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Provide and implement an infection prevention and control program.

 Based on observation, document review and interview, the facility failed to maintain an infection prevention and control
 program relative to visitor screening, designed to provide a safe, sanitary and comfortable environment and to help prevent the
development and transmission of communicable diseases and infections. Findings include: Review of Centers for Disease
 Control and Prevention (CDC) Website, Preparing for COVID-19 in Nursing Homes, indicated the following: Have a Plan for
 Visitor Restrictions. -Facilitate and encourage alternative methods for visitation and communication with the resident
 -Post signs at the entrances to the facility advising visitors to check-in with the front desk to be assessed for symptoms
 prior to entry. Screen visitors for fever or symptoms consistent with COVID-19, or known exposure to someone with COVID-19.
Restrict anyone with fever, symptoms, or known exposure from entering the facility. Review of the facility's Screening
 Partners/Visitors during COVID-19 Policy, dated 6/5/20, the following were indicated; -Upon entering the center all
 partners/visitors will wash their hands and then apply a mask. -Partners and visitors will be actively screened upon
 entering (screening for COVID-19 symptoms and temperature check). On 6/22/20 at 7:30 A.M., the surveyor approached the
 facility's front entrance. The door was locked and the surveyor rang the doorbell. The surveyor was allowed into the
 facility by the Director of Maintenance. The surveyor announced the purpose of the survey and was then directly escorted
 into a conference room by the Director of Maintenance. The surveyor was not screened for COVID-19 symptoms and did not have a
temperature check, but was wearing a mask. During an entrance conference at 7:45 A.M., the Administrator was informed by
 the surveyor that she had not been screened for COVID-19 symptoms when allowed into the facility by the Director of
 Maintenance. He said the surveyor should have been screened; however no attempt was made to screen the surveyor. During an
 interview on 6/22/20 at 10:30 A.M., the Administrator and Director said the surveyor should have been screened immediately
 after entering the building at 7:30 A.M. as per their policy.
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