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

Level of harm - Minimal Based on observation and interview, it was determined the facility failed to maintain an infection control program and

harm or potential for actual | implement measures to provide a safe environment to help prevent the development and transmission of COVID-19. The facility

harm failed to ensure anyone who entered the facility was actively screened by a staff member. The administrator (adm)

identified 30 residents who resided in the facility. Findings: The Center for Medicare and Medicaid Services (CMS)
Residents Affected - Some | guidance, titled COVID-19 Focused Survey for Nursing Homes, dated 05/08/20, documented: .6. Education, Monitoring, and
Screening of Staff. Isthe facility screening all staff at the beginning of their shift for fever and signs/symptoms of

illness? Is the facility actively taking their temperature and documenting absence of illness. On 08/31/20 at 11:30 am.,

the screening table had screening forms and equipment to screen anyone entering the facility. Upon entering the facility

the facility director met the surveyor at the door and asked the surveyor to fill out the screening form and take her own
temperature. On 08/31/20 at 11:40 am., the facilities director was asked if staff and anyone entering the facility were

being actively screened by another staff member. He stated all the staff are not being actively screened at thistime. He

stated it happened sometimes, but not all the time. He stated anyone who entered the facility during normal business hours
was screened by the receptionist. When asked who screened after normal business hours. He stated they did not have anyone
to screen after normal business hours. On 08/31/20 at 11:55 am., the facility adm was asked if the staff and anyone

entering the facility were being actively screened. She stated she would need to hire someone to sit at the desk to screen. She said she
would use her receptionist during normal business hours.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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