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Provide and implement an infection prevention and control program.

 Based on observation and interview, for two observed kitchen staff, the facility failed to ensure staff wore masks when
 working in the kitchen. The findings include: Observation on 5/13/20 at 9:20 AM identified Cook #1 standing in front of the
stove/food grill with a mask 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
 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 a maks 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 masks in the facility. The DNS identified the facility practice and expectation is that all
 staff will wear masks in the facility unless they are in a break room and sitting at least six feet apart.
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