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F 0880

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview, and facility policy review, it was determined the facility failed to establish and
 maintain an infection prevention and control program designed to provide a safe, sanitary and comfortable environment and
 to help prevent the development and transmission of communicable diseases and infections. The State Surveyor entered the
 front entrance to the facility on [DATE] to conduct a complaint survey related to Infection Control during Coronavirus
 Disease 2019 (COVID-19). However, the surveyor was not screened related to COVID 19 per facility policy until three (3)
 hours after she entered the facility. The findings include: Review of the facility policy titled, Concord Health Systems,
 Coronavirus Surveillance, dated 03/31/2020, revealed increased surveillance activities will be implemented to limit the
 transmission of COVID-19. These include, but are not limited to, screening all visitors (including essential vendors),
 staff, and residents. Observation on 04/29/2020 at 9:45 AM, revealed the surveyor entered the facility front entrance for a complaint
related to Infection Control during COVID-19. The Assistant Administrator was already inside the front entrance
 and greeted the surveyor at that time. She informed the surveyor that the conference room near the front entrance of the
 facility was available for use and lead the surveyor directly to this area. There was already a person set up in the
 conference room, but she was relocated to another area of the building. The Assistant Administrator then went to find the
 Administrator. The Assistant Administrator did not screen the surveyor related to COVID-19 until 1:00 PM, over three (3)
 hours later. Interview with the Assistant Administrator, on 05/04/2020 at 2:20 PM, revealed she did not understand the
 deficient practice when the surveyor was not in a resident care area on 04/29/2020. Interview with the Administrator, on
 04/29/2020 at 10:00 AM, revealed there was only one (1) entrance/exit for the facility's employees at the back of the
 building, and all staff get screened upon entrance. She stated that any other people who use the front door get screened
 there as well. However, further interview wit the Administrator on 05/01/2020 at 1:13 PM, revealed she stated, we have a
 person at the front desk; however, we don't have a screening site set up at the front door, and the door to the front lobby has a keypad.
She stated they do have the means to screen at the front entrance of the building.
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