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Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on facility policy review, review of Centers for Disease Control and Prevention (CDC) guidance, record review,
 observation, and interview, the facility failed to complete Coronavirus (COVID-19) symptom screenings for 104 of 113
 visitors between 8/5/2020 and 8/18/2020. The findings included: Review of the facility's undated policy titled, COVID-19
 Visitor Policy, showed, In accordance with .CDC guidelines .Only essential personnel may enter .All necessary personnel
 .must be screened upon entrance . Review of CDC guidance titled, Preparing for COVID-19 in Nursing Homes, dated 6/25/2020,
 showed .Screen visitors for fever .symptoms consistent with COVID-19 . Review of the facility's COVID-19 Screening
 Checklist revealed the facility screening questionnaire included the following questions: .Has this individual tested
   positive for COVID-19 ([DIAGNOSES REDACTED]-CoV-2) within the last 14 days .If answered yes, inform this individual that
 they may not conduct business on the campus at this time .Does this individual have a mask on .If answered no, please ask
 them to put on a mask. If they do not have a mask, please provide them with one .Has this individual washed their hands or
 used alcohol-based hand rub upon entry .If no, please ask them to do so .Ask this individual if they have any of the
 following symptoms .New, onset cough (not related to [MEDICAL CONDITIONS] or other chronic condition), New shortness of
 breath or difficulty breathing (not related to [MEDICAL CONDITION] or other chronic condition), New loss of taste or smell,
Muscle or body aches, Vomiting or diarrhea, Fever or chills. Record temp (temperature) .(If over 100.F (Fahrenheit), count
 as a symptom). If fever is present, ask them to leave the building. If two or more other symptoms are present, ask them to
 leave the building .Is this individual here for work or visiting . Review of visitor logs and COVID-19 Screening Checklists from
8/5/2020 through 8/18/2020, showed that the COVID-19 Screening Checklist for COVID-19 symptoms was not completed for
 104 of 113 visitors. Review of the visitor log revealed some entries indicated the visitors were vendors, job applicants,
 visitors, Emergency Medical personnel, and many entries did not indicate what type of visitor they were. During observation on
8/19/2020 at 8:32 AM, this surveyor entered the facility and was taken to the facility conference room by facility
 staff. No temperature check or screening questions were asked upon entrance to facility. During observation on 8/19/2020 at 10:47
AM, this surveyor was screened by the Infection Preventionist with a temperature check and signs and symptoms
 questionnaire. During an interview on 8/19/2020 at 10:58 AM, the receptionist stated that she was responsible for visitor
 screenings. Before today, the visitor screening process included a visitor sign in log with a temperature check only. She
 stated that she was informed today that all visitors should complete a temperature check and the COVID-19 Screening
 Checklist questionnaire. The receptionist confirmed that she did not screen this surveyor upon entrance to the facility and had not
been screening visitors for COVID-19 symptoms with the COVID-19 Screening Checklist questionnaire. During an
 interview on 8/19/2020 at 3:06 PM, the Director of Quality Improvement stated it was the expectation of the facility for
 everyone who enters the facility to be screened according to CDC guidelines and included a temperature check and screening
 questionnaire. Further interview confirmed that not all visitors who entered the facility had been screened for COVID-19
 symptoms.
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