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

Level of harm - Minimal Based on observation, interview, and record review, the facility failed to ensure facility staff were wearing face masks

harm or potential for actual | appropriately while in the facility for 6 of 16 staff members observed. This had the potential to affect all 125 residents

harm that reside in the facility. (Nurse 2, CNA 4, Nurse 10, Nurse 14, Staff 18, and Housekeeping 20) Findings include: An

observation was conducted of the Windsor Unit, on 8/12/20 at 1:30 p.m.,Nurse 2 had her face mask down with her nose exposed at
Residents Affected - Many | the nurses' station. Certified Nursing Assistant (CNA) 8, Nurse 6, and Nurse 12 were also present at the nurses'
station. CNA 4 walked towards the nurses' station to sit down with her mask down and her nose exposed. Nurse 10 was in the

medication room and exited the medication room with her mask down with her nose and mouth exposed. Nurse 10 proceeded to
walk down the hallway towards the front of the building with her mask down. During an interview with the Assistant Director of
Nursing (ADON), on 8/12/20 at 1:50 p.m., Housekeeping Staff 20 was observed walking alongside Resident T with her mask
down exposing her nose and mouth. Housekeeping Staff 20 was on the right side of Resident T's wheelchair and not socia
distancing. Resident T did not have a face mask on at the time of observation. An observation, on 8/12/20 at 2:00 p.m., of

the Cambridge Unit. Nurse 14 was facing Nurse 16 with her face mask down and her nose and mouth exposed while she was
conversing with Nurse 16. An observation, on 8/12/20 at 2:10 p.m., of the Windsor Unit nurses station. There were 6 staff
members present with no socia distancing taking place. Staff Member 18 proceeded to walk towards and into the nurses

station with her mask down exposing her nose and mouth while around 6 other staff members. There was no social distancing
taking place. During an interview with the ADON, on 8/12/20 at 2:38 p.m., indicated the expectations are for staff to wear

their face masks appropriately at all times while in the facility. A policy titled USE OF PPE (PERSONAL PROTECTIVE
EQUIPMENT) WHILE IN THE FACILITY, updated 8/4/20, was provided by the Staff Development Coordinator on 8/12/20 at 2:12
p.m. The policy indicated the following, .All staff must wear a surgical mask at all times, thisincludes all departments

(Nursing, Housekeeping, Dietary, Maintenance, Business Office, Medica Records) .All direct care staff must wear a surgical mask
and an eye shield at all times .Any non-nursing staff who visit resident care areas will wear amask and eye shield

whilein the area 3.1-18(a)
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