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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

Based on observations, review of facility policy, and interview with facility staff, it was determined that the facility
failed to ensure that facility staff utilized effective infection control practices to prevent the spread of COVID-19. This was evidenced
by the facility failure to screen a surveyor before admission into the facility's patient care area. All

residents have the potential to be affected by this deficient practice. The findingsinclude: On 8/6/2020, at 10:20 AM,

this surveyor arrived at the facility to perform a COVID 19 focus Infection Control Survey. The facility was locked. After

ringing the bell Staff #5 opened the door. Explanation was provided for the reason of this surveyor's visit. Staff #5

directed this surveyor thru the double doors where two residents were sitting in an open area wearing masks. This suveyor

was then greeted by Registered Nurse (RN) #2, who instructed this surveyor to go to the 3rd floor where the Administrative
offices were located. Upon getting off the elevator on the second floor this surveyor observed Resident #8 sitting at the

table eating a snack, with his’her mask pulled down under the chin. This surveyor found the Licensed Practical Nurse (LPN)

#9, who provided directions to the Administrative office. The Regional Educator (RN #3) stated, she is acting Director of

Nursing for the day due to the Director of Nursing illness. This surveyor asked RN #3 what the facility policy on screening visitors
was before entering the resident care area. She asked, were you screened? This surveyor stated, No. RN #3 stated

it isthe policy of the facility before anyone's admission into the building, including staff, that atemperature check and a questionnaire
should befilled out. After the surveyor intervention, the surveyor was screened and had a temperature
check done. RN #3 stated all staff would be reeducated on the facility policy.
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