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Provide and implement an infection prevention and control program.

Based on observation, staff interview and facility policy and procedure review it was determined that the facility failed

to screen 1 of 1 visitor entering the facility per CDC recommendations. This occurred during the COVID 19 Pandemic.
Findingsincluded : Per review of the facility infection control policy dated 5/29/2020, visitors, if allowed would be

screened as directed by Centers for Disease Control and CM S (Centers for Medicare and Medicaid services) guidance. The
policy stated that caregivers and al facility staff would be screened as directed by CDC and CM S guidance. This surveyor
entered the facility at 12:04 AM on 7/12/2020. The surveyor's temperature was taken by a staff person sitting in the foyer. The
surveyor was also asked to sign in. The surveyor was then allowed to enter the facility. Asthe surveyor prepared to

move down the hall, the staff person asked if she would like a mask and proceeded to provide the mask. Facility staff did

not ask the surveyor screening questions nor ask her to complete aform with the screening questions. Interview with the
screener at 1:08 AM on 7/12/2020 revealed that she did not ask everyone screening questions. The business office manager
who was also present stated, we usually don't allow anyonein but staff. Review of facility documents on 7/24/2020 revealed that the
facility had a Coronavirus COV1D-19 Employee Associate Daily screening Log (created 6/10/2020 per the date on the

bottom of the form) dated 7/11/20. The form included columns for Employee/Associate Name, Temperature at the start of
shift, temperature at the end of shift, symptoms of COVID-19, Masked and sent home for self isolation, and the name of the
screener. Review of alog sheeted dated 7/11/220 revealed that the surveyor's name was recorded, the entry temperature,

exit temperature, no for COVID symptom was documented, no was documented for masked and sent home, and a screener signature
was documented. Policy and procedure review also revealed avisitor's log-COVID-19 form created 6/10/2020 per the date on
the bottom of the page. This form included the date, visitors name, phone number and 3 screening questions. The questions
were related to international travel, contact with an exposed person and having signs or symptoms of COVID 19. Interview
with the Director of Nurses at 4:24 PM on 7/21/2020 revealed that they check temperatures and ask questions about signs and
symptoms of COVID at the front door. The DON stated the screener was asking questions and that there was a sign posted a
the front door. When asked,what should happen at surveillance?, the DON stated come in the front door, screen takes
temperature, screener asks questions regarding §/s (signs and symptoms) and the screener should offer PPE (personal
protective equipment). The individual has the right to say they will use their own PPE.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE
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