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Based on observation, interview, and record review, the facility failed to abide by their mitigation plan (due to the

Level of harm - Minimal higher risk of severeillness and death from COVID-19 (ahighly contagious infection, caused by [MEDICAL CONDITION] that
harm or potential for actual | CaN spread from person to person) among elderly persons and those with chronic medical conditions, the Department of Public Health
harm (CDPH) isrequiring all skilled nursing facilities to develop and implement a CDPH approved COVID-19 mitigation

plan) by conducting COVID-19 testing of the residents in a manner that was consistent with current standards of practice
Residents Affected - Some |and in accordance with the parameters set forth by the Secretary to facilitate early identification and management of

potential outbreak. This deficient practice had the potential to expose the residents, staff, and the community to the

COVID-19 virus. Findings: During an interview with the facility's administrator on 10/20/20 at 10:30 am., stated the

facility had been testing the residents according to the state guidelines and was using surveillance testing (testing a

random sample of residents for COV1D-19) because there had not been a positive COVID-19 case in the facility since August
2020. The administrator stated the facility tested the newly admitted residents and the residents who tested positive after they
completed a 14-day quarantine (observation for signs and symptoms of COVID-19). The administrator stated the

residents were also tested when a staff member tested positive for COVID-19 or if aresident was symptomatic

(exhibiting signs of COV1D-19 such as fever, cough, shortness of breath, sore throat, chills, muscle pain, headache, new

loss of taste and smell). When asked if the facility was familiar with the local county government guidelines for testing

the residents the administrator accessed the local county COV1D-19 website for guidelines on preventing and managing
COVID-19in Skilled Nursing Facilities. The administrator acknowledged and stated, Oh, | was not aware of the county
guidelines to test 10% of residents on aweekly basis. We will do it today. During interview the administrator instructed

the infection control preventionist ((IP) licensed nurse in charge of infection prevention for the facility) to begin

testing 10% of the residents. During arecord review on 10/20/20 at 11:34 am. along with the IP the testing line list (an
organized detailed list of each residents’ testing date) of the residents indicated the residents were last tested on

[DATE]. The IP stated they would test 10% of the residents starting today. On 10/20/20 at 12:05 p.m., during a record

review of the facility's undated COV1D-19 Mitigation Plan with the administrator the plan indicated the facility would

complete surveillance testing to arandom sample of 10% of all facility residents weekly (or aminimum of 10 residentsin
facilities with less than 100 residents) to facilitate early identification and management of potential outbreak.
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