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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview, and record review, the facility failed to ensure a visitor was screened for Covid-19 (a
 disease caused by a new strain of coronavirus) and two kitchen staff did not wear face mask properly inside the kitchen.
 These failures had the potential to transmit and spread infection to the residents and staff. Findings: During a weekly
 visits 5/26/2020 at 10:00 a.m., facility did not screened a visitor related to Covid-19 illness. During a kitchen
 observation on 5/26/2020 at 11:05 a.m., one kitchen staff did not cover her nose with a face mask and another kitchen staff did not
cover the mouth and nose with a face mask. During an interview with the director of nursing (DON) on 5/26/2020 at
 11:10 a.m., she stated the two kitchen staff should have wear the face mask properly which covered the nose and the mouth.
 Review of the Center for Disease Control and Prevention dated 2019, How to Protect Yourself and Others, the best way to
 prevent illness was to avoid close contact with people who are sick and being exposed to [MEDICAL CONDITION]. [MEDICAL
 CONDITION] was thought to spread mainly from person-to-person through respiratory droplets when infected, person cough,
 sneeze and talks. Watch for fever, cough, shortness of breath and other symptoms of COVID-19.
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