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

Level of harm - Minimal The facility identified a census of 26 residents. The sample included five residents. Based on interviews and record
harm or potential for actual | reviews, the facility failed to properly assess residents for signs and symptoms of COVID-19 (a potentialy life
harm threatening respiratory illness) including respiratory status and temperatures at least daily as directed by the Centers
for Medicare and Medicaid Services (CMS) and Centers for Disease Control and Prevention (CDC). The facility's failure to
Residents Affected - Some | assess the residents for COVID-19 symptoms placed the residents at risk for transmission and/or development of COVID-19.
Findingsincluded: - Review of the electronic medical record (EMR) for Resident (R) 1278 from 03/13/20 through 05/07/20
revealed the record lacked documentation for monitoring and ng the resident for COVID-19 symptoms including
respiratory status and temperature. Review of the EMR for R1292 from 03/13/20 through 05/07/20 revealed the record lacked
documentation for monitoring and assessing the resident for COVID-19 symptoms including respiratory status and temperature.
Review of the EMR for R1410 from 03/13/20 through 05/07/20 revealed the record lacked documentation for monitoring and
assessing the resident for COVID-19 symptoms including respiratory status and temperature. Review of the EMR for R 1412
from 03/13/20 through 05/07/20 reveal ed the record lacked documentation for monitoring and ng the resident for
COVID-19 symptoms including respiratory status and temperature. The EMR for R1278, R1292, R1410 and R1412 recorded an
order, dated 05/08/20, which directed staff to monitor residents daily for temperature, cough, shortness of breath, or
other difficulty breathing and document in the chart twice daily for COVID-19 daily monitoring. It further directed staff
to notify the primary care physician (PCP) and the director of nursing (DON) of any concerning symptoms. On 05/08/20 at
05:54 PM viaelectronic communication (email), Administrative Nurse E communicated she had reviewed the charting and noted
that staff may have faltered on daily screening of the residents for temperature and signs and symptoms of COVID-19. She
further communicated she had reported the situation to the facility medical director and orders for COVID monitoring were
initiated for all residents. The undated facility policy Care of the Patient with COV1D-19 documented: Measures taken to
identify residents suspected of COVID-19 include temperature check and observation for any flu-like symptoms each morning
and as needed throughout the day. The facility policy Policy for Infection Control and Prevention dated 03/11/20
documented: All residents will be monitored by all staff and any noted change from a resident's normal appearance,
activity, or cognitive status will be reported to the charge nurse. Vital signswill be monitored by nursing staff and
vitals out of range will be reported to the PCP (primary care physician) when accompanied by any signs/symptoms of
infection. The facility failed to follow the guidelines set by the CDC and CM S for monitoring and assessing residents'

respiratory status and temperatures at least daily, which placed the residents at risk for transmission and/or development
of COVID-19.
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