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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 observation, interview, and record review, the facility failed to implement infection control measures when two
 dietary staff were not wearing facemasks while in the kitchen. This failure had the potential to put residents and staff at risk for
contracting COVID-19 (Coronavirus Disease 2019; a new infectious disease that can spread through respiratory
 droplets). Findings: During an observation on 5/22/2020 at 1:43 p.m., two kitchen staff were not wearing facemasks in the
 kitchen. The Nurse Manager (NM), called the attention of the two kitchen staff. During an interview on 5/22/2020 at 1:56
 p.m. with the NM, she acknowledged the above observation and confirmed the two kitchen staff should wear masks and practice
social distancing. According to the Centers for Disease Control and Prevention (CDC) website, Preparing for COVID-19 in
 Nursing Homes updated May 19, 2020, indicated HCP (Healthcare Personnel; e.g. dietary), should wear facemask at all times
 while in the facility.
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