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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 interview and record review, the facility failed to ensure comprehensive infection surveillance for COVID-19
harm or potential for actual | (Disease caused by the [DIAGNOSES REDACTED]-CoV-2 virus, a highly contagious and potential fatal respiratory infection) in
harm the facility, when two out of three sampled residents (Residents 1 & 2) were not being screened at least daily for COVID-19

symptoms. This failure could have resulted in resident harm for all residents in the facility, asthe lack of daily
Residents Affected - Few documented infection surveillance of COVID-19 has the potential to allow undetected COV1D-19 outbreaks to occur in the
facility, and can unnecessarily delay containment efforts towards protecting unaffected residents in the facility from

COVID-19 exposure. Findings: During areview of the facility's resident census, and the list of residents designated as

Persons Under Investigation (PUI - designated for residents who are suspected of having been exposed and/or being positive

for COVID-19) in the facility, dated September 9, 2020, Resident 1 and Resident 2 were not designated as PUI residents, and were
located within the facility's Green Zone (an area of the facility where residents are not suspected of being exposed

and/or infected with COVID-19, and are cohorted together in the facility, away from affected residents). During an

interview on September 10, 2020, at 1:20 p.m., with the DON, the DON stated only the residentsin the facility's Y ellow

Zone (an area of the facility where residents suspected of being exposed and/or infected with COVID-19 are cohorted

together in the facility, away from unaffected residents) are receiving daily COVD-19 symptom screening. During a

concurrent interview and record review, on September 10, 2020, at 1:20 p.m., with the Director of Nursing (DON), the

facility's Mitigation Plan, and the health records for Resident 1 & Resident 2 were reviewed. The Mitigation Plan was

reviewed by the DON, and she stated all residents are to be screened for COVID-19, as indicated in the Mitigation Plan. The health
records for Residents 1 & 2 were reviewed by the DON, and she stated there was no documentation that indicated

Residents 1 & 2 were being screened for COVID-19 symptoms. During a concurrent interview and record review, on September
10, 2020, at 1:35 p.m., with the DON, the care plan for Resident 1 (undated) was reviewed. The care plan indicated a Focus

for Resident 1 included, Risk for transmissible respiratory disease such as COVID-19 due to exposure to person positive for COVID-
19. The care plan indicated Interventions included, . Monitor for signs and symptoms of respiratory illness such as

cough, shortness of breath, sore throat and fever every shift . The DON stated the care plan for Resident 1 was not

followed, as the COVID-19 symptom screening was not being documented in Resident 1's health record. During areview of the
care plan for Resident 2, (undated) on September 10, 2020, the care plan did not include any Focus, nor Interventions

towards COVID-19 sign and symptom monitoring. During areview of the facility's Mitigation Plan, the 1. Testing & Cohorting
section (undated) of the Mitigation Plan indicated, . All residents are screened for symptoms of COVID-19 and have their

vital signs monitored, including oxygen saturation and temperature checks at a minimum of two times per day and documented
intheclinical record .
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