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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Many

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 develop an infection control surveillance program related to
 COVID-19 for one resident, (Resident (R)2), who frequently left the facility for [MEDICAL TREATMENT]. This had the
 potential to affect all facility residents and staff. Findings include: On 09/16/20 at 10:30 AM, an interview with the
 Executive Director (ED), revealed the facility had one [MEDICAL TREATMENT] resident R2, who went out of the facility for
 [MEDICAL TREATMENT] every Monday, Wednesday, and Friday at 11:45 AM. The ED indicated R2 was under isolation
precautions
 because of movement in and out of the facility which had the potential for putting R2 and other residents at risk. The ED
 indicated the facility did not have a surveillance system in place to monitor [MEDICAL TREATMENT] residents before leaving
 the facility nor upon return. The ED indicated every person who enters the building should complete the facility
 surveillance form and be monitored for fever. An interview on 09/16/20 at 12:05 PM, with the Director of Nursing (DON) who
 was also the facility's Infection Preventionist, revealed the facility had not developed a surveillance plan for [MEDICAL
 TREATMENT] residents. The DON indicated R2 was required to wear a mask when leaving and entering the facility, though no
 other surveillance was in place. The DON indicated R2 should complete the facility surveillance form and be monitored for
 temperature with each facility entry. On 09/16/20 at 2:15 PM, R2's [MEDICAL TREATMENT] tracking book was requested, but not
supplied. The ED indicated the tracking book was incomplete and did not include assessment upon return from the [MEDICAL
 TREATMENT] facility for COVID-19 symptoms or a temperature check. The policy entitled, [MEDICAL CONDITION], Care of a
 Resident, revised September 2010, and provided by the ED revealed the policy did not address surveillance related to
 COVID-19 for residents who went out for [MEDICAL TREATMENT]. This was verified by the ED on 09/16/20 at 3:29 PM.
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