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Provide and implement an infection prevention and control program.

 Based on observation, review of facility documentation, facility policy and interviews the facility failed to ensure
 appropriate screening practices were in place for staff and visitors entering the building in accordance with facility
 policy and CDC recommendations to mitigate the transmission of Covid 19. The findings include: Observation on 7/5/20 at
 9:00 AM identified upon surveyor ringing bell at ambulance entrance to facility, a buzz sound allowed surveyor to enter the building
on the 2nd floor entrance on the West side. Upon entering the facility on 2nd floor West side a nurse aide
 directed surveyor to go down the hall to nurse's station for screening (temperature). Observation identified RN #1 in the
 process of sending a resident to the hospital, and LPN #1 was in the process of medication administration. Interview with
 NA #1 on 7/5/20 at 9:03 AM identified she came in this morning and entered the building through the ambulance entrance on
 the 2nd floor West unit (negative unit) and went down the hallway to the nurse's station where the day supervisor took her
 temperature. NA #1 indicated Monday through Friday there is someone at the ambulance entrance for screening. NA #1
 indicated on the weekend there is no one at the entrance and the staff must go down the hallway to the nurse's station to
 get be screened. Interview with LPN #1 on 7/5/20 at 9:05 AM identified she came in this morning and entered the building
 through the ambulance entrance on the 2nd floor West unit (negative unit) and went down the hallway to the nurse's station
 where the supervisor took her temperature. LPN #1 indicated Monday through Friday there is someone at the ambulance
 entrance monitoring the staff temperature at the beginning of the day shift. LPN #1 indicated on the weekend there is no
 one at the entrance and the staff must go down the hallway to the nurse's station to get their temperature taken. Interview with NA #2
on 7/5/20 at 9:11 AM identified she came in at 6:40 AM and entered the building through the ambulance entrance
 on the 2nd floor West unit (negative unit) and went down the hallway to the nurse's station where the supervisor did not
 take her temperature. NA #2 indicated her temperature was not taken today. NA #2 indicated on the weekend there is no one
 at the entrance and her temperature does not get taken on the weekend. Interview with NA #3 on 7/5/20 at 9:14 AM identified she
came in this morning and entered the building through the ambulance entrance on the 2nd floor West unit (negative unit) and went
down the hallway to the nurse's station where the supervisor took her temperature. NA #3 indicated Monday through
 Friday there is someone at the ambulance entrance monitoring the staff temperature at the beginning of the day shift. NA #3 indicated
on the weekend there is no one at the entrance and the staff must go down the hallway to the nurse's station to
 get their temperature taken. Interview with RN #1 on 7/5/20 at 9:17 AM identified she came in this morning and entered the
 building through the ambulance entrance on the 2nd floor West unit (negative unit) and went down the hallway to the nurse's station
where the supervisor took her temperature. RN #1 indicated on the weekend there is no one at the entrance and the
 staff must go down the hallway to the nurse's station to get their temperature taken by a supervisor. Interview with NA #4
 on 7/5/20 at 9:20 AM identified she came in this morning and entered the building through the ambulance entrance on the 2nd floor
West unit (negative unit) and went down the hallway to the nurse's station where the supervisor took her temperature. NA #4 indicated
Monday through Friday there is someone at the ambulance entrance monitoring the staff temperature at the
 beginning of the day shift. NA #4 indicated on the weekend there is no one at the entrance and the staff must go down the
 hallway to the nurse's station to get their temperature taken. Subsequent to surveyor inquiry at 9:21 AM identified RN #1
 monitored surveyor's temperature and asked screening questions. Interview with LPN #2 on 7/5/20 at 9:39 AM identified she
 came in this morning and entered the building through the ambulance entrance on the 2nd floor West unit (negative unit) and went
down the hallway to the time clock and punched in and went upstairs to the 3rd floor to work and did not get her
 temperature taken. LPN #2 identified she work the evening shift and she enters the building through the main entrance, and
 the receptionist will take her temperature. LPN #2 indicated on the weekend there is no one at the entrance and the staff
 must go down the hallway to the nurse's station to get their temperature taken. LPN #2 indicated she does not know why she
 did not get her temperature taken that morning. Interview with NA #5 on 7/5/20 at 9:44 AM identified she came in this
 morning and entered the building through the ambulance entrance on the 2nd floor West unit (negative unit) and went down
 the hallway to the time clock punched in and went straight upstairs to the 3rd floor to work and did not get her
 temperature taken. NA #5 indicated Monday through Friday there is someone at the ambulance entrance monitoring the staff
 temperature. NA #5 indicated on the weekend there is no one at the entrance and the staff must go down the hallway to the
 nurse's station to get their temperature taken. NA #5 indicated she does not know why she did not get her temperature taken this
morning. Interview with NA #6 on 7/5/20 at 9:47 AM identified she came in this morning and entered the building
 through the ambulance entrance on the 2nd floor West unit (negative unit) and went down the hallway to the nurse's station
 where the supervisor took her temperature and she filled out the staff screen questionnaire. NA #6 indicated Monday through Friday
she come to work at 8:00 AM and enter the building through the main entrance where the receptionist would take her
 temperature. NA #6 indicated on the weekend there is no one at the entrance and the staff must go down the hallway to the
 nurse's station to get their temperature taken. Interview with NA #7 on 7/5/20 at 9:49 AM identified she came in this
 morning and entered the building through the ambulance entrance on the 2nd floor West unit (negative unit) and went down
 the hallway to the nurse's station where she took her own temperature and filled out the staff screen questionnaire. NA #7
 indicated she only works on the weekends. NA #7 indicated on the weekends there is no one at the ambulance entrance and the staff
must go down the hallway to the nurse's station to get their temperature taken. NA #7 indicated she took her own
 temperature because the supervisor was busy. Interview with NA #8 on 7/5/20 at 9:54 AM identified she came in this morning
 and entered the building through the ambulance entrance on the 2nd floor West unit (negative unit) and went down the
 hallway to the nurse's station where she took her own temperature because the supervisor was getting report. NA #8
 indicated she did not write her temperature down. NA #8 indicated Monday through Friday there is someone at the ambulance
 entrance monitoring the staff temperature. NA #8 indicated on the weekend there is no one at the entrance and the staff
 must go down the hallway to the nurse's station to get their temperature taken. Interview with LPN #3 on 7/5/20 at 9:58 AM
 identified she came into the building through the ambulance entrance on the 2nd floor West unit (negative unit) and went
 down the hallway to the nurse's station where the night supervisor took her temperature. LPN #3 indicated Monday through
 Friday there is someone at the ambulance entrance monitoring the staff temperature. LPN #3 indicated on the weekend there
 is no one at the entrance and the staff must go down the hallway to the nurse's station to get their temperature taken.
 Interview with NA #9 on 7/5/02 at 11:07 AM identified she entered the building through the ambulance entrance on the 2nd
 floor West unit (negative unit) and went down the hallway to the time clock and punched in and went to work. NA #9
 indicated her temperature was not taking today. NA #9 indicated Monday through Friday there is someone at the ambulance
 entrance monitoring the staff temperature. NA #9 indicated on the weekend there is no one at the ambulance entrance and the staff
must go down the hallway to the nurse's station to get their temperature taken. Interview with NA #10 on 7/5/02 at
 11:14 AM identified she entered the building through the ambulance entrance on the 2nd floor West unit (negative unit) and
 went down the hallway to the nurse's station and took her own temperature and filled out the staff screen questionnaire. NA #10
indicated Monday through Friday sometime there is someone at the ambulance entrance monitoring the staff temperature
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 and when there is no one there the staff has to take their own temperature. NA #10 indicated on the weekend there is no one at the
ambulance entrance and the staff must go down the hallway to the nurse's station to get their temperature taken.
 Interview on 7/5/20 at 12:06 PM with the DNS identified she was not aware the staff were entering the facility through the
 unit entrance before their temperatures were taken. The DNS indicated the receptionist would be the staff member
 responsible to screen the staff members during her working hours. The DNS indicated there should have been a staff member
 at the ambulance entrance on the weekends to monitor the temperature. The DNS indicated an in-service/education will be
 given to all facility staff. Review of the Staff Screen policy identified please in-service your screen staff of the below
 that any yes on the screen must be reviewed by IP/DNS/Designee immediately before staff or visitor proceed into the
 facility. Review of the Center for Disease Control (CDC) guidelines in response to Covid-19 identified that upon entry into the
facility all visitors will be screened for fevers over 100.0 degrees Fahrenheit and questioned about possible symptoms
 and exposure to Covid-19. The facility failed to ensure staff and visitors were screened before entering the building
 and/or the unit where residents reside.
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