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F 0830 Provide and implement an infection prevention and control program.

Level of harm - Minimal Based on observations, staff interview and review of the facility ' s COVID-19 Response Plan the facility failed to
harm or potential for actual | implement the COVID-19 response plan by allowing a staff member (Nursing Assistant #1) to wear a cloth face mask while
harm working in the facility. This observation occurred on 1 of 2 nursing units observed. This failure occurred during a
COVID-19 pandemic. Findings included: The facility ' s COVID-19 Response Plan with areview date of 5/6/20 stated in part,
Residents Affected - Few use of PPE and isolation strategies: all staff will be required to wear a surgical / isolation mask at al times whilein
thefacility. An observation on 8/14/20 at 10:25 am revealed Nursing Assistant (NA) #1 was wearing a cloth face mask while
working in the facility. The Director of Nursing (DON) was present during this observation of NA #1 on 08/14/20 at 10:25
am. During an interview with the DON on 8/14/20 at 10:28 am she stated NA #1 should be wearing a surgical mask when working in
the facility. Aninterview on 8/14/20 at 11:08 am with NA #1 revealed she had routinely been wearing her own cloth face
mask when she worked at the facility and was not aware until today that she was required to wear asurgica type mask. NA
#1 added she had received training on COVID-19 and isolation precautions but was not aware she could not wear acloth face
mask. An interview was conducted on 8/14/20 at 11:20 am with the Administrator and DON. The DON stated she had addressed

the issue of wearing a cloth face mask with NA #1. The Administrator stated he expected all staff to wear a surgical and /
or N95 mask when in the facility.
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