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Provide and implement an infection prevention and control program.

 Based on observation, interview, and record review, the facility failed to ensure that staff/visitors wear face mask as
 recommended, failed to perform hand hygiene after resident contact, and failed to socially distance residents to prevent
 and/or contain the possible spread of infectious microorganisms, including COVID 19. These failures affected all 19
 residents on the first floor and all 45 residents residing on the 3rd floor. Findings include, On 5/27/20 at 9:36 am, V3
 (Physician Assistant) was observed sitting at the first floor nurses station (Covid-19 Unit) and not wearing a face mask.
 On 5/27/20 at 10:46 am, V4 (Certified Nursing Assistant) was observed leaving R3's room; however she did not sanitize her
 hands. On 5/27/20 at 12:37 am, V2 stated the facility has universal mask policy for staff and visitors; it has to be worn
 at all times and it has to completely cover the nose and mouth. Facility policy Universal Mask Policy documents in part:
 All staff must wear procedure/surgical mask while present at the Facility. Facility Policy Isolation Precautions documents
 in part: A. Hand hygiene must be performed immediately after removing and disposing of PPE (Personal Protective Equipment),
between resident contact, and when otherwise indicated to prevent contamination. Facility policy COVID-19 Visitor
 Restriction documents in part: b. Essential visitors MUST i. Perform hand hygiene ii. Use Personal Protective Equipment
 (PPE);

 On 5/27/2020 at 10:16am in 3rd floor dining room, V5, Activity Aide was leading group in activity. R5, R6, R7, R8, R9, R11
 were sitting in wheelchairs in a semi-circle, no social distancing (less than 6 feet apart), and no masks on residents
 engaging in group exercises. R10 was sitting in wheelchair coughing, but not covering mouth. On 5/27/2020 at 11:34am V5 was
talking to R5 with close face to face contact, while wearing mask below chin, not social distancing. V5 stated, I did not
 have any training on how to wear mask, they just gave me a mask and I throw it on. I am suppose to wear mask at all times.
 On 5/27/2020 at 11:49am, R12 was observed getting coffee from coffee container, touching coffee container and condiments,
 without doing hand hygiene. On 5/27/2020 at 12:07pm, V6, Certified Nursing Assistant, was observed touching rim of multiple
glasses while serving drinks to residents. V6 stopped and opened window blinds, then returned to passing out beverages
 without doing any hand hygiene.
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