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living facilities issued by the Wyoming
Department of Health (WDH) on 3/16/20 revealed,
*...Staff, contract personnel, and residents should |

| be screened for patential exposure to COVID-19,

1 travel history, respiratory infection (fever, cough,
shorthess of breath or sore throat), Staff and

/i contract personnel should be checked for &

terriperature of 100 degrees F {Fahrenheit] or

1 greater at the beginning of egch shift.” Review of - ;

the WDH guadance isstied 8/12420 and 8/11/20

'| revealed "...Continue to screen all residents and
| staif for symptoms of resplratory iliness...”

% 3. When asked about employee screening related_

| to COVID-19 on 8/31/20 at 1:50 PM the owner
i stated "l can't tell you.we are still doing that." She |

4 further stated if stalf were sick, they didn't come

1 in. She was unable o provide any documentation
1 to show employees were being screened each
1 day for possible COVID-19 infection,

4. Qbservation on 8/31/20 at 3:19 PM revealed
certified nurse aide {(GNA) #1 arrived to the facility:

.1 for her shift. Further observation showed no

screening of the employee, such as answering
questions ar taking & temperature.

] cmplc)yee who
screeninglall who enter, the employee wi

- {be put

If somcone is refused entry, that will bé
| marked on the form as well. !
:Thc' own’er and manager of the facility
will review logs weekly to ensure that
_ mformatmn is being captored and that no
jone is lentering the facility \Vlthou%
|screening, The statistics gathered will bé
|reviewed: quarterly in the Quali
|Assurance meeting. If there i3 a
is not approprxatel)s
l

be coachéd and a plan of correction wnll
in the employee file. The
' mf‘ormatlon will be formally tracked on a

" monthly basis and will be integrated int

jthe quality assurance system. The form
{necessary. to frack the information was
{created and put into use on September I
12020. All people who enter the facility

|are being' screened and screening results
- appmpnate]y tracked. . :;

{The comctwe action will be completed

jon Septerhber 1, 2020. It is already in
Iplace and; the changes necessary to our
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