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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

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 three
 staff members did not wear a facemask inside the facility. This failure place residents and staff at risk for being
 susceptible in acquiring infectious diseases during the COVID-19 pandemic. Findings: During an observation on 5/28/2020 at
 1:16 p.m., at the facility's front lobby, the director of maintenance (DM) was talking on the telephone without wearing a
 mask. As well as, one resident was in the lobby without a mask. During an observation on 5/28/2020 at 1:32 p.m., two
 kitchen staff (KS) inside the kitchen were not wearings masks. KS 1 was prepping food and KS 2 was putting away equipment.
 During an interview with the director of nursing (DON) and administrator (ADM) on 5/28/2020 at 2:00 p.m., they both stated
 the DM and two KS should have worn facemasks while inside the facility. Review of Centers for Disease Control and
 Prevention guidelines updated on 5/18/2020 indicated, as part of source control efforts, healthcare professionals (HCP,
 including kitchen and environmental services staff) should wear a facemask/covering at all times while they are in the
 healthcare facility.
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