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Provide and implement an infection prevention and control program.

 Based on interview and record review, the facility failed to establish and maintain an infection prevention and control
 program designed to protect residents from COVID-19 when the form used to monitor and screen residents for signs and
 symptoms of COVID-19 did not list all pertinent signs and symptoms of COVID-19 according to the Centers for Disease Control and
Prevention (CDC). This failure had the potential for the spread of COVID-19 in the facility. Findings: During an
 interview on 6/11/20, at 10:15 a.m., the facility's Infection Preventionist (IP) stated all residents were screened for
 signs and symptoms of COVID-19 twice a day, once in the morning and once in the afternoon shifts. The IP provided a copy of the
form used to screen residents for COVID-19. A review of this form, titled SNF (Skilled Nursing Facility) MONITORING,
 undated, indicated residents had their temperatures taken and were screened for cough and shortness of breath. The IP
 confirmed this was the form the facility used to screen residents for signs and symptoms of COVID-19. The Centers for
 Disease Control and Prevention (CDC) recommends as follows: Actively monitor all residents upon admission and at least
 daily for fever (T>100F) and symptoms consistent with COVID-19 (Preparing for COVID-19 in Nursing Homes)
 (https://www.cdc.gov/coronavirus/2019-ncov/hcp/long-term-care.html). The California Department of Public Health All
 Facilities Letter (AFL) 20-51, issued 5/9/20, indicated, This AFL notifies health facilities of the Centers for Disease
 Control and Prevention's (CDC's) update on COVID-19 symptoms . cough, shortness of breath or difficulty breathing, fever,
 chills, muscle pain, sore throat and new loss of taste or smell . Healthcare facilities should update their screening
 process to reflect the updated COVID-19 symptoms.
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