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

Level of harm - Minimal Based on observation, interview and document review, the facility failed to maintain an infection prevention and control

harm or potential for actual | program relative to the use of Personal Protective Equipment (PPE) and visitor screening, designed to provide a safe,

harm sanitary and comfortable environment and to help prevent the development and transmission of communicable diseases and

infections. Findings include: Review of Centers for Disease Control and Prevention (CDC) Website, Preparing for COVID-19in
Residents Affected - Few | Nursing Homes, updated 6/25/20, indicated the following: Health Care Personnel should wear afacemask at al times while
they arein the facility. Have a Plan for Visitor Restrictions: -Facilitate and encourage alternative methods for
visitation and communication with the resident -Post signs at the entrances to the facility advising visitors to check-in
with the front desk to be assessed for symptoms prior to entry. Screen visitors for fever or symptoms consistent with
COVID-19, or known exposure to someone with COVID-19. Restrict anyone with fever, symptoms, or known exposure from
entering the facility. Based on the facility document, Screening Protocol, undated, indicated the following; -Each individual
entering the facility is screened prior to going to the floors. Each individua has their temperature taken at the
beginning of their shift. -A screening sheet isfilled out by each staff member or individual that enters the facility and
signed off by the person taking the temperature. On 7/8/20 at 7:15 A.M., the surveyor rang the doorbell and the door was
unlocked remotely. No one was inside the screening area and no one asked for areason why the surveyor wanted to comein.
The surveyor observed atable set up in aroom to the right of the entrance door. The table contained a book of screening
forms and a thermometer, but no staff member at this table. The surveyor moved down the hallway to the kitchen which was
open and asked a dietary aide to find a staff member who could assist the surveyor. The Director of Nurses (DON) and the
Food Service Director (FSD) came to the areaimmediately. The DON screened the surveyor and directed her to a conference
room. While walking to the conference room at this time, the surveyor observed 2 staff in the laundry room, one had their
facemask pulled down off their face and was talking to the other staff member. During an observation of the second floor on 7/8/20 at
8:55 A.M., Nurse #1 was observed standing at the medication cart. She had a mask on that was only around her
neck. During an interview at 10:50 A.M., the DON said a staff member should have been sitting in the screening areato
screen the surveyor when allowed into the building. She also said all staff should have facemasks on while in the building
and mask should fully cover their mouth and nose.
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