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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 interview and record review, the facility failed to ensure employees did not work after being exposed to or had
 signs and symptoms of COVID-19 for 6 of 6 dates reviewed for screening of employees. Findings include: During an interview
 with the DON and SSD on 10/20/20 upon entrance to the facility, the DON indicated Employee 30 had assisted with
 transferring residents to the yellow and red zones on 10/17/20. She came to work on 10/19/20 and indicated she had
 shortness of breath and asthmatic symptoms, she tested   negative with a rapid test and was allowed to work. She then came
 to work on 10/20/20 and still had symptoms, she was tested   with a rapid test, tested   positive and she was sent home.
 The following employees reviewed had tested   positive for COVID-19: a. Employee 4 tested   positive on 10/14/20. b.
 Employee 5 and Employee 23 tested   positive on 10/19/20. c. Employee 19 and Employee 30 tested   positive on 10/20/20.
 Review of the Visitor/Employee/Vendor Sign in Form questions for the screening process included, but was not limited to the
following: 1. In the last 14 days have you had close contact (without PPE or social distancing) with someone who has been
 diagnosed   with [REDACTED].? During an interview with the DON on 10/20/20 at 3:30 p.m. she indicated the following
 employees included, but were not limited to, answered yes to the question, were allowed to work and their exposure was as
 follows: a. On 10/14/20 Employee 8 had been exposed due to her mother was positive. b. On 10/16/20 Employee 3 worked at a
 nearby hospital. c. On 10/16/20 Employee 5 had been at a positive co-workers home. d. On 10/17/20 Employee 19 had been
 exposed by Employee 4. e. On 10/17/20 Employee 8 had been exposed due to her mother was positive. f. On 10/17/20 Employee 2
had been exposed by Employee 4. g. On 10/18/20 Employee 13 was unsure if she had been exposed. h. On 10/18/20 Employee 11's
wife had tested   positive, but had social distanced in their home. i. On 10/18/20 Employee 8 had been exposed due to her
 mother was positive. j. On 10/19/20 Employee 19 had been exposed by Employee 4. k. On 10/19/20 Employee 17 had lunch with
 the Employee 4 and Employee 19. 2. Are you experiencing any of the following symptoms: UNEXPLAINED Fever >100, cough,
sore
 throat, loss of taste or smell, abdominal pain or shortness of breath, runny nose or congestion, headache? If yes to any of the above,
you are not allowed to enter the building, Please notify you Physician. During an interview with the DON on
 10/20/20 at 3:30 p.m. she indicated the following employees, included but were not limited to, answered yes to the question and were
allowed to work and their symptoms were as follows: a. On 10/18/20 Employee 13 was unsure of her symptoms, but
 indicated she had shortness of breath. b. On 10/18/20 Employee 14 had a cough. c. On 10/18/20 Employee 18 had allergy
 symptoms. d. On 10/18/20 Employee 8 had a headache. e. On 10/18/20 Employee 23 had allergy symptoms. f. On 10/19/20
 Employee 21 had cold symptoms. g. On 10/19/20 Employee 15 had cold symptoms. h. On 10/19/20 Employee 17 had a runny nose.
 i. On 10/19/20 Employee 19 had a cough and runny nose. j. On 10/20/20 Employee 22 had allergy symptoms. k. On 10/20/20
 Employee 13 was unsure if she had symptoms. A current policy, titled CORONAVIRUS STANDARD OPERATING GUIDELINE
(SOG),
 provided by the DON on 10/20/20 at 3:00 p.m. indicated the following: I. PURPOSE To establish an SOG for a Coronavirus
 outbreak. II. This SOG will apply to all staff .C. INDIVIDUAL/EMPLOYEE/AGENCY STAFF SCREENING. All individuals
entering the site will be screened for the following: .Signs or symptoms of a respiratory infection, such as fever, cough and sore
 throat; has had contact with someone with or under investigation for COVID-19 .Employees and Agency Staff will be required
 to complete a screening and acknowledge that they will immediately report any signs and symptoms of respiratory infection
 to their NHA or Manager on Duty AND that they received CDC handouts related to infection preventing and donning/doffing
 PPE. An employee presenting symptoms will: place a PPE mask, leave work, self-isolation at home, and contact his/her
 physician 3.1-18(b)(2)
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