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Residents Affected - Some

Provide and implement an infection prevention and control program.

 Based on observation, interview, and record review, the facility failed to implement infection prevention and control
 measures to prevent the spread of COVID-19 when every person entering the facility was not screened for all symptoms of
 COVID-19. This failure placed residents at risk of contracting COVID-19, with the potential of causing illness or death.
 During an observation on 8/26/20, at 11:55 a.m., the Receptionist screened the Department only for COVID-19 symptoms of
 fever, cough, shortness of breath and sore throat upon entry to the facility. The facility did not screen the Department
 for all symptoms of COVID-19 which include fever or chills, cough, shortness of breath or difficulty breathing, fatigue,
 muscle or body aches, headache, new loss of taste or smell, sore throat, congestion or runny nose, nausea or vomiting, and
 diarrhea. Review of the untitled, undated facility document used on 8/26/20, to screen visitors for symptoms of COVID-19
 indicated visitors should report symptoms of fever, cough, shortness of breath and sore throat. The document did not list
 all symptoms of COVID-19 which included fever or chills, cough, shortness of breath or difficulty breathing, fatigue,
 muscle or body aches, headache, new loss of taste or smell, sore throat, congestion or runny nose, nausea or vomiting,
 diarrhea. During an interview with Infection Preventionist (IP) on 8/26/20, at 2:25 p.m., IP stated they have an updated
 COVID-19 symptoms questionnaire (a set of written or printed questions for the purpose of gathering information from
 respondents) for visitors and vendors but used the old COVID-19 questionnaire today. The IP stated the facility should use
 the updated COVID-19 questionnaire. According to Centers for Disease Control and Prevention (CDC), Symptoms of Coronavirus,
dated 5/13/20, People with these symptoms may have COVID-19: Fever or chills, Cough, Shortness of breath or difficulty
 breathing, Fatigue, Muscle or body aches, Headache, New loss of taste or smell, Sore throat, Congestion or runny nose,
 Nausea or vomiting, Diarrhea . https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html Review of CDC,
 Preparing for COVID-19 in Nursing Homes, dated 6/25/2020, indicated, Screen visitors for fever ., symptoms consistent with
 COVID-19, or known exposure to someone with COVID-19. Restrict anyone with fever, symptoms, or known exposure from
entering the facility. (https://www.cdc.gov/coronavirus/2019-ncov/hcp/long-term-care.html)
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