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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, record review, and interview, the facility failed to provide employee screenings at the beginning of the shift
for 472 of 1,125 shifts between 5/11/2020 and 5/25/2020, which had the potential to result in the transmission of Coronavirus
(COVID-19). The findings include: Review of the facility policy titled, Coronavirus (COVID 19) ([DIAGNOSES
 REDACTED]-CoV-2), revised on 5/22/2020, showed, .All associates will be . screened at the beginning of their shift .will
 include questions about COVID-19 symptoms, and if they work in another location where COVID-19 has been identified. The
 associate must also have their temperature actively taken to rule out fever . Review of Coronavirus Screening logs and
 employee time punches from 5/11/2020 through 5/25/2020, showed 472 staff screenings out of 1,125 staff screenings
 opportunities were not completed by the facility. During an interview on 5/26/2020 at 4:22 PM, the Executive Director
 stated employees are screened on arrival to their unit, prior to the start of their shift, with a temperature check and
 questionnaire regarding respiratory symptoms and COVID-19 exposure. The Executive Director further stated the facility had
 trusted that employees were screening themselves prior to the start of their shift at the facility. During an interview on
 5/27/2020 at 9:48 AM, the Regional Director of Clinical Services stated her expectation would be for a designated person to screen
every person who enters the facility with a temperature check and questionnaire. The Regional Director of Clinical
 Services further stated the facility had been trusting employees to do their own screenings, which was not her expectation. During an
interview on 5/27/2020 at 5:16 PM, the Director of Nursing (DON) confirmed that not all employees had been
 screened prior to the start of their shift between 5/11/2020 and 5/25/2020.
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