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

Level of harm - Minimal Based on interview and facility document review, the facility failed to ensure the appropriate infection control practices

harm or potential for actual | designed to provide a safe environment and help prevent the development and transmission of infections were implemented.

harm Thefacility failed to ensure the staff were screened prior to entering the facility to prevent the spread of COVID-19 as

per the CDC's guidelines. The facility was screening people at the nursing station, which meant they had already been
Residents Affected - Few inside the facility and walked past at |east three residents' rooms before being screened for COVID-19. Thisfailure
created therisk of transmission of COVID-19 and spread of the infection in the facility. Findings: Review of the CDC's

guidelinestitled Key Strategies to prepare for COVID-19 in Long Term Care Facilities showed the facilities must act

immediately to protect residents, families and staff from seriousiliness, complications and death. Section 1 showed to

keep COVID-19 from entering the facility, facilities are to actively screen anyone entering the building (healthcare

personnel, ancillary staff, vendors, consultants, etc.) for fever and symptoms of COVID-19. Review of the facility's P& P

titled Infection Prevention and Control Manual Interim Policy for Suspected or Confirmed Coronavirus, under the section for
employees, showed the facility will actively verify absence of fever and respiratory symptoms when employees report to work at the
beginning of their shift. The screener isto document temperature, absence of shortness of breath, new or changein

cough and sore throat of individuals being screened. On 6/9/20 at 1100 hours, an interview with LVN 1 was conducted. LVN 1

was asked how facility staff were screened for signs and symptoms of COVID-19 prior to entering the facility. LVN 1 stated

all staff entered the facility through a separate entrance and went directly to Nursing Station 1 to be screened by the RN

supervisor. LVN 1 stated the staff had to pass by three residents' rooms before arriving at Nursing Station 1 to be

screened. LVN 1 stated the staffs' temperatures were taken and recorded in the staffing sign-in sheet. When asked if the

staff were screened for signs and symptoms of COVID-19, LVN 1 stated yes; however, the screening questions were done

verbally and the answers were not documented. LVN 1 stated the facility only recorded the temperatures in the staffing

sign-in sheet. Review of the facility's Nursing Staffing Assignment and Sign-in Sheet for June 2020 showed the recorded
temperatures of the staff were next to their names. There was no documented evidence showing the staff were screened for
symptoms of COVID-19. On 6/9/20 at 1114 hours, an interview was conducted with the DON. The DON verified the above findings.
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