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Level of harm - Minimal
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Residents Affected - Few

Provide and implement an infection prevention and control program.

 Based on observation, interview and facility policy review, the facility failed to ensure a visitor entering the building
 was screened for symptoms of COVID-19 as a precautionary measure during the COVID-19 pandemic. The census was 133. The
 findings include: A review of the facility policy for Covid-19 revealed under number 7. Actively try to screen all
 individuals entering the building, including employees, contractors, new admissions, government officials, and healthcare
 professionals. The screening process will include asking individuals for respiratory symptoms (fever, sore throat, cough
 and new shortness of breath), international travel within the last 14 days to areas where COVID-19 cases have been
 confirmed, and anyone who has worked in another health care setting with confirmed COVID-19 cases. An observation was made
 on 6/3/20 at 8:55 AM of Employee (E) 1. E1 was at the front desk talking on the telephone. Surveyor arrived at the front
 desk. E1 checked the surveyor's temperature only. Surveyor was then instructed by E1 to wait in the lobby afterward. No
 further screening or education was done. E1 did not screen surveyor/visitor for any other symptoms of COVID-19. The
 Director of Nursing (DON) was interviewed during the entrance conference on 6/3/20 at 9:10 AM and confirmed that the
 screening for respiratory symptoms of COVID-19 was not done, as per facility's protocol. The screening questionnaire was
 then provided to surveyor for completion after it was brought to the attention of the DON.
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