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

Level of harm - Minimal Based on interview and record review during the COVID-19 Focused Infection Control Survey (Complaint #NY 994) the facility
harm or potential for actual | did not ensure it established and maintained an infection prevention and control program designed to provide a safe,
harm sanitary and comfortable environment and to help prevent the development and transmission of communicable diseases and
infections on 2 (Units A2 and A3) of 7 units. Specifically, the facility did not ensure staff wore face masks over their
Residents Affected - Few mouth and nose when within six feet of residents. Thisis evidenced by: The Policy and Procedure titled Coronavirus
(COVID-19) dated 3/5/2020, and revised on 4/9/2020, documented a surgical mask was to be worn by all staff and students

that come within 6 feet of residents. Finding 1: During an observation on 6/19/20 at 3:00 PM, on Unit A3, LPN #2 was

standing at a medication cart near the nurses' station wearing a face mask under his chin and was not covering his nose or

mouth. LPN #2 then walked down the hall, passing within 3 feet of aresident ambulating in the hallway, then LPN #2 entered room
A317. While entering the room, another resident was in awheelchair at the doorway, LPN #2 passed within 2 feet of the resident.
Upon entering room A317, LPN #2 filled a cup with water at the sink and stood at the head of the bed within 3

feet of the resident on the left side of the room. During an interview on 6/19/20 at 3:05 PM, LPN #2 stated he had just

returned from break and forgot to put his facemask over his nose and mouth. LPN #2 stated it was the facility policy that

staff always wear afacemask over the nose and mouth while in the facility. Finding 2: During an observation on 6/19/20 at

3:15 PM, on Unit A2, Activities Aide (AA) #2, was standing at a table, talking to, and playing a bean bag toss game with 3
residents sitting at the table. AA #2's face mask was placed below his chin, not covering his nose or mouth. AA #2 was

standing 3-4 feet from the residents and was leaning forward. During an interview on 6/19/20 at 3:05 PM, LPN #2 stated he

had just returned from break and forgot to put his facemask over his nose and mouth. LPN #2 stated it was the facility

policy that staff always wear afacemask over the nose and mouth while in the facility. During an interview on 6/19/20 at

3:20 PM, AA #2 stated he was always supposed to have his facemask covering his mouth and nose while in the building but was
warm and moved it down on his face to breathe. During an interview on 6/19/20 at 3:45 PM, the Director of Nursing (DON)
stated it was the all staff were to wear a facemask while in the building, and especially when they were within 6 feet of

residents. 10 NYCRR 415.19
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