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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 failed to ensure surgical facemask's were worn by all

harm or potential for actual | direct care staff during the Covid-19 crisis. Surgical facemask's were not worn by direct care staff, facemask's were not

harm worn properly, and facemask's were not worn the entire shift for 7 of 7 staff members observed. (CNA 2, CNA 3, CNA 5, CNA

4,CNA 1, RN 1, QMA 1) Finding includes: On 6/9/20 at 9:45 A.M., 4 staff members were observed to be standing at the
Residents Affected - Some | nursing station. One staff member was observed to not have their nose covered by their mask. On 6/9/20 at 10:00 A.M., CNA 2 was
observed to exit aresident room. CNA 2 was observed to be wearing a cloth face covering. At that time, the

Administrator indicated all staff, including direct care staff wore cloth face coverings. The Administrator indicated the

facility had surgical facemask's but was saving them for a potential outbreak. The Administrator indicated she was unaware

direct care staff should wear surgical masks. The Administrator indicated she would distribute surgical masks to the direct care staff
at that time. On 6/9/20 at 10:10 A.M., CNA 2 was observed to walk through the common area with no face covering. CNA 2 was
observed to donn a cloth face covering. At that time, RN 1 instructed CNA 2 she would need to donn a surgical

mask. CNA 3 was observed to touch her surgical mask at that time. No hand hygiene was observed and CNA 3 returned to
paperwork at the nursing station, CNA 3 was assigned to work in the kitchen. On 6/9/20 at 10:20 A.M., CNA 2 was observed to be
wearing a surgical facemask. The facemask was not covering her nose. On 6/9/20 at 10:30 A.M., CNA 2 and CNA 3 were

observed to be wearing a surgical facemask. The facemask was not covering their noses. On 6/9/20 at 10:47 A.M., CNA 2 and
CNA 3 were observed to be wearing a surgical facemask. The facemask was not covering their noses. On 6/9/20 at 11:30 A.M.,

the Daily Staffing was reviewed. Six direct care staff members were assigned to give care to the residents at the time of

the survey. (CNA 2, CNA 4, CNA 5, QMA 1, RN 1, CNA 1) On 6/9/20 at 12:20 P.M., the Administrator indicated the facility did not
have a policy which indicated what type of facial covering should be worn by direct care staff. 3.1-18(b)(1)
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