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

Level of harm - Minimal Based on observation, interviews and policy review, the facility failed to ensure staff were wearing their Personal

harm or potential for actual | Protective Equipment (PPE) while in the facility and the facility failed to follow Center for Medicare and Medicaid

harm Services (CMS) recommendations and their facility Staff Screening Policy and Procedure for their employees reporting to

work. On 1 of 1 days of survey (6/24/20). Finding: The Facility Staff Screening Policy and Procedure, dated May 26, 2020,

Residents Affected - Few on page 1 under the heading Purpose indicates any employee entering the building will be screened prior to entering. CMS's
COVID-19 Long-Term Care Facility Guidance, dated April 2, 2020, under number 3, indicates Long-term care facilities should

immediately implement symptom screening for all and directs that Facilities should limit access points and ensure that all

accessible entrances have a screening station. On 6/24/20 at 10:45 am., a surveyor observed a staff member without a mask

or face shield enter onto the TraMel Unit. The Certified Nursing Assistant (Cna) walked to the nurses' station and began

her self-screen when she was approached by another staff member who told her to put on a face mask. The Cna continued to

self-screen when she was told a second time to go get her mask and put it on; the Cna then stated yes, | have onein my

car. The staff person then told the Cnathat she needed to go get her mask on. The surveyor observed the Cnaleaving the

TraMel Unit. On 6/24/20 at 11:24 am., asurveyor confirmed the above finding during an interview with the Infection

Control Nurse and the Administrator who explained they had been made aware the staff member did not have amask or shield

on while completing their screening at the TraMel Nurses station. A surveyor then asked what the facility's process for

staff screening was, they indicated that staff enter through the back-door downstairs. Staff are allowed to keep their PPE

in their locker or in the conference room, they are to get their PPE and come upstairs to the TraMel Nurses station and

self-screen. The TraMel charge nurseis responsible for overseeing if there are any concerns.
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