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F 0830 Provide and implement an infection prevention and control program.
Level of harm - Minimal Based on record review and interview the facility failed to implement/maintain accepted infection control practices to help prevent
harm or potential for actual | and control the spread of an infectious communicable disease (Coronavirus 2019) by failing to follow their Policy
harm and Procedure for Infection Control and ensure employees were screened and had their temperatures checked before each

shift. The facility had atotal of 86 residents. Findings: Review of the facility's Infection Control Interim Policy for
Residents Affected - Some | Coronavirusrevealed in part .al employees are screened for history of travel exposure, respiratory and gastrointestinal

symptoms upon each entry to the facility. Telephone interview on 09/15/2020 at 2:20 p.m. with S2 CNA revealed that she
worked the 11:00 p.m.-7:00 am. shift. S2 CNA stated she did not have her temperature checked when she arrived for her
shifts. She stated the nurse on the hall sometimes asked her the screening questions once she got to the team room to start her shift,
but she did not check her temperature. Telephone interview on 09/15/2020 at 2:45 p.m. with S3 CNA revealed she
worked the 11:00 p.m.-7:00 am. shift. S3 CNA stated she did not have her temperature checked when she arrived for her
shifts. She stated the nurse on the hall she worked asked the screening questions when night shift CNA's got to the team
room, but the nurse on duty did not check temperatures. Telephone interview on 09/15/2020 at 3:17 p.m. with S1 DON revealed that
all 11:00 p.m.-7:00 am. CNA's are to report to the 200 hall nurses station to be screened and have their temperatures taken before
each shift. She revealed that after reviewing the employee screening log book she discovered that the 11:00
p.m.-7:00 am. CNA's had not been properly screened or had their temperatures checked consistently since 09/08/2020. She
confirmed the screenings and temperature checks should have been done and had not been.
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