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

Level of harm - Minimal Based on observation, interview and document review, the facility failed to screen afood service delivery person (FSD)-A

harm or potential for actual | upon entry to the building and failed to ensure the FSD-A wore a source protection mask. This had the potential to affect

harm all 45 residents who resident in the facility. Findings include: On 4/23/20, at 9:15 am. afood service delivery person

(FSD)-A was observed as they exited the supply truck with a delivery cart stacked with boxes, and proceeded into the
Residents Affected - Many | facility through the door leading directly into the kitchen door which was propped open. FSD-A was observed without a
source protection mask in place, as they entered into a narrow entry way (approximately four feet in width), past a

aluminum rack which was observed to have an uncovered chocolate cake and plate of buns. FSD-A was observed as they walked
through the kitchen, past three unidentified dietary staff who were working on meal prep. During interview upon their

return to the truck, FSD-A stated they had not been screened at this facility, nor had they been instructed on the use of

mask when making deliveries. On 4/23/20, at 9:25 am. the director of nursing (DON) stated it was her expectation al
individuals entering the facility, including delivery staff, would be screened and instructed to wear amask whilein the

facility. DON stated the delivery people generally present to the front door where the screening is initiated. On 4/23/20,

at 11:00 am. the certified dietary manager (CDM)-A stated she had screened FSD-A during their delivery today, and had
entered the results of screening on the tracking form at the front of the facility. CDM-A stated the facility staff are to

complete screening for FSD-A upon their arrival to the facility and, if symptom free, provide them with amask. CDM-A

stated when initia screening was implemented, a mask was not indicated, however, now amask is required for all entering
thefacility. CDM-A stated FSD-A was routinely screened with deliveries. On 4/23/20, at 11:26, the DON reviewed the

facility tracking sheets for 4/2/20, 4/9/20, and 4/16/20 (dates in which FSD-A had made deliveries) and identified FSD-A

was not listed on the tracking form. DON stated she had spoken with CDM-A and screening had not been consistently
completed. A facility policy, Coronavirus Disease 2019 (COVID-19): Preventing and Controlling the Transmission of COVID-19,
Long Term Care, undated, identified the facility actively screened visitors based on the current CDC (Centers for Disease
Control) recommendations. This screening included monitoring for symptoms of a respiratory infection, such as fever, cough,
shortness of breath, or a sore throat.
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