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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to ensure transporters (individuals who pick up and drop off
 residents to and from the facility) were screened for covid-19 (respiratory illness caused by coronavirus) prior to entry
 to the facility. As a result, there was a potential for spread of infection. Findings: On 7/28/20 at 11:30 A.M., a joint
 interview with the Director of Nursing (DON), the administrator (ADM) and the Director of Staff Development (DSD) was
 conducted during a covid-19 focused survey for infection control. The DON stated there were three residents on [MEDICAL
 TREATMENT] in the persons under investigation (PUI) for covid-19 unit. The DON stated the transporters who pick up and drop the
residents to and from the facility went through the separate entry and exit for the unit but were not screened for
 signs and symptoms related to covid-19 prior to entry. The DON, ADM and DSD agreed they should screen the transporters for
 covid-19. A record review of the Respiratory Screening Questionnaire (Covid-19) was conducted. It indicated .to protect the .patients
., are restricting all visitors and screening all visitors and employees . The facility did not provide a policy
 on screening of all visitors entering the facility.
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