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

Level of harm - Minimal Based on observation, staff interview, and policy review, it was determined the facility failed to ensure infection control prevention
harm or potential for actual | practices were implemented and maintained to provide a safe and sanitary environment. These failures created the potential for
harm negative outcomes by exposing residents to the risk of infection and cross-contamination including COVID-19.
Findingsinclude: 1. The facility's policy for screening contractors, dated 5/7/20, documented, All visitors, vendors, and
Residents Affected - Some | contractors will be screened for COVID-19 symptoms in accordance with current CDC, CMS, and local and state guidelines.
This screening will include a temperature check. On 7/1/20 at 11:05 AM, CDM #1 stated the dietary employees worked for the

ALF and the facility had a contract with them to provide services. On 7/1/20 at 11:30 AM, CDM #2 stated the dietary

employees were screened at the front desk at the ALF. CDM #2 stated the dietary employees were responsible for delivering

the food carts to the skilled nursing facility, bussing the dining room for residents who needed assistance, and delivering the snack
cart. On 7/1/20 at 4:45 PM, CDM #2 and the DNS stated they collaborated with the ALF on the screening process

which included temperature checks. CDM #2 stated when a dietary employee answered yes to any of the questions on the
screening log or had atemperature greater than 99.0 degrees Fahrenheit, the administration of the ALF assessed the dietary employee
and sent them to the doctor to get tested for COVID-19. The DNS stated CDM #2 notified her when a dietary

employee called in sick, wastested for COVID-19, and for results of the COVID-19 test. The DNS stated she did not review the
screening logs for the dietary employees. The DNS stated the dietary employees were not screened when they entered the

skilled nursing facility. 2. Chapter 4 of the facility's Guide to Infection Prevention and Control Manual for COVID-19,

revised 6/25/20, stated HCP should wear afacemask at al times while they are in the healthcare facility. A memo to All
Associates of Bridgeview Estates, dated 5/22/20, stated As of March 2020, Bridgeview has always required all Associates to

wear masks. On 7/1/20 at 12:16 PM, Dietary Aide #1 entered the facility pushing alunch cart and was not wearing a mask.

After the cart was delivered to the front of the Sawtooth Hall, Dietary Aide #2 was asked where she came from and why she

was not wearing amask. She answered The kitchen. She did not answer any other questions asked by the surveyor and left the
facility.
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