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

Level of harm - Minimal Based on observations, record review and staff interviews, the facility failed to screen persons who entered the facility,

harm or potential for actual | for two (2) of three (3) screenings. The failures occurred during a COVID-19 pandemic. The findingsinclude: On 06/10/2020

harm at 2:15 p.m., Resident Care Associate (RCA) #1 and avisitor entered the facility through the main lobby. At 2:31 p.m.,

screener #1 confirmed that she did not appropriately screen either person. She stated that she based her screening on

Residents Affected - Some | previous knowledge. Screener #1 confirmed that although she had completed the log-in sheet dated 06/10/2020 for RCA #1, she did
not ask, if there had been any changes. Screener #1 also confirmed the visitor was scheduled for an interview with the

Director of Nursing (DON), and that she did not complete an initial screening, prior to the visitor proceeding pass the

screening station. During an interview on 06/10/2020 at 2:56 p.m., the Executive Director (ED) and DON confirmed that

screeners were to follow the facility's protocol, related to screening questions. The ED and DON stated that once the

initial screening questions were completed; the screener was expected to ask if there had been any changes, as part of

screening thereafter. Review of the facility screening protocol, updated on 06/04/2020, reveded, .All visitors, vendors

and employees must fill out screening questions upon their first entry to the campus .if there have been no changes,

visitors, vendors and employees are to be signed in on the appropriate screening log and have the screener document their
temperature .
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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