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

Level of harm - Minimal Based on observation, interview and record review, the facility staff failed to follow infection control protocols for

harm or potential for actual | COVID-19 when staff did not properly wear face masks while in the facility. The census was 66. Review of the Centers for

harm Disease Control and Prevention (CDC) recommendation dated 5/21/20, showed in order to prevent the spread of COVID-19,

facility staff are to ensure all healthcare personnel (HCP) wear afacemask or cloth face covering for source control whilein the
Residents Affected - Some | facility. Additional review of the CDC recommendation titled How to Wear Face Coverings Correctly dated 5/22/20,

showed staff are to placeit over their nose and mouth and secure it under their chin. 1. Observation on 05/27/20 at 10:03
A.M., showed the Director of Nursing's (DON) face mask did not cover his’her nose while he/she wasin aresident care area.
Observation on 05/27/20 at 10:27 A.M., showed Certified Medical Technician (CMT) A wore his’/her mask incorrectly while
leaving aresident's room. He/She did not properly place the face mask over both mouth and nose to ensure infectious agents could
not be transmitted. Observation on 05/27/20 at 10:47 A.M., showed Licensed Practical Nurse (LPN) B wore his/her mask
incorrectly whilein residential areas. He/She did not properly place the face mask over both mouth and nose to ensure
infectious agents could not be transmitted. Observation on 05/27/20 at 11:08 A.M., showed CMT A continued to wear his/her
mask incorrectly. He/she did not properly place the face mask over both mouth and nose to ensure infectious agents could
not be transmitted. Observation on 05/27/20 at 11:23 A.M., showed LPN B continued to wear his/her mask around his’her neck.
He/She did not properly place the face mask over hissher mouth while in residential areas. 2. During an interview on
05/27/20 at 10:50 A.M., LPN C said staff should wear a mask at all times except in the break room or outside. He/She said
the face mask should cover the nose and the mouth. During an interview on 05/27/20 at 11:09 A.M., the administrator said
staff are to wear amask at all times and the mask should cover the nose and the mouth.
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