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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 interview, and record review, the facility failed to ensure residents were being assessed daily for signs and
 symptoms of Covid-19, and documented findings for 8 of 8 residents reviewed. (Resident 20, Resident 21, Resident 22,
 Resident 23, Resident 24, Resident 25, Resident 26, and Resident 27) Findings include: 1. A review of Resident 20's record
 on 10/22/2020 at 1:20 p.m., indicated [DIAGNOSES REDACTED]. A review of the Physician order [REDACTED]. There was no
 assessment, or evaluation completed for the month of October. 2. A review of Resident 21's record on 10/22/2020 at 1:25
 p.m., indicated [DIAGNOSES REDACTED]. A review of the Physician order [REDACTED]. There was no assessment, or
evaluation
 completed for the month of October. 3. A review of Resident 22's record on 10/22/2020 at 1:30 p.m., indicated [DIAGNOSES
 REDACTED]. A review of the Physician order [REDACTED]. There was no assessment, or evaluation completed for the month of
 October. 4. A review of Resident 23's record on 10/22/2020 at 1:35 p.m., indicated [DIAGNOSES REDACTED]. A review of the
 TAR's (Treat Administration Records), indicated no daily Covid-19 assessments had been completed for 9 days, on the
 following dates 10/13 through 10/21/2020. 5. A review of Resident 24's record on 10/22/2020 at 1:40 p.m., indicated
 [DIAGNOSES REDACTED]. A review of the TAR's indicated no daily Covid-19 assessment had been completed on 10/9/2020. 6. A
 review of Resident 25's record on 10/22/2020 at 1:45 p.m., indicated [DIAGNOSES REDACTED]. A review of the TAR's indicated
 no daily Covid-19 assessment had been completed on 10/2, 10/7, and 10/14/2020. 7. A review of Resident 26's record on
 10/22/2020 at 1:50 p.m., indicated [DIAGNOSES REDACTED]. A review of the TAR's indicated no daily Covid-19 assessment had
 been completed on 10/2, 10/7, and 10/14/2020. 8. A review of Resident 27's record on 10/22/2020 at 1:55 p.m., indicated
 [DIAGNOSES REDACTED]. A review of the TAR's indicated no daily Covid-19 assessment had been completed on 10/2, and
 10/7/2020. During an interview on 10/22/2020 at 1:15 p.m., the DON (Director of Nursing) indicated all residents were to be assessed
daily for Covid-19 signs and symptoms that included the following: temperature, a change in eating habits, nausea, vomiting, diarrhea,
and confusion. The residents were also to have a completed respiratory evaluation daily. During an
 interview on 10/22/2020 at 2:20 p.m., the DON indicated all residents should have had a Physician order [REDACTED]. During
 an interview on 10/22/2020 at 3 p.m., RN (Registered Nurse) 1 indicated that all residents were to be screened every day
 for Covid-19, and have their temperature taken. She further indicated that each area to be assessed popped up on the TAR on the
computer. A current facility policy, Covid-19- Admission/Readmission/Transfer Criteria, dated 4/10/2020, provided by
 the DON on 10/22/2020 at 2:17 p.m., indicated that residents would be screened for the following: .presence of respiratory
 illness (cough, sore throat, shortness of breath, difficulty breathing (without underlying disease such as [MEDICAL
 CONDITIONS]), fever or new onset of confusion, nausea/diarrhea . .Residents will be monitored for signs and symptoms of
 respiratory illness, fever, and changes in cognitive status every day . 3.1-18(a)
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