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Provide and implement an infection prevention and control program.

 Based on observation, review of facility documentation, facility policy, and interviews, the facility failed to ensure
 staff wore masks for source control, and failed to designate of a specific individual (with the required raining and
 qualification) to oversee the infection control program. The findings include: 1. Observation on 8/12/20 at 8:58 AM
 identified Dietary Staff #2 entered the building without the benefit of a mask for source control. A surgical mask was seen tucked
under his/her chin and not covering his/her nose or mouth. Receptionist #1 screened Dietary Staff #2 upon entrance
 into the facility, and was within 6 feet of him/her while screening and while the mask was tucked under his/her chin. An
 interview on 8/12/20 at 8:58 AM with Dietary Staff #2 identified while he/she was aware staff should be wearing a surgical
 mask while in the building, he/she was hot and therefore was not wearing the mask properly. An interview on 8/12/20 at 8:58 AM
with Receptionist #1 identified while he/she was responsible for ensuring all staff entering the building were wearing
 proper face covering, he/she did not provide direction to Dietary staff #2 because she was also assisting with fixing a
 copy machine nearby. A subsequent observation on 8/12/20 at 9:10 AM of Dietary Staff #3 exiting from the main kitchen, and
 at 9:20 AM of Housekeeping Staff #1 in the main kitchen, identified both were without a mask for source control. Interviews on
8/12/20 at 9:20 AM with Dietary Staff #3 and Housekeeping Staff #1 identified they were on break therefore not wearing a mask. An
interview on 8/12/20 at 9:20AM with the Executive Director identified it was his/her expectation that all staff
 wear a surgical mask while in the building. Although a policy for masking and source control was requested, none was
 provided. The facility failed to ensure staff wore a mask in the facility as a matter of source control. 2. Interview and
 review of facility documentation with the DNS on 8/12/20 at 10:40 AM identified the facility had been without an infection
 control nurse since 5/27/20, over 2 months. According to the DNS and Executive Director, the facility has been attempting
 to hire an infection control nurse, however, have been unsuccessful. The DNS indicated he/she had been functioning in the
 role of infection control nurse, however, does not have the required training. The DNS was informed that efforts were being made to
provide him/her the required education and certification. Although requested, documentation detailing ongoing
 efforts to secure an infection control nurse was not provided. The facility failed to designate a specific individual, with the required
training and qualifications, to oversee the infection control program since 5/27/20.
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