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

Level of harm - Minimal Based on observations, interviews and record review, the facility failed to implement effective infection source control

harm or potential for actual | measures when one staff member was observed walking inside the facility without a facemask. This failure had the potential

harm to increase the risk for transmission of COVID-19 to all 82 residents. Findings: During an observation on 5/18/2020 at 4

p.m., Unlicensed Staff C went through the facility entrance and was being screened by Unlicensed Staff B. Unlicensed Staff
Residents Affected - Few C took a surgical mask from the box that was on the screening table. The ear oops broke as he was donning the mask.

Unlicensed Staff C reached for another mask, but found the box empty. Unlicensed Staff C, still unmasked, went past the
screening area, and walked past seven multiple-bed resident rooms to the nursing station in Wing A where a box of surgical
masks was located. During an interview on 5/18/2020 at 4:05 p.m., Unlicensed Staff B stated Unlicensed Staff C should have
stayed at the screening area. Unlicensed Staff B stated, | should have brought a mask to him instead. During an interview
on 5/18/2020 at 4:10 p.m., Unlicensed Staff C stated he knew he needed amask while in the facility. Unlicensed Staff C
stated, | was looking for amask. | should not have walked around without one on. During an interview on 5/18/2020 at 4:20
p.m., the DON (Director of Nursing) stated masks were required while in the facility. The DON stated, If there were no
masks available by the entrance, the staff should notify somebody to get one for them and wait. They should not be walking
inside without a mask on. During an interview on 5/18/2020 at 4:25 p.m., Administrator A stated her expectation was all
employeesto follow the AFL (All Facility Letter) guidance to wear masks while in the facility. A review of the CDC
(Centers for Disease Control and Prevention) guidance stipulated on AFL 20-22, dated March 11, 2020, indicated, HCP
(Healthcare personnel) should wear afacemask at all times while they are in the facility.
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