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Provide and implement an infection prevention and control program.

 Based on observation, interview, record review, review of the coronavirus disease 2019 (COVID-19) staff and visitor
 screening log, and policy review, the provider failed to ensure infection control practices and facility policies and
 procedures were followed for the current COVID-19 pandemic for: *COVID-19 staff screening by 7 of 13 staff (director of
 nursing (DON) (B), personal care attendants (PCA) (C, D, and F), activities director (E), dietary aide (G), and registered
 nurse (RN) (H) who had worked the day shift (6:30 a.m. until 7:00 p.m.) on 10/15/20. *Daily monitoring of COVID-19 signs
 and symptoms for 3 of 3 randomly sampled residents (1, 2, and 3). Findings include: 1. Review of the 10/15/20 COVID-19
 staff and visitor screening log revealed: *Six staff had documented their screening information. *Seven staff had not
 documented their screening information. Interviews on 10/15/20 between 10:45 a.m. and 11:15 a.m. with above staff revealed: *DON
B stated she had completed the screen but had not recorded that information. *PCAs C and D, dietary aide G, and RN H
 confirmed they had either forgotten to screen or had completed their screen but had not recorded that information. *PCA F
 had thought she no longer was required to screen, because she had recovered from COVID-19. *Activities Director E stated he had
completed his screen and thought the night nurse had recorded his screening information. 2. Review of residents 1, 2,
 and 3's 10/1/20 through 10/14/20 COVID-19 vital sign and nurse assessment documentation revealed: *Resident 1 had no vital
 signs recorded on 10/2, 10/12, and 10/14/20. -Nurse assessments had not been recorded on 10/6, 10/11, 10/12, and 10/13/20.
 *Resident 2 had no vital signs recorded on 10/2, 10/6, 10/12, and 10/14/20. -Nurse assessments had not been recorded on
 10/6, 10/11, 10/12, and 10/13/20. *Resident 3 had no vital signs recorded on 10/1, 10/3, 10/9, and 10/10/20. -Nurse
 assessments had not been recorded on 10/12 and 10/13/20. Interview on 10/15/20 at 10:30 a.m. with administrator A and DON B
regarding monitoring residents for COVID-19 revealed they expected vital signs and a COVID-19 nurse assessment had been
 completed and documented no less than once daily. Interview on 10/15/20 at 11:15 a.m. with DON B regarding staff screening
 for COVID-19 revealed: *Staff had been responsible for screening themselves and recorded that information on the screening
 log prior to starting their shift. -The screening log had included their name, the screening date, and responses to
 questions regarding COVID-19 signs and symptoms. *She reviewed the screening log entries several times a day. *She
 confirmed staff who had COVID-19 and recovered had been expected to screen themselves. Phone interview on 10/15/20 at 4:10
 p.m. with DON B revealed she confirmed the above resident record findings. Review of the 8/26/20 revised Pandemic Staff
 Screening policy revealed: all staff will be screened for pandemic illness signs/symptoms at the time of arrival for each
 shift. Review of the 9/22/20 revised Pandemic Resident Screening COVID-19 policy revealed: *All residents will be assessed
 at least once per twenty-four hour period for the following: -Temperature, pulse, respirations, blood pressure, oxygen
 saturation levels, and lung sounds. -Signs and symptoms of COVID-19 including fever, dry cough, sore throat, shortness of
 breath, tiredness/increased weakness, increased confusion, headache, diarrhea, loss of taste or smell, decline in appetite
 and/or intake, and complaint of general discomfort.
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