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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 record review and interview, the facility failed to complete Coronavirus Screening L ogs and temperature
harm or potential for actual | assessments related to monitoring for COVID-19 for 5 of 5 residents reviewed Residents B, C, D, E, and F) and 10 of 60 days
harm reviewed for infection control prevention. Findingsinclude: 1. The facility's 2020 Resident Coronavirus Screening Logs

were reviewed on 09/09/20 at 11:50 A.M. The Screening L ogs documentation included, but were not limited to, resident names,
Residents Affected - Some | temperature, cough, sore throat, and shortness of breath, for every resident every shift. The facility lacked the following
documentation: - The July 25, 2020 Resident Coronavirus Log could not be provided. - The August 2020 Resident Coronavirus

Log lacked documentation for the following dates: 08/04/20, 08/12/20, 08/13/20, 08/15/20, 08/17/20, 08/21/20, 08/22/20,

08/23/20, and 08/25/20. During an interview on 09/09/20 at 2:39 P.M., LPN (Licensed Practical Nurse) 2, indicated the

residents were monitored for symptoms of COVID every shift by having their temperatures taken and for other symptoms out of the
ordinary. The residents' temperatures were documented on the screening logs and she would not document them anywhere

elsein the clinical record. The forms would then be given to the Director of Nursing. The clinical records for Residents

B, C, D, E, and F lacked documentation of temperatures or monitored for COVID symptoms for 08/04/20, 08/12/20, 08/13/20,
08/15/20, 08/17/20, 08/21/20, 08/22/20, 08/23/20, and 08/25/20. a. The clinical record for Resident B was reviewed on

09/08/20 at 11:30 A.M. The resident's [DIAGNOSES REDACTED]. An Admission MDS (Minimum Data Set) assessment, dated
05/29/20, indicated the resident's cognition was moderately impaired. b. The clinical record for Resident C was reviewed on 09/08/20
at 11:30 A.M. Theresident's [DIAGNOSES REDACTED]. An Admission MDS assessment, dated 07/31/20, indicated the resident's
cognition was severely impaired. c. The clinical record for Resident D was reviewed on 09/09/20 at 9:50 A.M. The resident's
[DIAGNOSES REDACTED]., [MEDICAL CONDITION], anxiety, [MEDICAL CONDITIONS], and severe intellectual disabilities.

A

Quarterly MDS assessment, dated 08/15/20, indicated the resident was cognitively intact. d. The clinica record for

Resident E was reviewed on 09/09/20 at 3:30 P.M. The resident's[DIAGNOSES REDACTED]. A Quarterly MDS assessment, dated
05/30/20, indicated the resident was cognitively intact. e. The clinical record for Resident F was reviewed on 09/09/20 at

3:30 P.M. Theresident's[DIAGNOSES REDACTED]. A Quarterly MDS assessment, dated 08/17/20, indicated the resident was
cognitively intact. During an interview on 09/09/20 at 4:58 P.M., the Administrator indicated the monitoring should have

been completed and could not be provided. The facility followed the CDC (Centers for Disease Control and Prevention)

guidance related to COVID-19 monitoring. The facility did not have a policy regarding COVID-19 monitoring. 3.1-18(b)(1)(A)
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