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

Level of harm - Minimal Based on observations, staff interviews and facility documentation review, the facility staff failed to ensure safe social

harm or potential for actual | distancing and facial covering was in place during screening of employees, as well as visitors, to reduce the possibility

harm of transmission of infection. The findings include: On 6/8/20 at 7:00 am., the receptionist was observed screening

approximately 4 oncoming and outgoing staff without afacial covering in use, nor was safe socia distancing maintained
Residents Affected - Few during the process. When this surveyor approached the reception desk, she immediately obtained an infrared temperature and

gave instructions to fill out avisitor sheet. Upon full introductions, she said, Oh that's who you are, oh God, let me put my mask on.
During an interview with the Administrator on 6/8/20 at approximately 9:00 am., she stated she would inservice the receptionist
regarding their COVID-19 Pandemic Plan and Infection Control Prevention Policy for all staff to wear face
covering, aswell as maintain social distancing. The facility's policy titled Infection Control Outcome Surveillance
Guidelines for Coronavirus dated 4/7/20 and revised 5/7/20 indicated all healthcare personnel must use a facemask whilein
thefacility. The facility's guidelinestitled Socia Distancing dated 4/2020 indicated to stay at least 6 feet between
each other even when wearing face covering.
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