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

Level of harm - Minimal The facility reported a census of 20 residents. Based on observation, interview, and record review, the facility failed to
harm or potential for actual | follow the Center for Medicare and Medicaid Services (CMS) and Centers for Disease Control and Prevention (CDC) recommended
harm practices to prevent transmission of COVID-19. The facility failed to ensure that all staff and visitors had a temperature
recorded on the screening form 23 times from dates 03/23/20-06/29/20 and failed to ensure that the residents covered their
Residents Affected - Many | nose and mouth when staff was present in their room. The failure to monitor staff and visitor temperatures and having the

residents cover their nose and mouth when staff are present increased the risk of transmission of the pandemic COVID-19

virus to the vulnerable residents of the facility. Findings included: - On 06/29/20 at 01:20, observation revealed

Certified Medication Aide (CMA) M and CMA N providing Activities of Daily Living (ADL's) to adependent resident. The staff
failed to cover the resident's nose or mouth with atissue or cloth or provide the resident a mask while providing ADL

care. On 06/29/20 at 01:27 PM, CMA M revealed she was aware she needed to cover her nose and mouth but did not know

anything about covering the resident's nose and mouth while providing care. On 06/29/20 at 01:40 PM, Administrative Staff A
reported the facility instructed when aresident isin isolation they are to cover their nose and mouth, but not any of the other residents
when staff were providing cares. On 06/29/20 at 02:10 PM, Administrative Staff A and Administrative Nurse D confirmed they were
not aware that all long-term residents should have their nose and mouth covered regardless if they were having any symptoms of
COVID-19 or not. The facility policy, Checklist for Controlling COVID-19in LTC (Long term care)

Facility, dated 04/03/20, lacked direction for the resident to have their nose and mouth covered when staff is present in

their room. Additionally, review of the Covid-19 Screening form for employee/vendor/contractor/visitor, for dates
03/23/20-06/29/20 lacked a temperature to be recorded on the log form for three visitors and 20 staff. On 06/29/20 at 04:02 AM,
Administrative Nurse D revealed that she was sure that all the temperatures were done and just forgot to record them.

The employee writes their temperature down. Would expect the temperatures to be recorded on the screening forms. The

facility policy Coronavirus 2019 (COVID-19), dated 06/19/20, directed that employees and other health care workers are

required to complete a screening at the start of each shift, including taking atemperature. The facility failed to monitor staff and
visitor temperatures and ensuring the residents covered their nose and mouth when staff are present, which

increased the risk of transmission of the pandemic COVID-19 virus to the vulnerable residents of the facility.
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