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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Many

Provide and implement an infection prevention and control program.

 Based on record review, observation and staff interviews, it was determined that the facility failed to adequately monitor
 residents for signs and symptoms of COVID-19. This affected 83 of 83 residents in the facility during the COVID-19
 pandemic. This deficient practice was evidenced by the following: On 07/14/2020 at 10:15 AM, an interview was completed
 with the Director of Nursing (DON). The DON stated that residents were not questioned about COVID-19 symptoms, but the
 nursing staff would watch residents for symptoms. An interview was completed with Nurse #1 on 07/14/2020 at 11:10 AM. Nurse #1
reported that residents were not routinely asked screening questions for COVID-19 symptoms. A review of the Centers for
 Disease Control's (CDC) guidelines titled, Preparing for COVID-19 in Nursing Homes, last updated 06/25/2020, indicated,
 Actively monitor all residents upon admission and at least daily for fever (T (temperature) (greater than/equal to) 100.0
 (degrees) (Fahrenheit)) and symptoms consistent with COVID-19. Ideally, include an assessment of oxygen saturation via
 pulse oximetry. According to the CDC, symptoms of COVID-19 include 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, and diarrhea. NJAC: 8:39-13.1 (c)
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