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

Level of harm - Minimal The facility reported a census of 33 residents. Based on observation and interview the facility failed to follow the Center for Medicare
harm or potential for actual |and Medicaid Services (CMS) and Center for Disease Control and Prevention (CDC) recommended practices to
harm prevent transmission of COVID-19. The facility failed to ensure all staff used proper infection control measures when all
staff failed to wear face masks whilein the facility. Findingsincluded: . On 07/23/2020 at 9:50 AM, Administrative Nurse
Residents Affected - Many | D walked down the South Hall without a mask. The mask was pinned to her shirt. She stated that when staff arein their own
offices and if going down the halls where there is no contact with residents, she had always done this. On 07/23/2020 at
10:27 AM, in another office was Licensed Nurse (LN) G and activity staff Z. Neither staff wore a mask. On 07/23/2020 at
10:30 AM, LN G stated staff in offices do not have to wear masks and can go through the halls without masks if thereis no
resident contact. On 07/23/2020 at 10:40 AM, Administrative Nurse D walked from her office, around the nurse desk to the
administration office without amask. The COVID-19 Prevention and Preparedness Plan, updated 05/08/2020, documented Center
for Disease Control (CDC) guidelines supersedes current infection control policies for Personal Protective Equipment (PPE). The
CMS/CDC COVID-19 Long-Term Care Facility Guidance, dated 04/02/2020, instructed for the duration of the state of
emergency all long-term care facility personnel should wear afacemask while they arein the facility. The facility failed

to ensure all staff wore amask while in the facility to prevent the potential spread of COVID-19 and in accordance to
CMS/CDC guidelines.
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