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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 clinical record review and interview, it was determined that for one (R1) out of four residents reviewed, the

harm or potential for actual | facility failed to identify aresident exhibiting a new onset of COVID-19 related symptoms and place the resident on

harm Transmission-Based Precautions. Findings include: 5/13/2020 - The CDC website published Symptoms of Coronavirus. On the
website, CDC stated, .People with these symptoms may have COVID-19: fever or chills, cough, shortness of breath or

Residents Affected - Few difficulty breathing, fatigue, muscle or body aches, headache, new loss of taste or smell, sore throat, congestion or runny nose, nausea
or vomiting, diarrhea. R1's clinical record review revealed: 8/31/2020 - R1 was admitted to the facility

for short-term rehabilitation and IV antibiotic administration. 9/11/2020 at 8:58 PM - A nurse's note stated that R1 was

aert, oriented and able to make his needs known. R1 complained of asmall cough. 9/14/2020 at 2:48 PM - A nurse's note

stated that R1 was seen by E3 (NP) who ordered medication for R1's cough. 9/15/2020 - A physical therapy treatment note

stated that R1 declined therapy due to a migraine headache. 9/16/2020 at 12:33 AM - A nurse's note stated that R1 was

administered medication for his cough. 9/16/2020 - An occupational therapy note stated that R1 was too tired to complete

therapy. 9/16/2020 - A physical therapy note stated that R1 was not feeling well and unable to participate further .

9/16/2020 - A specimen was collected from R1 for monthly surveillance COVID-19 testing. 9/18/2020 at 11:28 AM - A nurse's

note stated that R1's COVID-19 lab result returned positive. 9/18/2020 at 9 PM - A physician progress notes [REDACTED].

10/13/2020 at 2:50 PM - Findings were reviewed with E1 (NHA) and E2 (DON).
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