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Provide and implement an infection prevention and control program.

 Based on observations, review of facility documentation, and interviews the facility failed to ensure that face masks were
 worn by staff and residents as recommended by the Center for Disease Control (CD) during a pandemic to prevent the spread
 of COVID 19. The finding includes: 1. During an observation on 7/25/20 at 11:15AM the facilty receptionist was observed, in the
building, talking with a resident and other staff member without wearing a face mask. During an interview with the
 receptionist on 7/25/20 at 11:25AM she indicated that she wanted to talk with another staff member therefore she left her
 desk and walked over to the other staff member without wearing a face mask. The receptionist indicted that she was aware
 that a face mask should be worn while in the building, however she left hers at the desk. 2. Nursing Assistant (NA) #1 was
 observed on 7/25/20 at 11:30 AM walking in the hallway of a resident care area, pushing a soiled linen cart, with a face
 mask on however the face mask was hanging from one ear and not covering her mouth or nose. During an interview with NA#1 on
7/25/20 at 11:32 AM she indicated that she took the mask off because she was not caring for a resident and did not realize
 that she needed to have the face mask on in the hallway. 3. NA#2 was observed on 7/25/20 at 11:45AM in a resident's room,
 with the resident seated in a wheelchair, and NA#2's face was less than one foot away from the resident's face. NA#2 and
 the resident were not wearing face masks. During an interview at that time NA#1 indicated that she had just returned from
 the shower room and it was hot, so she removed her face mask. During an interview with Registered Nurse (RN#1) on 7/25/20
 she indicated that staff should always be wearing a face mask while in the facility. During an interview with the Director
 of Nursing (DON) on 7/25/20 at 12:40PM she indicated that staff are required to wear face masks when in the building. She
 indicated it was not acceptable for staff to not wear a face mask while providing care to residents or ambulating in the
 hallway. The DON also indicated that facility staff are educated on the proper use of face masks in the facility and that
 the facility follows Center for Disease Control (CDC) guidelines for wearing face masks. According to CDC Guidelines Health Care
Providers (HCP) should wear a facemask at all times while they are in the healthcare facility, including in breakrooms or other spaces
where they might encounter co-workers.
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