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

Level of harm - Minimal Based on observation and interview the facility failed to ensure infection control guidelines were in place and implemented to

harm or potential for actual | properly prevent and/or contain COVID-19 related to staff members and contracted staff without proper medical masksin

harm place. This had the potential to affect all 21 residentsin the facility under LPN 1's care. (LPN 1 and contracted

Maintenance Staff 1). Findingsincludes: 1. On 9/18/20 at 8:30 am., LPN 1 was observed at the Nurses Station. The LPN had
Residents Affected - Many | acloth mask over her mouth and nose and did not have a surgical mask under the cloth mask. LPN 1 was the nurse on duty for the
shift and responsible for all resident medications and any direct resident care assistance or assessments needed. When

interviewed at thistime, LPN 1 indicated she was not aware staff were required to wear surgical masks. 2. On 9/18/20 at

8:45 am., Maintenance Staff 2 was observed walking in front of the Nurses Station and was wearing a cloth mask.

Maintenance staff 2 was not wearing a surgical mask under the cloth mask. When interviewed on 9/18/20 at thistime, he

staff indicated he wears the cloth mask, as paint would go right thru his surgical mask. He also indicated he had completed several
projects at the facility. When interviewed on 9/18/20 at 9:30 am., the Director of Nursing indicated she was

unaware all staff were required to wear medical masksin the facility. 3.1-18(a)

F 0836 Based on interview and review of the the facility Infection Control policy and procedures, the facility failed to ensure
Level of harm - Minimal | weekly Covid 19 testing had been completed for 27 of 27 current employees and the Administrative staff as required by CMS
harm or potential for actual | (Centers for Medicare and Medicaid Services). This had the potential to affect all 21 residents residing in the facility.
harm Finding includes: Review of the facility Infection Control logs and procedures indicated the facility had not initiated any weekly Covid
19 testing for all staff members from 8/25/2020 thru 9/18/2020 as required per current CM S Infection Control
Residents Affected - Many | regulations based on county positivity rate. When interviewed on 9/ at 10:05 am., the Director of Nursing indicated she
was not aware weekly Covid 19 testing was required for all staff. 3.1-18(a)(2)
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