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Provide and implement an infection prevention and control program.

 Based on observation, interview and record review, the facility failed to prevent the spread of infections, such as
 COVID-19 as evidenced by failure to adhere to infection control practices, related to staff failure to assist residents
 with donning face masks and keeping the doors closed to residents who were COVID19 positive. These practices had the
 potential to affect all 12 residents who reside on the COVID-19 designated unit. Findings include: 1. On 09/02/2020 from
 the hours of 8:00 am to 9:30 am, R1 was sitting outside of her room, in the hallway without a facemask. V3, Certified Nurse
Assistant, (CNA), and V2, Registered Nurse/ Director of Nurses, (RN/DON), passed by R1 several times while she was sitting
 in the hallway, without assisting or reminding R1 to put a facemask on when outside of her room. R1's Laboratory result,
 dated 08/25/2020, documents that R1 was positive for COVID19. R1's Physician Order, dated 08/26/2020, documents, Admit to
 Medicare A-Skilled Services for daily Skilled Nursing Assessment and strict isolation, (due to positive) Covid-19. R1's
 Care Plan, dated 09/02/2020, documents, Monitor and ensure that I have my mask on when I am out of my room. Verbal cue and
 assist me to put my mask on when I come out of my room. 2. On 09/02/2020, from 9:00 am to 9:15 am, R3 wheeled out into the
 hallway and he was asking for help. R3 did not have a face mask on at that time. V3, CNA and V2, RN/DON were both in the
 hallway passing breakfast trays but, neither one of them address R3 not having a face mask on nor did they assist him to
 don a face mask. R3's Laboratory result, dated 08/25/2020, documents that R3 was positive for COVID-19. R3's Physician
 Order, dated 08/26/2020, documents, Admit to Medicare A-Skilled Services for daily Skilled Nursing Assessment and strict
 isolation, (due to positive) Covid-19. R3's Care Plan, dated 09/02/2020, documents, Monitor and ensure I am wearing a mask
 when I come out of my room. Verbal cue and assist me to put/keep mask on when out of room. On 09/02/2020 at 8:10 am, V3,
 CNA, stated that R1 does not like to wear a facemask that is why she don't wear one. V3 continued to state, that it is very hard to keep
facemask on the residents when they wander out of their rooms. 3. On 09/02/2020 between the hours of 8:00 am
 to 9:30 am, R1's, R2's, R3's, R5's, R6's, R7's, R8's, R9's, R10's, R11's and R12's doors were all open to the hallway. On
 09/02/2020 at 8:10 am, V3, CNA stated, that R8 wanders and that is why her door stays open but, couldn't say why or if all
 the other doors should be open. On 09/03/2020 at 3:00 pm, V1, Administrator, stated, that the reason why the doors were
 left open, is because we need to keep an eye on them because, they are high fall risk and we have no way of monitoring
 them, otherwise the doors would be closed. V1 continued, to state that she would expect the staff to monitor and assist
 residents to wear their face mask when coming out of their rooms. The facility's policy, COVID19 Testing and Response Plan, dated
08/13/2020, documents, C. Residents with confirmed COVID19 or displaying respiratory symptoms should receive all
 services in room with door closed if safety permits, (meals, therapy, activities, and personal hygiene, etc.) It continues, E. Encourage
and assist all residents to wear a face covering for source control whenever they leave their room or are
 around others, including whenever they leave the facility for essential medical appointments.
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