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Level of harm - Minimal
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Residents Affected - Some

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observations, review of facility documentation and staff interviews for three of three sampled residents who
 participated in outdoor visits (Residents #1, #2 and #3), the facility failed to implement the necessary COVID-19 screening measures
prior to the visitations. The findings include: Resident #1, who was admitted to the facility on [DATE], had
 [DIAGNOSES REDACTED]. Review of a laboratory report dated 6/1/2020 identified that Resident #1 had tested   negative for
 COVID-19. Resident #2 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. Review of a laboratory report
dated 6/1/2020 identified that Resident #2 had tested   negative for COVID -19. Resident #3 was admitted to the facility on
 [DATE] with [DIAGNOSES REDACTED]. Review of a laboratory report dated 6/1/2020 identified Resident #2 had tested   negative
for COVID -19. The facility's infection control line list identified that the rooms of Residents #1, #2 and #3 were in an
 area of the building designated for residents who had tested   negative for COVID-19. Observation on 7/1/2020 at 11:00 AM
 identified that Resident #1, Resident #2 and Resident #3 were sitting in three separate areas designated for visitation
 outside the front of the facility. The residents who each had one visitor were sitting at a distance of at least six feet
 from others and were wearing masks. Interview with the Director of Recreation on 7/1/20 at 11:45 AM identified outdoor
 visits had been started on 6/4/2020, and screening had been conducted from 6/4/20 through 6/10/20 to determine if the
 visitors had an elevated temperature or other signs or symptoms of COVID-19. The Recreation Director further indicated that
although the facility had conducted seventy-nine (79) outdoor resident and family visits since 6/10/2020, the visitors were not
screened for a temperature or other signs and symptoms of COVID-19 since corporate staff had indicated the screening
 was not necessary when the visits occurred outside the building. Review of a letter dated 6/26/20 from the State of
 Connecticut Office of the Long-term Care Ombudsman and the Commissioner of the Department of Public Health identified that
 visitors must be screened in accordance with facility policy, and the visitors were not permitteed to enter the interior of the building.
Review of the facility's policy entitled Visitation identified all nursing home residents would be screened
 per facility policy and would not be allowed to enter the interior of the building. Subsequent to surveyor inquiry on
 7/1/20 at 11:45 AM, review of an In-service Education form dated 7/1/2020 identified the Administrator of the facility had
 educated the staff who were on duty regarding the outdoor visitation policy that required the screening of visitors.
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