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

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

harm or potential for actual | program designed to provide a safe, sanitary and comfortable environment and to help prevent the development and

harm transmission of communicable disease and infections reviewed for infection control. 1 of 6 employees (Business Office

Coordinator) reveiwed for COVID-19 screening did not screen prior to working in the facility. This failure could place
Residents Affected - Few residents, staff and visitors at risk for illness, infections and COVID-19. The findings included: Review of the facilities employee
screening logs for 6/8/2020-6/23/2020 revealed that the Business Office Coordinator did not have entries logged

into the forms indicating that they had been screened for all of the days they had worked in the building. The logs

revealed that the Business Office Coordinator had signed in on the screening form on 6/15/2020 and 6/22/2020. In a

telephone interview on 6/26/2020 at 8:49 AM with the Business Office Manager, she stated that when she reports for work she had
been instructed to be screened and sign in on the facility logs. She stated that she may have forgotten to signin at

the front office but stated that she always presented herself for temperature screening as she was usually in the front

office before other staff. She concluded by stating that her normal working schedule was Monday through Friday and that her last day
she had worked was 6/23/2020. In an interview on 6/26/2020 at 8:35 AM the Facility Administrator stated that all
employees were required to be screened at the beginning of their shift without exception. He further stated that all
facility staff had been instructed on screening and that the facility had screening logs for staff working at both of the
nursing stations as well as for front office staff. Review of afacility communication document to all staff dated March
13th, 2020 revealed that the facility in accordance to the CDC and HHSC was implementing active screening of all
individuals entering the building and restricting those with respiratory symptoms or with possible COV|D-19 exposure.
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