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

**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on interview and record review, the facility failed to observe infection control measures by failing to: 1. Ensure
harm or potential for actual | staff were screened for signs and symptoms of Coronavirus 19 (COVID-19- a[MEDICAL CONDITION] illness that easily spreads
harm from person to person and affect the respiratory system) prior to the start of the shift for 32 of 60 employees. 2. Ensure

staff had temperature checked at the end of their shift per the facility's policy for 14 of 60 employees. This deficient
Residents Affected - Some | practice had the potential for staff to enter the facility without being screened appropriately and possibly spread

[MEDICAL CONDITION] throughout the facility. Findings: On 8/4/2020 at 9:57 am., during an interview and a concurrent
review of of the temperature log, the Director of Nursing (DON) stated that prior to the start of the shift, the facility
has staff assigned to screen the employee for signs and symptoms of COVID-19 and take the employee's temperature. The DON
also stated the employee's temperature is checked again at the end of the shift. The DON reviewed the Employee Screening
for COVID-19 form for 8/3/2020 and stated the form was not completely filled out and 32 employees were not assessed for
signs and symptoms of COVID-19. The form indicated 14 employees temperature were not taken at the end of the shift. A
review of the facility's policy and procedure titled, Employee Screening and Management for COVID-19 Virus, dated
3/11/2020, indicated, staff will be screened daily for any signs and symptoms of respiratory infection and if any develop
during the job they should immediately stop work, put on aface mask, and self-isolate at home. A review of the facility's
policy and procedure titled, Coronavirus Disease (COVID-19), dated 6/8/2020, indicated, the facility shall conduct daily
temperature checks for staff. All staff should be checked twice daily, once prior to coming to work and second at the end
of each shift. Staff working double shifts will be checked again prior to reaching their 12th hour of work.
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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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