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Level of harm - Minimal
harm or potential for actual
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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 the facility staff were properly screened for signs and symptoms of
COVID-19 (a disease caused by a new strain of Coronavirus) such as fever, cough, shortness of breath, sore
 throat and the questionnaire related to COVID-19 was not completed. This failure had the potential to transmit and spread
 the infection to the residents. Findings: Review of the Employee and Essential Health Care Personnel Screening Log for the
 month of May 2020, indicated there were several staff where the temperature, signs and symptoms of illness was blank and
 the questionnaire related to COVID-19 was not completed. During an interview with the director of staff development (DSD)
 on 5/22/2020 at 11:15 a.m., she confirmed the employees were not screened for COVID-19. The DSD stated the staff should
 have been properly screened daily before the shift begins to prevent the spread of infection to the residents. Review of
 the Center for Disease Control and Prevention dated 2019, How to Protect Yourself and Others, the best way to prevent
 illness was to avoid close contact with people who are sick and being exposed to [MEDICAL CONDITION]. [MEDICAL
CONDITION]
 was thought to spread mainly from person-to-person through respiratory droplets when infected, person cough, sneeze and
 talks. Watch for fever, cough, shortness of breath and other symptoms of COVID-19.
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