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Provide and implement an infection prevention and control program.

 Based on observations and interviews with staff, the facility failed to ensure that appropriate infection control practices were
implemented to prevent and control the spread of infection. The findings include: Observation on 5/31/20 at 12:17 PM
 identified that the surveyor arrived at the building and the assistant administrator opened the facility door and let the
 surveyor into the building, then informed the surveyor that she would contact the nursing supervisor to assist with the
 information needed for the infection control survey. The nursing supervisor greeted the surveyor at the front desk, asked
 what information was needed by the surveyor and left the front lobby to obtain the information. The surveyor informed the
 assistant administrator that the surveyor would wait in the conference room until they gathered the required documentation. At 12:39
(22 minutes after entering the building) the surveyor approached the assistant administrator and inquired about
 the facility's policy on visitors entering the facility which would include temperature screening and completing the
 required questionnaire. Subsequent to surveyor inquiry at 12:40 PM the temperature screening and questionnaire were
 completed. Interview with the assistant administrator on 5/31/20 at 12:39 PM identified that although she was aware that
 whomever opens the door for visitors should do the screening, she was busy with other tasks and did not think to do the
 screening. Interview with the nursing supervisor on 5/31/20 at 12:40 PM identified that although she had thought about the
 screening, she was concentrating on obtaining the information requested by the surveyor. Interview with the infection
 control nurse on 5/31/20 at 1:30 PM identified that it is the facility policy to screen visitors upon entry into the
 building (that includes temperature screenings and symptom questionnaire). She further identified that the front door is
 locked on weekends and off shifts, and the nursing supervisor is responsible for answering the door and letting visitors
 in, and then is responsible for completing the screening. She stated that during business hours the receptionist completes
 the screening of visitors. 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.
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