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Provide and implement an infection prevention and control program.

 Based on observation, interview, and document review, the facility failed to ensure an Activities Assistant and a driver
 wore a mask when around a resident, and a resident wore a mask while ambulating in the hallway. Findings include: On
 06/10/2020 at 11:20 AM, an Activities Assistant had a cloth mask pulled down under the chin. The Activities Assistant
 explained the mask was too big and would slip down to under the chin and confirmed the proper way to wear the mask was
 covering the nose and mouth. On 06/10/2020 at 11:25 AM, another Activities Assistant explained both the nose and mouth
 should be covered when wearing a cloth or surgical mask. On 06/10/2020 at 12:10 PM, a Licensed Practical Nurse (LPN)
 explained both the nose and mouth should be covered when wearing a cloth or surgical mask. On 06/11/2020 at 4:12 PM, a
 facility driver was observed pushing a resident in a wheelchair from 300 hall to the 100 hall nurses' station without a
 mask. The Charge Nurse confirmed that the facility driver should have worn a mask. On 06/10/2020 at 8:22 AM, the DON
 conveyed residents were to wear a mask before leaving their rooms. On 06/10/2020 at 1:30 PM, a resident was observed
 ambulating towards the 100 hall nurses' station, not wearing a mask. The mask was hanging on the handle of the resident's
 front-wheel walker. The Charge Nurse indicated the residents were provided a mask or could use a personal mask. The
 residents must wear a mask before leaving their rooms.
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