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Provide and implement an infection prevention and control program.

 Based on observation, interview, and record review the facility failed to provide a mask to a resident out of 5 sampled
 residents during the COVID-19 pandemic. Resident (R) 1 was taken out of room and accompanied by a therapy staff who was
 wearing a mask. R1 was not wearing a mask. The findings include: The Director of Nursing (DON) provided a copy of the
 COVID-19 surveillance report. This report revealed 4 residents (R2, R3, R4 and R5) with laboratory-confirmed infections of
 COVID-19. A review of lab report dated 06/5/2020 revealed that R1 was negative for Coronavirus. R1 admitted   was on
 3/11/2019. Observation on 06/18/2020 at 9:45 AM revealed that R1 was not wearing a mask upon exiting her room with the
 therapy staff (Employee (E) 1). Only E1 was wearing a mask while walking next to R1 who was using a walker. R1 was being
 brought to the therapy room. During interview with E2 on 06/18/2020 at 9:50 AM, E2 stated If we take residents out of the
 room, they wear a mask. That's the first time I saw R1 leave the room. During interview with the Administrator on
 06/18/2020 at 10:40 AM, she stated Sometimes resident will refuse to wear a mask and we try to educate and accommodate by
 doing therapy in the room. The Administrator told surveyor that she would check with R1 regarding wearing a mask. During
 interview with the Director of Nursing (DON) on 06/18/2020 at 11:00 AM, the DON stated that R1 is negative for covid. She
 can leave the room without a mask. Residents who are covid positive are required to stay in the room. Surveyor was informed by the
Administrator afterward on 06/18/2020 at 11:05 AM, that R1 said she was willing to wear a mask. Administrator also
 confirmed that R1 should wear a mask when leaving the room. On 6/18/2020 at 5:46 PM the Administrator stated We have
 started re-education on best practice of residents wearing mask when coming to the common area (hallway, rehab gym etc.).
 In addition, we have checked every resident's room to assure that there is the mask ready for them to use. On 6/19/2020 at
 9:00 AM, A review of the facility policy Covid-19 Mitigation and Response Plan revealed under the minimizing chance for
 exposure section at item number 1. Every person can reduce their risk of exposure by wearing a mask face covering in
 public. The policy also states Our priority is to protect our communities to the extent possible.
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