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Provide and implement an infection prevention and control program.

 Based on observation, interview and record review, the facility staff failed to ensure infection control practices were
 maintained to help prevent the development and transmission of communicable diseases and infections. The facility staff
 were taking their own temperatures upon entrance to the facility. Findings include: Review of the signage above the time
 clock at the employee entrance indicated 2 separate signs related to screenings of staff. The signs indicated the
 following: STOP Personnel You are required to have your temperature and respiratory rick check completed prior to the
 beginning of your shift. Contact your supervisor for assistance. and STOP YOU MUST TAKE YOUR TEMP EVERY SINGLE
TIME YOU
 ENTER THIS BUILDING THANK YOU The surveyor observed a table near the time clock with a thermometer and a log sheet to
 record a staff members name, temperature and symptoms related to COVID-19. During an interview with Certified Nurse Aide
 (CNA) #1 on July 8, 2020 at 9:09 A.M., she said that she takes her own temperature upon arrival to the facility. She
 further said that there previously was a staff member taking temperature when she arrived at the facility, however, this no longer
occurs and she takes her own temperature. During an interview with the Activity Director on July 8, at 9:13 A.M.,
 she said that she takes her own temperature upon arrival to the facility. During an interview with Hospitality Aide on July 8, 2020 at
9:16 A.M., she said that she takes her own temperature upon arrival to the facility. During an interview with
 the Director of Nursing (DON) on July 8, 2020 at 9:26 A.M., she said that she instructed staff not to take their own
 temperatures and the staff should not have taken their own temperatures.
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