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

Level of harm - Minimal Based on observations, review of facility documentation, and interviews the facility failed to ensure that face masks were
harm or potential for actual | worn by staff and residents as recommended by the Center for Disease Control (CD) during a pandemic to prevent the spread
harm of COVID 19. Thefinding includes: 1. During an observation on 7/25/20 at 11:15AM the facilty receptionist was observed, in the
building, talking with a resident and other staff member without wearing aface mask. During an interview with the

Residents Affected - Few receptionist on 7/25/20 at 11:25AM she indicated that she wanted to talk with another staff member therefore she left her

desk and walked over to the other staff member without wearing aface mask. The receptionist indicted that she was aware

that a face mask should be worn while in the building, however she left hers at the desk. 2. Nursing Assistant (NA) #1 was
observed on 7/25/20 at 11:30 AM walking in the hallway of aresident care area, pushing a soiled linen cart, with aface

mask on however the face mask was hanging from one ear and not covering her mouth or nose. During an interview with NA#1 on
7/25/20 at 11:32 AM she indicated that she took the mask off because she was not caring for aresident and did not realize

that she needed to have the face mask on in the hallway. 3. NA#2 was observed on 7/25/20 at 11:45AM in aresident's room,

with the resident seated in awheelchair, and NA#2's face was less than one foot away from the resident's face. NA#2 and

the resident were not wearing face masks. During an interview at that time NA#1 indicated that she had just returned from

the shower room and it was hot, so she removed her face mask. During an interview with Registered Nurse (RN#1) on 7/25/20
sheindicated that staff should always be wearing a face mask while in the facility. During an interview with the Director

of Nursing (DON) on 7/25/20 at 12:40PM she indicated that staff are required to wear face masks when in the building. She
indicated it was not acceptable for staff to not wear a face mask while providing care to residents or ambulating in the

hallway. The DON also indicated that facility staff are educated on the proper use of face masksin the facility and that

the facility follows Center for Disease Control (CDC) guidelines for wearing face masks. According to CDC Guidelines Health Care
Providers (HCP) should wear afacemask at al times while they arein the healthcare facility, including in breakrooms or other spaces
where they might encounter co-workers.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER TITLE (X6) DATE
REPRESENTATIVE'S SIGNATURE

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.

FORM CMS-2567(02-99) Event ID: YL1011 Facility 1D: 075250 If continuation sheet
Previous Versions Obsolete Page 1 of 1




