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F 0830 Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on observation, interview, and record review, the provider failed to conduct a screening assessment for COV1D-19 for
harm or potential for actual | one of one sampled resident (1) upon his return from a[MEDICAL TREATMENT] treatment and visitation with family in a
harm community with substantial spread of COVID-19. Findings include: 1. Observation on 6/16/20 at 9:30 am. revealed the

provider was screening individuals when they entered the building. There was one entrance that all staff, residents, and
Residents Affected - Few visitors had to enter and exit from the building. While completing the entrance conference on 6/16/20 at 9:40 am. with

director of nursing (DON) B and administrator A revealed they had one resident that had tested positive for COVID-19

after he was transferred to the hospital on [DATE]. Further interview with DON B and administrator A on 6/15/20 at 11:00

am. while at the facility revealed: *Resident 1 continued to be hospitalized . * After [MEDICAL TREATMENT] on 6/5/20 he

had family take him to various locations in the community prior to returning him to the facility. *No additional screening

or assessing for potential COVID signs/symptoms had been completed upon his return from [MEDICAL TREATMENT] on 6/5/20.
*On

6/11/20 he was transferred to the hospital due to difficulty breathing. *No further documentation revealed additional

precautions had been implemented to prevent further spread of COV1D-19 among residents and staff in the facility. Phone
Interview on 6/15/20 at 3:45 p.m. with registered nurse (RN) C regarding resident 1's return to the facility on [DATE]

revealed: * She was concerned when he did not return as expected, she made calls, and discovered he was with his daughter.

*She was present when he returned to the unit on 6/5/20 at approximately 5:00 p.m. -She was unsure of the exact time he

returned, but she had documented physician orders [REDACTED].*He should have had a screening assessment when he returned to
the unit, but she was unable to find documentation in the medical record. * She stated he should have had a COVID-19

screening when he entered the building prior to returning to the unit. * She could tell he had a haircut when he returned.

*She had not assessed for potential contacts or risk of exposure during the time he was out in the community. Phone

interview on 6/15/20 at 3:57 p.m. with DON B regarding resident 1 revealed: *He had not been screened when he returned from his
[MEDICAL TREATMENT] on 6/5/20. *He should have had vital signs taken upon his return from [MEDICAL TREATMENT]. *No
COVID-19 screening assessments were completed for residents when returning from medically necessary appointments. Review of
resident 1's progress notes from 6/5/20 through 6/11/20 revealed he had: *[DIAGNOSES REDACTED]. -End stage [MEDICAL
CONDITION]. -Chronic [MEDICAL CONDITION]. -Diabetes mellitus type 2. *No COVID screening assessment documented. * A
nonproductive cough with occasiona phlegm. * Shortness of breath. * Chills most of the day. *Weakness and required

additional assistance to transfer from his recliner to the wheelchair. * Oxygen saturation (O2) levels at 85% on 1.5 liters

of oxygen, so it was increased to 2 liters and his oxygen level increased to 93%. *A complaint of being cold. * Complained

hislegs were hurting. *Anincrease in his oxygen level to only 83% after he had a nebulizer treatment and an increasein

his oxygen. *Been transferred to the hospital on [DATE] at 12:35 am.

Review of the provider's revised 4/30/20 Emerging Threats-Acute Respiratory Syndromes Coronavirus (COVID-19) policy
revealed: *Purpose: -To provide guidance to healthcare personnel working in healthcare settings who had the potential for
exposure to patients (residents) presenting with an emerging respiratory threat including coronavirus. -To prevent the
transmission from person-to-person of respiratory pathogens. -To prepare for emerging threat of COVID-19. -To provide
guidance for screening of suspected COVID-19 cases. * Residents were screened at least daily for exposure and symptoms using a
screening process. * There was no documentation to screen or assess residents who had returned from medically necessary
appointments and community outings.
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