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Provide and implement an infection prevention and control program.

 Based on observations, review of facility documentation, review of facility policy, and interviews, the facility failed to
 appropriately screen approved vendors prior to entry onto the nursing unit, failed to ensure staff were appropriately
 utilizing facial masks, failed to wash hands after removing a face mask, and failed to ensure the facility was monitoring
 for the out of state travel during the COVID-19 pandemic. The findings include: Observation on 8/9/20 at 10:00 AM
 identified that the front entry door was unlocked permitting entry into the lobby of the facility. Upon inquiry with
 Housekeeper #1 on 8/9/20 at 10:01 AM, the Nurse Consultant identified herself as a nurse consultant with the Department and was
directed to take the elevator to the first floor, take a right off the elevator, and proceed to the nursing station.
 The Surveyor was not screened (temperature taken upon entrance into the building. On arrival, Licensed Practical Nurse
 (LPN) #1 and LPN #2 were seated behind the nursing station looking at a cell phone. LPN #2 had his/her facial mask below
 his/her chin and was within 2 feet of LPN #1. A resident was noted nearby in a wheelchair. Registered Nurse (RN) #1 was
 located behind the two LPN's also at the nursing station. LPN #1 inquired how the Nurse Consultant was able to enter the
 building. The Nurse Consultant responded that the door was unlocked and that a staff member had directed the Nurse
 Consultant to the nursing unit. LPN #2 then replaced her face mask to the appropriate position and LPN #1 got up to leave.
 RN #1 then took the Nurse Consultant's temperature, obtained the sign in screening book and proceeded to the elevator. The
 Nurse Consultant followed. When the elevator doors opened, Laundry Worker #1 came out of the elevator pulling a laundry
 cart accompanied by a maintenance worker with a floor buffer. Laundry Worker #1 had her facial mask below her chin and was
 asked by RN #1 to put her mask back on. After proceeding back to the lower level, the Nurse Consultant completed the
 screening. The facility screening tool did not have any reference to the out of state travel. RN #1 never inquired as to
 the Nurse Consultant's travel status. Interview with RN #1 on 8/9/20 at 10:26 AM identified that the facility policy
 identified all staff should be wearing a mask while in the facility. RN #1 identified that Laundry Worker #1 may have
 forgotten to put his/her mask back on when he/she came up to the floor. RN #1 identified that staff should not have
 directed the Nurse Consultant up to the unit, and that no visitors should be allowed onto the nursing unit without
 appropriate facility screening. RN #1 identified that the door is always locked and was not sure how the door became
 unlocked. Re-interview with RN #1 on 8/9/20 at 11:30 AM identified that he/she had not known that the facility
 questionnaire had eliminated the question about out of state travel. During a tour of the unit with the Minimum Data Set
 (MDS) Coordinator on 8/9/20 at 11:40 AM, Nurse Aide (NA) #1 was noted to have his/her facemask below his/her chin. NA #1
 was within approximately three feet of another staff member. NA #1 replaced his/her facemask, but pulled it down below
 his/her chin each of the three times that he/she spoke with the staff member. NA #1 then walked half way down the B unit
 hall and was stopped by the surveyor. NA #1 identified that he/she had removed his/her mask so that he/she could talk with
 the staff. Additionally upon Surveyor inquiry, NA #1 identified that he/she should have washed his/her hands after removing his/her
mask. Interview and review of facility policy with the Director of Nurses (DNS) on 8/9/20 at 1:10 PM identified
 that all staff should be wearing masks while in the facility and wash hands after touching their mask, the front door
 should have been locked and was recently repaired on Friday, staff should not have directed the Nurse Consultant to the
 nursing unit, and that the travel screening question had been eliminated from the questionnaire but that all staff had been in-serviced.
The DNS identified that the question would need to be added to the facility screening tool for any vendors who visited the facility.
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