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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 observations, interviews, and record reviews, the facility failed to maintain an infection prevention and control
 program by not conducting appropriate visitor screenings to prevent the transmission of [DIAGNOSES REDACTED]-CoV-2
 (COVID-19) during three of three opportunities observed. The has the potential to affect the staff and 69 residents of the
 facility. The findings include: 1. Upon entrance into the facility on [DATE] at 9:05 AM, Employee A, Administrative
 Assistant, failed to screen Surveyor #1 for symptoms consistent with COVID-19, history of travel to high-risk locations,
 and contact/exposure to individuals with symptoms. Only a temperature was taken. 2. On 7/14/20 at 9:07 AM, Employee A
 failed to screen Surveyor #2 for symptoms consistent with COVID-19, history of travel to high-risk locations, and
 contact/exposure to individuals with symptoms. Only a temperature was taken. 3. On 7/14/20 at 9:08 AM, Employee A failed to
screen Surveyor #3 for symptoms consistent with COVID-19, history of travel to high-risk locations, and contact/exposure to
individuals with symptoms. Only a temperature was taken. 4. An interview was conducted with Employee A on 7/14/20 at 12:25
 PM. The employee confirmed that she was responsible for conducting the visitor screenings on 7/14/20. She was asked to
 explain the facility's screening processes. The employee explained that her process is to simply check the temperature of
 the visitor and document the temperature on a paper log kept at the screening station. Following the temperature screening, the visitor
would be asked to perform hand hygiene and then would be permitted entry. The employee confirmed that she was
 not screening visitors for symptoms consistent with COVID-19, history of travel to high-risk locations, and
 contact/exposure to individuals with symptoms. 5. An interview was conducted with the Regional Director, a Registered
 Nurse, on 7/14/20 at 12:43 PM. She was asked about the facility's screening processes for visitors. The Regional Director
 confirmed that upon entry into the facility, visitors were to be screened for fever, respiratory symptoms, and recent
 travel. She explained that the findings from the screening were to then be documented on the screening form and the person
 conducting the screening then signs the form. 6. A copy of the facility's screening policy, titled Entrance Screening, was
 reviewed. The policy indicated that all non-staff individuals entering the building must sign in and complete the screening prior to
entrance into any other area of the facility. The policy also indicated that screens will be completed and signed
 by the receptionist/first contact person in the facility. 7. A COVID-19 Screener Competency, signed by the facility and
 dated 3/2/20, was reviewed for Employee A. Requirement #1 on the form indicated the screener Understands the need to screen
individuals visiting the facility for fever, respiratory symptoms, history of travel to high-risk places and/or
 contact/exposure to individuals with symptoms or history of travel to high-risk places. The form was checked Yes to
 indicate the employee was competent in the requirement at the time the competency was conducted.
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