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harm

Residents Affected - Some

Provide and implement an infection prevention and control program.

 Complaint #  (AR 297) was substantiated, all or in part, with these findings: Based on observation, record review, and
 interview the facility failed to ensure consistent implementation of proper infection prevention and control practices to
 prevent the development and transmission of COVID-19 and other communicable diseases and infections by ensuring staff were
 wearing a face mask appropriately and the face mask covered the nose. This failed practice had the potential to affect all
 37 residents who resided in the facility, as documented on the Resident Census and Conditions of Residents form provided by the
Director of Nursing on 8/19/2020. The findings are: a. On 8/19/2020 at 1:00 p.m., Dietary Cook #1 opened the kitchen
 door to allow entrance. Her face mask was beneath her nose. She was asked, Should your face mask cover your nose and mouth? She
stated, Yes, ma'am. She pulled the face mask up over her nose. She stated, I had to pull it down to talk to you.
 Another Dietary Employee was also present in the kitchen. b. On 8/19/2020 at 1:20 p.m., Certified Nursing Assistant (CNA)
 #1 was sitting in the front lobby at the COVID-19 Screener Table. A female resident was sitting on the sofa in the front
 lobby near CNA #1. CNA #1 was operating her cell phone and her face mask was beneath her nose. CNA #1 was asked, Should
 your mask cover your face and nose? She stated, Yes, ma'am. c. A facility in-service titled Infection Control dated
 6/20/2020 and provided by the Administrator on 8/19/2020 documented, .Face mask should cover your nose and mouth .
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