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Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview, and record review, the facility staff failed to follow infection control protocols for
 COVID-19 (an infectious disease caused by severe acute respiratory syndrome coronavirus 2 ([DIAGNOSES REDACTED]-CoV-2))
 when staff did not properly wear facemasks while in the facility. The census was 88. Review of the Centers for Disease
 Control and Prevention (CC) recommendation, dated 05/21/20, showed in order to prevent the spread of COVID-19, facility
 staff are to ensure all healthcare personnel (HCP) wear a facemask or cloth face covering for source control while in the
 facility. Additional review of the CDC recommendation titled How to Wear Face Coverings Correctly, dated 05/22/20, showed
 staff are to place it over their nose and mouth and secure it under their chin. 1. Observation on 06/02/20 at 10:50 A.M.,
 showed housekeeping aide A did not properly place the facemask over his/her mouth and nose to ensure infectious agents
 could not be transmitted. Observation on 06/02/20 at 10:50 A.M., showed Certified Nursing Assistant (CNA) B did not
 properly place the facemask over his/her mouth and nose to ensure infectious agents could not be transmitted. Observation
 on 06/02/20 at 11:22 A.M., showed activity aide C did not wear his/her mask in the residential area. Observation on
 06/02/20 at 12:24 P.M., showed Licensed Practical Nurse (LPN) D did not properly wear a facemask by leaving his/her nose
 exposed and mouth covered while in a resident area. During an interview on 06/02/20 at 12:24 P.M., LPN D said the residents do not
wear masks and he/she doesn't wear a mask when behind the desk, because I can't breathe. During an interview on
 06/02/20 at 12:49 P.M., Registered Nurse (RN) E said staff wear their mask anytime they are on the floor and should wear
 their masks anytime they are in a resident area. He/She said masks should cover their nose and mouth. During an interview
 on 06/02/20 at 11:16 A.M., the administrator said staff are expected to wear their masks over their nose and mouth.
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