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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 observation, interview, and record review, the facility failed to implement and maintain a safe environment with
 an effective infection prevention and control program for the prevention of [MEDICAL CONDITION] (COVID-19- a contagious
 serious respiratory infection transmitted from person to person) transmission when the Screener (a person stationed at the
 entrance of a facility to ask questions and take staff/visitor temperatures) did not ask if visitors had COVID-19 related
 symptoms as indicated on the facility's screening tool. This deficient practice potentially placed the residents and staff
 at risk for the spread and transmission of COVID-19, complications from COVID -19 and death. Findings: During a concurrent
 observation and interview on 7/16/20, at 9:30 a.m., the entry of the facility with a Screener was observed. The Screener
 asked the survey team if they felt sick, had a fever, had been out of the country, tested   positive for COVID or had been
 around anyone who was COVID positive, and then checked the surveyors' temperatures. One of the surveyors asked the Screener if
she had any other questions and the Screener replied, No. During an interview on 7/16/20, at 10:30 a.m., with the
 Infection Preventionist (IP), the IP stated the expectation of the Screener was to ask visitors if they had any of the
 COVID-19 related symptoms indicated on the facility's screening tool. The IP stated the screening tool included flu like
 signs and symptoms, recent travel, contact with known or suspected exposure, had the individual been tested   for COVID-19, and
temperature check. The IP stated if staff or visitors responded Yes to any of the signs or symptoms, the individual
 would not be allowed access into the facility and the Screener was to contact the IP immediately. The IP stated, the
 Screener should have asked visitors that entered the facility, each sign and symptom listed on the facility's screening
 tool and not just ask if they Felt sick. The IP stated, signs and symptoms of COVID-19 could be missed when the questions
 on the screening tool are not asked. The IP stated, this (failure) could spread [MEDICAL CONDITION]. During a concurrent
 interview and record review on 7/16/20, at 10:40 a.m., with the IP, the STAFF / ESSENTIAL VISITOR PRE-VISIT SCREENING
TOOL
 . (Facility Screening Tool), undated, was reviewed. The STAFF / ESSENTIAL VISITOR PRE-VISIT SCREENING TOOL .
indicated,
 .Have you had any flu like symptoms such as: fever, shortness of breath, feeling febrile, headache, nausea, vomiting, or
 diarrhea or new or change in cough and sore throat . A request was made for the facility's policy and procedure (P&P)
 related to visitor screening. The facility was unable to provide a P&P prior to exit. During a professional reference,
 review retrieved on 7/27/20, from https://www.cdc.gov/coronavirus/2019-ncov/hcp/infection-control-reccomendations.html
 dated 7/15/20, titled, Interim Infection Prevention and Control Recommendations for Healthcare Personnel During the
 Coronavirus Disease 2019 (COVID-19) Pandemic, indicated, .Screen everyone (patients, HCP (health care providers), visitors)
entering the healthcare facility for symptoms (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) consistent with COVID-19 or exposure to others with [DIAGNOSES REDACTED]-CoV-2 (COVID-19)
infection and ensure they are [MEDICATION NAME] source control .
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