implement an infection prevention and control program.

 Based on observation, interview and record review, the facility staff failed to follow infection control protocols for
 Covid 19 when staff did not wear face mask at all times while in the facility. Then census was 53. Review of the Centers
 for Disease Control and Prevention (CDC) recommendation dated 5/21/20, showed in order to prevent the spread of COVID-19,
 facility staff are to ensure all healthcare personnel (HCP) wear a facemask or cloth face covering for source control while in the
facility. Additionally, HCP includes, but are not limited to emergency medical service personnel, nurses, nursing
 assistants, physicians, technicians, therapists, phlebotomists, pharmacists, students and trainees, contractual staff not
 employed by the healthcare facility, and persons not directly involved in patient care, but who could be exposed to
 infectious agents that can be transmitted in the healthcare setting (e.g., clerical, dietary, environmental services,
 laundry, security, engineering and facilities management, administrative, billing, and volunteer personnel). 1. Observation on
05/20/20 at 09:44 A.M., showed the maintenance person wore his/her mask around his/her neck. He/She did not properly
 place the face mask over his/her face while in the residential hallways. 2. Observation on 05/20/20 at 10:12 A.M., showed
 the dietary supervisor did not wear a face mask while he/she worked in the kitchen and while he/she prepared the residents' meals. 3.
During an interview on 05/20/20 at 10:18 A.M., the dietary supervisor said kitchen staff are only required to
 wear masks in residential areas and do not have to wear them in the kitchen while preparing food. 4. During an interview on 05/20/20
at 12:00 P.M., the administrator said kitchen staff used face masks at first and switched to different types
 because they were hot. She said staff do not wear face mask in the kitchen because they were told they didn't have to
 anymore.
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