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Provide and implement an infection prevention and control program.

 Based on observation, interview, and record review it was determined the facility failed to maintain and implement an
 effective infection prevention and control program to provide a safe, sanitary environment and help prevent the
 transmission of communicable diseases and infections, including the COVID-19 virus. Observations during survey revealed
 staff not wearing masks in the reception area of the facility. The findings include: Review of facility policy Novel
 Coronavirus (COVID-19), revised 08/18/2020, revealed the policy provided clarification of the steps the facility took to
 insure the health and safety of the facility's residents. In addition, review of the policy revealed for the duration of
 the state of emergency/COVID-19 pandemic, all direct care stakeholders wore a surgical facemask and face shield or goggles
 in the facility. Non-direct care workers utilized a microbe safety mask when working in non-resident care areas.
 Observation, on 09/08/2020 at 8:10 AM, upon entering the facility, revealed staff at a screening table and a receptionist
 behind a half wall and neither person was wearing a mask. Interview with the Receptionist, on 09/08/2020 at 9:30 AM,
 revealed it was her understanding she did not have to wear a mask when at her desk, not in a resident care area. Continued
 observation and interview with the Receptionist revealed without a mask she walked out from behind the half wall and
 directed the State Survey Agency staff down the hallway. The Receptionist stated it was important to wear masks to prevent
 transmission of disease between people. Interview with the Director of Nursing (DON), on 09/08/2020 at 2:00 PM, revealed
 everyone in the facility was to wear a mask even in the front area of the building. Additionally, the DON stated the
 receptionist should wear a mask as that position is in contact with multiple persons. The DON stated it was important to
 wear masks to prevent the spread of COVID-19. Interview with the Administrator, on 09/08/2020 at 2:00 PM, revealed his
 understanding of the mask policy was that staff did not have to wear a mask when not providing direct resident care.
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