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F 0830 Provide and implement an infection prevention and control program.

Level of harm - Minimal Based on interview and record review, the facility failed to ensure residents were assessed for a temperature and signs and symptoms
harm or potential for actual | of Covid-19 for 31 of 31 residents reviewed for 2 of 13 days reviewed. (Resident 1, Resident 2, Resident 3,
harm Resident 4, Resident 5, Resident 6, Resident 7, Resident 8, Resident 9, Resident 10, Resident 11, Resident 12, Resident 13, Resident
14, Resident 15, Resident 16, Resident 17, Resident 18, Resident 19, Resident 20, Resident 21, Resident 22,
Residents Affected - Many | Resident 23, Resident 24, Resident 25, Resident 26, Resident 27, Resident 28, Resident 29, Resident 30, Resident 31)
Finding includes: On 10/19/20 at 9:50 A.M., the Administrator indicated that residents are assessed for temperatures and
signs and symptoms of Covid-19 twice aday. On 10/19/20 at 10:50 A.M., the Resident Covid 19 Assessment was reviewed and
included, but was not limited to: 10/8/20: Resident 1, Resident 2, Resident 3, Resident 4, Resident 5, Resident 6, Resident 7, Resident
8, Resident 9, Resident 10, Resident 11, Resident 12, Resident 13, Resident 14, and Resident 15 lacked an
assessment for a temperature and signs and symptoms of Covid-19 for the entire day. 10/7/20: Resident 16, Resident 17,
Resident 18, Resident 19, Resident 20, Resident 21, Resident 22, Resident 23, Resident 24, Resident 25, Resident 26,
Resident 27, Resident 28, Resident 29, Resident 30, and Resident 31 lacked an assessment for atemperature and signs and
symptoms of Covid-19 for the evening shift. On 10/29/20 at 10:55 A.M., the DON indicated he was unsure why the residents
had not had a Covid-19 assessment on those dates. On 10/29/20 at 11:19 A.M., the Administrator provided the current
Coronavirus (COVID-19)- Infection Prevention and Control Measure policy, revised 4/2020. The policy included, but was not
limited to: Residents are screened daily for fever and symptoms of Covid-19. 3.1-18(b)(1)
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