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Provide and implement an infection prevention and control program.

 Based on observation and interview, the facility failed to follow its policy for screening visitors for respiratory
 symptoms and travel to high risk areas prior to entering the facility as part of a plan to prevent the spread of COVID 19.
 Findings include: Review of the facility policy for Coronavirus Surveillance, dated 7/31/20, indicated the following:
 Heightened surveillance activities will be implemented to limit the transmission of COVID 19, these include but are not
 limited to; -Screening for visitors and staff a. Signs or symptoms of a respiratory infection such as fever, cough,
 shortness of breath or sore throat or other symptoms of coronavirus (chills, muscle pain, headache, loss of taste or smell) b. Had any
recent travel to high risk areas. Review of the Covid 19 Employee Surveillance Tool, undated, observed at the
 entrance of the facility, indicated a yes/no checklist related to symptoms, high risk travel, travel by airplane, contact
 with anyone known/suspected to have Covid 19 or attendance at a particular conference. On 8/5/20 at 10:00 A.M. the surveyor
entered the facility. A strip of yellow tape was placed across the entrance to prevent entry prior to being screened.
 Certified Nurses' Aide (CNA) #1 took the surveyor's temperature and oxygen saturation, both of which were normal. CNA #1
 then told the surveyor to fill out the screening form before entering, and then proceeded to walk away. On 8/5/20 at 12:15
 P.M. during an interview with CNA #1, she said she doesn't usually screen visitors coming into the facility, it's usually a nurse, but if
the nurse isn't available someone else does it. The surveyor asked if CNA #1 knew whether or not the surveyor had symptoms or had
traveled to any high risk areas. CNA #1 said she had not reviewed the screening form prior to allowing
 the surveyor to enter the facility, so did not know.
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