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Residents Affected - Some

Provide and implement an infection prevention and control program.

 Based on observation and interview, the facility failed to implement infection control practice when the staff responsible
 for screening staff/visitors did not disinfect the reusable thermometer scanner after it was used to check three
 staff/visitor's temperature prior to entry in the facility. This failure had the potential to place residents, staff and
 visitors at risk for transmission of infection. Findings: During an observation on 5/27/2020 at 9:00 a.m., the facility
 screener (FS) checked surveyor's and two other facility staff's temperature using the reusable forehead scanner and did not disinfect
the thermometer after each use. During an interview on 5/27/2020 at 9:10 a.m., with the health sciences
 administrator (HSA), she validated the observation with the FS. The HSA stated, the FS had been in-serviced to disinfect
 reusable equipment like the thermometer and he should have disinfected it using the disinfectant wipes after each use to
 prevent possible spread of infection.
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