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OR LSC IDENTIFYING INFORMATION)
F 0830 Provide and implement an infection prevention and control program.

**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on record review and interviews, the facility failed to ensure staff implemented surveillance monitoring for signs
harm or potential for actual | and symptoms of COVID-19 for one (Resident #3) out of four sampled residents. Findings include: Review of the facility
harm policy entitled Process for Monitoring, undated, indicated monitoring of temperature, oxygen (O2) and notifications of
abnormal findings every day shift and evening shift for recovered residents. Review of Resident #3's medical records
Residents Affected - Few indicated Resident #3 was tested for COVID-19 on 4/27/2020 and was confirmed positive on 4/29/2020. Review of September
2020 and October 2020 Physician's Orders indicated COVID-19 monitoring of temperature, O2 and abnormal findings every day
and evening shift ordered on [DATE]. Review of Resident #3's weights and vital signsindicated no data had been entered for
September 2020 and October 2020. Further review of Resident #3's September 2020 and October 2020 Medication Administration
Record [REDACTED]. During an interview on 9/5/20 at 12:05 P.M., the Assistant Director of Nursing (ADON) stated the process
for monitoring recovered residents is every day shift and evening shift. The ADON said that the temperature and O2 should
have been documented in the medical record under weights and vitals and on the MAR.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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