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Provide and implement an infection prevention and control program.

 Based on observation and review of a facility document entitled, Guide to Infection Prevention and Control, the facility
 failed to provide adequate screening for two (2) of two (2) visitors upon entry to the facility. The findings include: On
 4/21/20 at 9:15 a.m. upon entry to the facility, Receptionist # 1 provided a visitor's screening for the federal surveyor,
 obtaining a temperature check and providing a mask. Receptionist #1 entered the federal surveyor's name in the log and the
 questionnaire was completed by the receptionist, without asking the federal surveyor to answer any screening questions. On
 4/21/20 at 11:35 a.m. a visitor entered the facility. Receptionist #1 was observed performing a temperature check to the
 visitor and provided him a mask. The receptionist entered the visitor's name in the log and filled out the questionnaire,
 without asking the visitor any screening questions. On 4/21/20 at 11:42 a.m. the visitor log was reviewed and revealed the
 following screening questions: S/S (signs and symptoms) of Resp. (Respiratory) Infection (Y/N) Contact with confirmed
 COVID-19 person (Y/N) Restricted Travel within the last 14 days (Y/N) COVID-19 is present in your community (Y/N) Both
 visitor's for 4/21/20 had (N) listed for all questions. Review of the facility document entitled, Guide to Infection
 Prevention and Control section labeled Screening of all visitors, vendors, contractors read as: All visitors, vendors, and
 contractors will be screened for COVID-19 symptoms in accordance with current CDC (Centers for Disease Control), CMS
 (Centers for Medicare and Medicaid Services), and local and state guidelines. During an interview with the Administrator on 4/21/20
at 12:30 p.m. she stated it was her expectation the questions on the screening questionnaire be asked to all
 visitors.
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