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Residents Affected - Some

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview and record review, the facility failed to maintain an infection control program to provide
 a safe environment to help prevent the development and transmission of Covid-19 (an infection caused by [MEDICAL CONDITION]
that can spread from person to person) by failing to follow the facility's mitigation policy and procedures to screen the
 residents for symptoms of Covid-19 for four of four residents (Residents 1,2,3 and 4). This deficient practice had the
 potential to result in the spread of Covid-19 infection that could lead to hospitalization   and death of residents and
 staff. Findings: During the tour of the facility on 10/15/20 at 1:30 p.m., there were 12 residents in the green zone
 (Covid-19 test negative, non exposed) and three residents in the yellow zone (Covid-19 test negative but resident is within 14 days of
exposure). Resident 1 was observed in the green zone. Residents 2, 3 and 4 were observed in the yellow zone. A
 review of the facility's mitigation policy and procedures dated 5/27/20, indicated all residents in the green and yellow
 zones will be 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. During an interview and
 concurrent record review with the Director of Nursing (DON) on 10/15/20 at 3 p.m., she stated the resident screening for
 Covid-19 was to be documented by the licensed nurse in the Medication Administration Record [REDACTED]. However, no
 documented evidence Residents 1, 2, 3 and 4 were screened for Covid-19 symptoms in accordance to CDC (Centers for Disease
 Control and Prevention) guidelines to monitor for : 1. Fever or chills 2. Shortness of breath or difficulty of breathing 3. Fatigue 4.
Muscle or body aches 5. Headache 6. New loss of taste or smell 7. Sore throat 8. Congestion or runny nose 9.
 Nausea or vomiting 10. Diarrhea https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html Further interview
 with the DON on 10/15/20 at 3:08 p.m., she stated she was not aware residents were not screened by the licensed staff for
 symptoms of Covid19 every shift. DON stated staff monitored the resident for episode of coughing as a general symptom of
 Covid-19. DON stated she was new hired as of 8/1/20, and had not reviewed the MAR yet.
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