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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Many

Provide and implement an infection prevention and control program.

 Based on observations, record review, staff interviews, and the facility protocol entitled, COVID-19: Screening Checklist - for
Visitors and Staff, the facility failed to screen accordingly one (1) of one (1) visitor, who entered the facility and
 had potential access to 83 of 83 residents, and facility staff. The failure occurred during a COVID-19 pandemic. The
 findings include: During a concurrent observation and interview on 09/08/2020 at 3:29 p.m., Hospitality Aide (HA) #1
 allowed visitor access into the building, and did not screen according to the facility's protocol. Review of the facility
 screening protocol revealed, the HA was supposed to screen if the visitor had worked in facilities or locations with
 recognized COVID-19 cases. The HA stated, It was an oversight on my part. The HA acknowledged an awareness of the COVID-19
 pandemic and the importance of screening accordingly. During an interview on 09/08/2020 at 3:35 p.m., the Director of
 Nursing stated she expected each question to be asked per the COVID-19 screening protocol. Review of the facility records
 provided by the facility, revealed, there were four (4) residents confirmed positive for COVID-19. Review of the facility's protocol
revealed, several screening questions were to be completed by the screener; to include question 3B which read,
 .Ask if they have worked in facilities or locations with recognized COVID-19 cases? If yes, ask if they worked with a
 person(s) with confirmed COVID-19? .
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