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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Provide and implement an infection prevention and control program.

 Based on observations and interviews the facility failed to ensure staff maintained CDC recommended guidelines for COVID-19
prevention, by failing to ensure staff implemented universal use of facemasks while in the facility as evidenced by
 observations of 3 (S3D, S4D, and S5D) staff improperly wearing masks while in the kitchen. Findings: On 06/30/2020 at 10:29 a.m.,
an observation was made of S3D. S3D was standing in the kitchen near the entrance with her mask improperly placed
 below her nose with nares exposed. On 06/30/2020 at 10:32 a.m., an observation was made of S4D with a mask improperly
 placed on the chin with the mouth and nose exposed in the kitchen. S4D was walking past an uncovered pan of baked corn
 bread. S4D stated she pulled the mask down to adjust it. On 06/30/2020 at 10:32 a.m., an observation was made of S5D
 placing meal tickets on lidded disposable meal trays. S5D had her mask pulled down to her chin with her nose and mouth
 exposed. An opened pan of baked cornbread was sitting on the counter next to S5D. S5D stated the mask kept falling down and
fogged her glasses. S5D stated she could not breathe with the mask. On 06/30/2020 at 12:39 p.m., an interview was conducted with
S2DM. S2DM was notified of the above observations. S2DM stated staff should wear masks properly placed over the nose
 and mouth at all times in the facility. On 06/30/2020 at 12:39 p.m., an interview was conducted with S1ADON. S1ADON was
 notified of the above observations. S1ADON stated staff should wear masks properly placed over the nose and mouth at all
 times in the facility.
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