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F 0830 Provide and implement an infection prevention and control program.
Level of harm - Minimal Based on observations, record review, staff interviews, and review of the facility protocol entitled, Coronavirus Screening Form, the
harm or potential for actual | facility failed to screen accordingly one (1) of one (1) visitor, who entered the facility and had access to 38
harm of 38 residents and facility staff. The failure occurred during a COVID-19 pandemic. The findings include: During a

concurrent observation and interview on 09/22/2020 at 3:00 p.m., Screener #1 who was located in the main lobby gave the

Residents Affected - Many | visitor a coronavirus screening form to be completed. Upon receipt of the completed screening form from the visitor, the
screener allow visitor access pass the main lobby, into the resident care areas. Further review of the screening form

revealed the screener allowed access without clarifying or addressing, Have you been in contact with someone with or under

investigation for COVID-19 - Y es? On 09/23/2020 at 12:30 p.m., Screener #2 screened the same as aforementioned and allowed

visitor access pass the main lobby, into resident care areas, without addressing, Have you been in contact with someone

with or under investigation for COVID-19 - Y es? Both screeners were aware of the COVID-19 pandemic. During an interview on

09/23/2020 at 1:15 p.m., the Infection Control Nurse stated that she expected the screeners to adhere to the COVID-19

screening protocol. Review of facility records provided by the facility, revealed, 27 residentstested positive for

COVID-19, since the start of the coronavirus pandemic. Review of the facility's screening protocol, revised on 09/10/2020,

revealed, several screening questions to assess one's whereabouts, to include the question that read, Have you been in

contact with someone with or under investigation for COVID-19 - Yes/No?
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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