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

Level of harm - Minimal Based on observation, staff interview, and facility documentation the facility staff failed to maintain infection control

harm or potential for actual | practicesin accordance with the Center for Medicare and Medicaid Services (CMS) and Centers for Disease Control and

harm Prevention (CDC) recommendations to prevent the spread of COVID-19 in 2 of 4 areas of the facility. The findings included:

The facility staff failed to properly wear personal protective equipment (PPE) to prevent the spread of COVID-19. On
Residents Affected - Few 6/16/2020 at approximately 12 noon, Surveyor B observed Employee A and Employee B in the kitchen with their face masks
removed from their face and resting below their chin. When Surveyor B questioned this, Employee A and Employee B stated
they knew that they were required to wear their masks covering their nose and mouth. The Dietician (Employee C) was
present. She stated, This young lady (name redacted) and the other young lady doing the dishes, both of them had masks off
their faces under their chins. On 6/16/2020 at approximately 12:45 PM Surveyor B observed LPN A sitting at the nurse's
station with her mask pulled below her chin. She was asked if she knew the purpose of the mask. She stated, yes and that it was for
her personal protection. On 6/16/20 at 12:50 P.M., an interview was conducted with the Administrator
(Administration A). She was asked about the facility's policy on wearing facemasks. The Administrator stated, Every staff
member is supposed to wear amask at all timesin the building to protect themselves and protect the residents. On 6/16/20
areview was conducted of facility documentation, revealing a facemask policy dated 4/2/2020. An excerpt read, .ensure all
staff are using appropriate PPE (Personal Protective Equipment) when they are interacting with .residents. On 6/17/20 the
facility conducted an in-service training that was attended by LPN A, Employee A, and Employee B. AN excerpt read, Mask
must be worn appropriately to cover your nose and mouth at all times. To protect our residents and each other. Per the
CDC's guidance stated healthcare personnel (HCP) should wear afacemask at all times while they arein the facility. When
available, facemasks are generally preferred over cloth face coverings for HCP as facemasks offer both source control and
protection for the wearer against exposure to splashes and sprays of infectious material from others. Cloth face coverings
should NOT be worn by HCP instead of arespirator or facemask if PPE is required. CDC recommendations/guidelines accessed
online 6/9/2020 at:
https://www.cdc.gov/coronavirus/2019-ncov/hcp/long-term-
care.html?CDC_AA _refVa=https%3A %2F%2Fwww.cdc.gov%e2Fcoronavirus¥2F2019-ncov%2Fheal thcare-facilities¥%o2Fprevent-
spread-in-long-term-care-facilities.html CMS's COVID-19 Long-Term Care Facility
Guidance dated April 2, 2020, read: For the duration of the state of emergency in their State, all long-term care facility
personnel should wear afacemask while they are in the facility. accessed online 6/9/2020 at
https://www.cms.gov/files/document/4220-covid-19-long-term-care-facility-guidance.pdf The facility Administrator was made
aware of the findings during the end of day meeting held on 6/17/2020. No further information was provided.
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