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F 0830 Provide and implement an infection prevention and control program.

Level of harm - Minimal Based on observation, staff interviews and review of facility policy and procedure, the facility failed to implement

harm or potential for actual | infection control measures when one of two dietary workers was observed wearing a face mask that did not cover their nose
harm or mouth while working in the kitchen (Dietary Manager). This failure occurred during the COVID-19 pandemic. Findings
included: The policy titled COVID-19 Policy and Procedure and dated 6/26/2020 stated under 5) d) Universal use of mask.
i)Universal use of mask means that all employees will wear a mask while in the facility. Under 19) Dietary Services. Staff
should wear amask when in the facility. On 7/16/2020 at 9:50 AM, the Dietary Manager was observed working in the kitchen
with her mask below her chin. When asked if she had received training about wearing a mask she stated yes, she had received in-
services. The Dietary Manager indicated she was not wearing her mask over her nose and mouth because it was hot in the
kitchen and sometimes hard to breathe. In an interview on 7/16/2020 at 10:20 AM, the Director of Nursing stated the dietary workers
in the kitchen get hot and that is why they may pull their masks down.

Residents Affected - Few
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