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Provide and implement an infection prevention and control program.

 Based on observation, interview and document review, the facility failed to ensure; an employee followed COVID-19 screening
requirements prior to entering the facility and; a Certified Nursing Assistant (CNA) wore the appropriate Personal
 Protective Equipment (PPE) while in the facility. Findings include: The facility's COVID-19 Outbreak Standards of Practice
 indicated: Prior to entering the facility, all persons were required to wash hands or use alcohol-based hand rub (ABHR).
 All persons were required to be screened. Screening included an interview for signs and symptoms of COVID-19 (cough,
 shortness of breath, sore throat, fever, travel outside of the country or recent exposure to a known COVID-19 case).
 Temperature was taken. If a temperature was greater than 99.5 degrees Fahrenheit, the person would be masked and sent home
 sick. After the person being screened was cleared for entry, the screener would place a facility chosen colored wrist band
 on the person. This wrist band was to be worn while in the facility that day. The policy also indicated all persons in the
 facility were required to wear surgical face masks properly, at all times in the facility. On 07/07/20 at 8:30 AM, the
 facility's designated entrance contained COVID-19 signage requiring hand washing before entry. A large sink with soap,
 paper towels and a trash can were located near the entry door. An employee (the Director of Environmental Services) was
 standing nearby talking on a cell phone. The employee walked by the hand hygiene station without washing hands or using
 alcohol-based hand sanitizer and entered the facility. The employee clocked in and entered the laundry room without being
 screened. The screener (a Certified Nursing Assistant) confirmed the observation and verified the Director of Environmental Services
had not been screened nor had a screening documented on the screening log. At 8:35 AM, the Director of
 Environmental Services confirmed she/he had not been screened prior to entering the facility. The Director of Environmental
Services indicated a screening should have been done. The Director of Environmental Services was not wearing a colored
 wrist band to indicate screening had been conducted. The Director of Nursing (DON) indicated the Director of Environmental
 Services should have been screened and performed hand hygiene prior to entering the laundry area. On 07/07/20 at 4:05 PM, a CNA
was observed walking in the main hallway. The CNA was not wearing a mask or face shield. The CNA indicated she/he had
 forgotten to put on her/his mask and should have been wearing a mask. The Infection Preventionist confirmed the observation and
indicated the CNA should have been wearing a mask and a face shield.
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