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

Level of harm - Minimal Based on observation, interview and record review the facility did not properly prevent the potential spread of infections, such as

harm or potential for actual | COVID-19, as evidenced by improper use of masks by 2 of 2 kitchen staff. Culinary Director C (CD) and Dietary Aide

harm D (DA) were observed doing food prep in the kitchen and their masks were not covering their nose and mouth. Thisis

evidenced by: May 2020 CDC Activities and Initiatives Supporting the COV1D-19 Response and the President * s Plan for

Residents Affected - Some | Opening America Up Again, Appendix B states: HCP (Healthcare Personnel) should wear afacemask at al times while they are
in the facility. On 7/21/2020 at 8:30 AM, Surveyor observed CD C and DA D standing at the stainless steel tablesin the

kitchen prepping food for lunch. CD C and DA D had blue surgical masks below their chin, leaving the mouth and nose

uncovered. On 7/21/2020 at 8:40 AM, Surveyor spoke with CD C. CD C said they were told the kitchen staff had to wear masks

only when on the nursing floor, in direct contact with residents. On 7/21/2020 at 1:00 PM, DON B (Director of Nursing) said kitchen
staff should wear masks at all timesin the facility.
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