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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 monitor three of three readmitted     residents (Residents 1,
 2, and 3) for symptoms of Coronavirus (COVID-19 - an illness caused by [MEDICAL CONDITION] that can spread from person to
 person). This deficient practice could result in the delay in identifying residents with contagious disease (COVID-19) that could
spread to other residents, staff, and public. Findings: On 10/14/20, at 1:15 p.m., an onsite visit was conducted at
 the facility. During a concurrent record review and interview, with the Infection Preventionist (IP), on 10/14/20, at 3 pm, reviews of
Resident 1's, 2's, and 3's medical records indicated there was no monitoring conducted to detect symptoms of
 COVID-19. The IP stated that the facility was monitoring vital signs every shift. If the resident reports symptoms of
 COVID-19, the facility staff would initiate a change of condition documentation and would monitor the residents for three
 days. After three days, the facility would discontinue the COVID-19 symptoms monitoring. The Administrator (ADM) further,
 stated that there was no separate log for monitoring symptoms of COVID-19 and that the facility had monitored all residents for
temperature and oxygen saturation every shift. However there was no documented evidence provided that the monitoring
 for COVID-19 symptoms were done. A review of Resident 1's Admission Record indicated the resident was readmitted on [DATE]
 with [DIAGNOSES REDACTED]. Symptoms include breathing difficulty, cough, mucus (sputum) production and wheezing). A
review
 of Resident 2's Admission record indicated the resident was readmitted on [DATE], with [DIAGNOSES REDACTED]. A review of
 Resident 3's Admission record indicated the resident was readmitted on [DATE], with [DIAGNOSES REDACTED]. A review of the
 Los Angeles County COVID-19 Guidelines for Skilled Nursing Facilities updated 10/2/20, indicated residents should be
 assessed for symptoms and have their temperature checked at least every 12 hours. The Guidelines indicated that symptoms
 would include the following: fever, chills, -sore throat, cough, sneezing, shortness of breath (new or worsening over
 baseline), gastrointestinal symptoms, new onset loss of taste or smell, or not feeling well). A review of the Facility's
 Mitigation Plan, approved 6/23/20, indicated that 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 in the
clinical record.
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