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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 observations, review of facility policy, and interviews, the facility failed to ensure appropriate screening prior to facility
entry and failed to ensure appropriate staff use of a facial mask and social distancing in the facility to
 prevent the transmission of COVID-19. The findings include: a. During entrance screening to the facility on [DATE] at 8:10
 AM, it was identified that visitors to the health center had their temperature taken but were not asked any COVID-19
 related questions such as symptomatology and travel destinations. Observation on 5/27/2020 at 8:45 AM with registered Nurse (RN)
#1 identified Facility Contractor #1 being escorted through the health center entrance doors by Security Guard #1 from the Assisted
Living Service Agency (ALSA) side of the complex. Interview with Contractor #1 identified that although he/she had a temperature
taken and signed in at the ALSA entrance prior to being brought to the health center by Security Guard #1 he/she had not been asked
any questions by facility staff. Contractor #1 identified that he/she thought this was unusual as all the other Skilled Nursing Facilities
(SNF's) he/she entered required questions to be answered. Interview with RN #1 on
 5/27/2020 at 8:50 AM identified that everyone who enters the health center should be asked screening questions. Interview
 and review of facility policy with ALSA Manager #1 and RN #1 on 5/27/2020 at 9:02 AM identified that he/she was the
 individual screening visitors and staff at the ALSA entrance, and that he/she had not been asking any screening questions
 of visitors, but did require a temperature to be taken. ALSA Manager #1 identified that there were two entrance signature
 documents at the entrance desk; one for visitors requiring only a temperature and one for staff requiring a temperature and screening
questions. Subsequent to surveyor inquiry, RN #1 directed ALSA Manager #1 to ask all entrants the appropriate
 screening questions. Additionally, the visitor signature document was updated to include the appropriate screening
 questions. b. Observation and interview with RN #2 at the nurse's station on 5/27/2020 at 9 AM identified RN #2 speaking
 with RN #3. RN #2 was not wearing a face mask and was not maintaining 6 feet of social distancing. Although RN #2
 identified that the facility policy required all staff to wear a face mask at all times and to maintain social distancing
 in the facility, he/she had been drinking coffee and her lips were wet. RN #2 identified that it had just been for a minute.
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