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F 0830 Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Level of harm - Minimal Based on observation, interview, and record review, the facility failed to implement CM S recommended infection control

harm or potential for actual | practicesin order to control and prevent the potential spread of COVID-19 amongst residents and staff. The facility failed to ensure

harm that staff reporting for work answered screening questions for COVID-19 prior to beginning their shift, beginning on 3/17/20 and
continuing through 6/9/20. Findings include: Review of the Prevent COVID-19 Daily Employee Screening Log,

Residents Affected - Many | implemented 3/11/20, documented that staff were to have the date documented, first and last name, and temperature logged at the
beginning of the shift. Facility staff were to answer the following questions: if they had a new cough, new shortness

of breath or difficulty breathing, sore throat, chills, shaking with chills, unexplained or new headache, new loss of smell or taste, new

or unexplained muscle pain, and if they were asked to go home if they answered yes to any questions. Staff

were to document their temperature at the end of their shift. Review of employee screening logs documented the following:

On 3/17/20, 3/27/20, 3/30/20, 4/2/20, 4/6/20, 4/7/20, 4/13/20, 4/15/20, 4/17/20, 4/20/20, 4/27/20, 5/3/20, 5/5/20, 5/8/20,

5/15/20, 5/18/20, 5/19/20, 5/21/20, 5/31/20 6/5/20, and 6/9/20 one staff person each day documented their temperature, but

failed to answer any screening questions. On 3/23/20, three staff people documented their temperatures, but failed to

answer any screening questions. On 6/17/20 at 3:06pm, the Director of Nursing (DON) indicated that she reviewed the

employee screening logs during the course of the day. The DON indicated that facility staff usualy did very well on

answering all screening questions. The DON indicated that if there were blanks on the forms, that she would call staff back to fill

them in. The DON indicated that she was not aware that there were blank screening questions for some of the

facility staff. Review of CMS guidance, dated 3/4/20, documented the following: How should facilities monitor or limit

visitors? Facilities should screen visitors for the following: 1. International travel within the last 14 days to

restricted countries. For updated information on restricted countries visit:

https://www.cdc.gov/coronavirus/2019-ncov/[MEDICATION NAME]/index.html 2. Signs or symptoms of arespiratory infection,

such as afever, cough, and sore throat. 3. Has had contact with someone with or under investigation for COVID-19. How

should facilities monitor or restrict health care facility staff? The same screening performed for visitors should be

performed for facility staff (numbers 1, 2, and 3 above).
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