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

Level of harm - Minimal Based on observation and interview, for two observed kitchen staff, the facility failed to ensure staff wore masks when

harm or potential for actual | working in the kitchen. The findings include: Observation on 5/13/20 at 9:20 AM identified Cook #1 standing in front of the

harm stove/food grill with amask situated under his’her chin, not covering his’her mouth or nose. Further observation

identified Dietary Aide #1 in the kitchen without a mask. Interview with Dietary Aide #1 on 5/13/20 at 12:05 PM identified
Residents Affected - Few that he/she had thought that he/she did not need to wear a mask when he/she was in the kitchen, and had not been told to

wear amaks in the kitchen until being told today. Interview with Cook #1 on 5/13/20 at 12:10 PM identified that while
he/she would always wear a mask while serving food, he/she had not been instructed to wear a mask when in the kitchen. Cook #1
further identfied that he/she did wear a mask when cooking. Interview with the Food Service Director on 5/13/20 at 12:35 PM
identified that all staff should have masks on in the kitchen and masks should not be worn under the chin, the mask
should cover the mouth and nose. Interview with the Director of Nurses (DNS) on 5/13/20 at 1:00 PM identified that there is no
policy for staff wearing masksin the facility. The DNS identified the facility practice and expectation is that al
staff will wear masks in the facility unless they are in abreak room and sitting at |east six feet apart.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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