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Provide and implement an infection prevention and control program.

 Based on interview and document review, the facility failed to ensure employees were trained and fit tested   for N95 masks prior to
working in the designated Novel Coronavirus Disease 2019 (COVID-19) unit. Findings include: On 04/30/2020 at 8:38
 AM, the Administrator conveyed one unit had been designated as a COVID-19 unit. The Administrator indicated there were 10
 employees who tested   positive for COVID-19. The facility Infection Control Surveillance for Employees revealed there were 11
employees who tested   positive for COVID-19 and one of the 11 employees worked at another facility. On 04/30/2020 at
 1:00 PM, the Administrator indicated not all employees had been fit tested   for N95 masks. The Administrator provided a
 list of employees who were scheduled to work in the COVID-19 unit from 04/20/2020 to 04/30/2020. The Administrator and the
 Medical Records staff member indicated four of the nine employees listed had been fit tested   for N95 masks. A facility
 document revealed on 04/22/2020 and 4/23/2020, the local Fire Department had performed N95 Respirator Training and Fit
 Testing Verification to seven employees. The facility COVID Unit Schedule revealed three of nine employees were not listed
 as an employee who had received training and fit testing for N95 mask for the following dates: 04/27, 04/28, 04/29 and
 04/30. The facility Emergency Operations Plan: Response Plan for Positive COVID-19 Cases dated 04/15/2020, documented
 employees designated to care for residents with suspected or confirmed COVID-19 infection would be fitted for N95 mask use.
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