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Provide and implement an infection prevention and control program.

 Based on observation, staff interviews and review of facility guidelines titled Recommended use of personal protective
 equipment (PPE) for health care settings, the facility failed to implement infection control measures when three of three
 dietary workers were observed wearing face masks that did not cover their noses while they were in the kitchen. This
 failure occurred during the COVID-19 pandemic. The findings included: The facility guideline, received from the corporate
 office, titled Recommended use of personal protective equipment (PPE) for health care settings with an effective date of
 04/06/20 specified; All employees should wear face protection/mask while at work for their entire shift. On a tour of the
 facility on 5/26/2020 at 8:35 AM, an observation was made of Dietary aide #1 at the door to the kitchen wearing a face mask that was
not covering her nose. Upon closer observation, two other dietary workers (Cook #1 and Dietary Aide #2) were
 observed in the kitchen wearing face masks that did not cover their noses. Upon entrance to the kitchen on 5/26/2020 at
 8:40 AM, Cook #1 was observed wearing a face mask that was positioned below her nose. Cook #1 stated she had watched a
 video on wearing masks and knew she was supposed to wear a mask that covered her mouth and nose. Cook stated, I get so hot,
sometimes I feel like I can't breathe. During an interview with Dietary Aide #1 on 5/26/2020 at 8:50 AM she stated she had
 watched the video about wearing masks and knew she was supposed to wear her mask over her mouth and nose. Dietary Aide #1
 said that it bothered her to wear it over her nose because it was so hot in the kitchen. On 5/26/2020 at 9:15 AM, Dietary
 Aide #2 was interviewed and stated she had watched the video about wearing masks and knew she was supposed to have the mask
covering her mouth and nose. Dietary Aide #2 explained that it was hot and steamy in the kitchen, so she pulled it down
 below her nose. In an interview at 2:50 PM on 5/26/2020, the Director of Nursing (DON) indicated the facility used a system of
education that included staff viewing videos. The DON stated the kitchen staff had watched a video for wearing an N-95
 face mask, but that all the facility's trainings on how to properly wear a face mask showed the face mask covering the
 person's mouth and nose. The DON noted infection control rounds were done daily and staff were monitored for wearing PPE
 correctly.
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