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

Level of harm - Minimal Based on staff observation, staff interview, and Center for Disease Control Guidelines, the facility failed to ensure that
harm or potential for actual | staff utilized personal protective equipment (PPE) according to transmission-based precautions protocol as required to
harm prevent possible spread of COVID-19 in the facility. Findings include: Per CDC Guidelines, the facility should perform
appropriate screening, restriction and education of visitors: Signage should be posted at facility entrances for screening
Residents Affected - Few and restrictions. Visitors entering aLong Term Care (LTC) facility are required to be screened by the facility staff for
signs and symptoms of COVID-19 (should include atemperature-taken by afacility staff member and questions related to the
signs and symptom of COVD-19), are instructed to perform hand hygiene and offered Personal Protective Equipment (PPE,
e.g., facemask) if the visitor entered without one. No visitor is allowed entry into the LTC facility without being
screened for the above by afacility staff member and without wearing a mask. The following observations were made by the
surveyor on 6/23/20: At 12: 10 P.M. the surveyor entered the building . The surveyor introduced and identified himself to
the receptionist and asked to speak with the Administrator or the Director of Nursing. The surveyor waited in the lobby
areafor approximately 4 minutes for the Administrator to arrive and greet the surveyor. The receptionist made no attempt

to screen or obtain the temperature of the surveyor. The administrator was informed of this omission upon arrival to the
Administrators office shortly after .
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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