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Provide and implement an infection prevention and control program.

 Based on observation, review of facility policies and staff interviews, it was determined that the facility failed to
 implement thorough infection control measures regarding the screening process of visitors as related to COVID-19 prior to
 entrance to the facility for one of two visitors. Findings include: The Facility Screening Process For COVID19, dated
 4/28/20, revealed for staff, volunteers, and contracted personnel, here after referred to as staff will be screened prior
 to entering the facility and when leaving the facility: (1) All staff will receive an initial screening upon implementation of this
process. The policy indicates that screening is completed prior to entering the facility and exiting the facility.
 The screening form utilized includes a temperature, a list of symptoms ie fever, cough, headache .and if there was contact
 with a person with coronavirus. During entrance to the facility property on 6/23/20, at 10:30 a.m., Security Employee E1
 approached the window of the Department of Health (DOH) Surveyor 1's vehicle. DOH Surveyor 1 announced that they were from
 the DOH and Security Employee E1 did not perform temperature testing or a questionnaire form but instructed the surveyor to go
ahead in. Continued observation of Security Employee E1 revealed that the employee handed a clipboard and a pen to the
 occupant of the next vehicle, and took their temperature. The occupant handed the supplies back to Security Employee E1 and
proceeded to park. Security Employee E1 did not remove their gloves nor sanitize their hands between vehicles. The next
 vehicle was then approached by Security Employee E1 (occupant was DOH Surveyor 2) and handed the clipboard with a
 questionnaire to DOH Surveyor 2. During an interview on 6/23/20, at 10:50 a.m. the Nursing Home Administrator confirmed
 that all persons entering the facility grounds must have a temperature done and questionnaire completed prior to entering
 the facility. During an interview on 6/23/20, at 12:30 p.m., Security Employee E1 stated that they had not performed the
 screening on the DOH employee because they were instructed certain personal were not to be screened when entering the
 facility such as ambulance, fire, police and environmental protection agency persons and thought that DOH was not to be
 screened. When questioned about sanitizing the clipboard and the pen used to sign the screening paper, Security Employee E1 stated
that until today, they had not been sanitizing the clipboard or the pen between persons during the screening process 28 Pa. Code
201.14(a) Responsibility of licensee
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