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

Level of harm - Minimal Based on observation, interview and policy review, the facility failed to ensure that staff were actively screened upon

harm or potential for actual | entry to work for signs and symptoms of COVID-19. Findings include: Review of Centers for Disease Control and Prevention

harm (CDC) guidance,entitled, Preparing for COVID-19 in Nursing Homes, last reviewed 6/25/20, included the following: * Screen

all HCP at the beginning of their shift for fever and symptoms of COVID-19. Actively take their temperature and document
Residents Affected - Few absence of symptoms consistent with COVID-19. If they areill, have them keep their cloth face covering or facemask on and
leave the workplace. Review of the facility policy, entitled, Covid-19 Employee Screening/Return to Work, revised 5/7/20,

indicated that all employees are screened at the beginning of each shift and all employees will be screened for symptoms.

On 8/13/20 at 8:10 A.M., observation of the screening process revealed a staff person enter the facility. Screener #1 took

the staff member's temperature but did not actively screen the staff member for signs and symptoms of Covid-19. On 8/13/20

at 11:00 A.M., during interview, Screener #1 said that all staff had completed a screening tool that spoke to the signs and symptoms
of Covid-19 but she could not recall when. Screener #1 said that when staff report to work now, she takes their

temperature and asks them if there are any changes from when they were originally screened, and if the staff member says

no, then they sign the log with the time, temperature and signature and go to work.
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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
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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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