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Provide and implement an infection prevention and control program.

 Based on observations, staff interviews and the facility's policy, entitled, Coronovirus Guidance, the facility failed to
 screen accordingly for one (1) of three (3) COVID-19 screenings. This failure occurred during a COVID-19 pandemic. The
 findings include: During an observation on 05/05/2020 at 1:00 p.m., the receptionist as part of COVID-19 screening asked,
 Have you been around anyone with COVID-19? No other screening questions were asked of the visitor. During an interview on
 05/05/2020 at 1:33 p.m., the Director of Nursing stated, she expected all COVID-19 questions to be asked, during
 screenings. During an interview on 05/05/2020 at 2:10 p.m., the receptionist acknowledged that she was aware of the
 COVID-19 pandemic. She stated, her normal practice was to ask staff, etc., as aforementioned related to COVID-19. She
 stated that she was aware of the questions that were posted on the wall to be asked, as part of the screening process;
 however, had not been asking the questions verbatim, during screenings. Review of the facility's policy, dated March 2020,
 screening questions to be asked related to Coronovirsus, revealed, .Fever greater than 100.0 F (Fahrenheit) .cough
 .shortness of breath .repeated shaking with chills .headache .new loss of taste or smell .diarrhea .chills .muscle pain
 .sore throat .vomiting .
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