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Residents Affected - Many

Provide and implement an infection prevention and control program.

 Based on observation and interview the facility failed to maintain social distancing by staying 6 feet apart from each
 other and did not wear a facial mask in a common area in the facility to assist with preventing the spread of COVID-19. The facility
census was 98. Review of the facility's COVID-19 action plan policy dated 3/31/20 showed, the following efforts
 have been implemented to reduce the risk of COVID-19 included all employees and visitors will be required to wear a face
 mask at all times while in the community. Observation on 4/23/20, at 1:55 P.M., showed clerical staff who screened visitors and staff
as they entered the facility for COVID-19 did not have a mask on. The staff member opened the door to let the
 surveyor in the facility without a facial mask on. Five staff members sat in the seating area inside the facility close to
 the main entrance visiting with each other and did not have facial mask on and did not maintain 6' social distancing from
 each other. Observation on 4/23/20, at 2:00 P.M., showed four staff members at the counter inside the facility close to the main
entrance obtaining their mask and did not maintain 6' social distancing from each other. Observation on 4/23/20, at
 3:00 P.M., showed hospice staff, a resident and his/her family member sat at a table in the same room where visitors and
 staff were being screened for COVID-19. Staff did not wear mask until they completed their COVID-19 questionnaire and
 obtained their facial mask from the counter to wear for their shift. During an interview on 4/27/20, at 2:05 P.M., the
 Administrator said he expects the screener to wear a mask at all times while inside the facility and he expects staff to
 maintain 6' social distancing when they are obtaining their mask and when they are being screened and do not have a mask
 on. He expects staff to wear mask when they are in the same area as a resident. MO 9
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