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Level of harm - Potential
for minimal harm

Residents Affected - Some

Provide and implement an infection prevention and control program.

 Based on observations, review of facility documentation, and interviews, the facility failed to ensure COVID-19 infection
 prevention protocols were consistently implemented. The findings include: On 4/21/20 from 2:50 to 3:00 PM observations of
 facility staff reporting to work identified inconsistent infection prevention protocols were demonstrated related to the
 lack of social distancing of the staff at the health screening intake site. The staff stood shoulder to shoulder at the
 intake screening table to fill out the health screening questionnaire and take their temperature with use of a tymphanic
 (ear) thermometer. Interview with the Nurse Aide (NA) #1 on 4/21/20 at 3:00 PM identified he/she monitored the intake site
 for staff compliance to ensure thermometer sanitation between use. He/She identified the staff were hurried to complete the screening
without the benefit of identfied social distancing markers that resulted in some crowding around the check in
 table to fill out forms and wait for thermometer use.
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