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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident's preferences and
 goals.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on staff interview, clinical record review, and facility document review, the facility staff failed to ensure that
 residents receive treatment and care for 1 of 3 residents, Resident #2. The facility staff failed to obtain the residents
 vital signs this was a positive COVID-19 resident that had recovered. The findings included: The facility staff failed to
 obtain the residents VS (vital signs) 09/15-10/01/2020. The resident was positive for COVID-19 on 09/03/2020 and had since
 recovered. Resident #2's clinical record included, but was not limited to, the diagnoses, COVID-19 (09/03/2020) and
 [MEDICAL CONDITION]. Section C (cognitive patterns) of the residents admission MDS (minimum data set) assessment with an
 ARD (assessment reference date) of 07/07/2020 included a BIMS (brief interview for mental status) summary score of 14 out
 of a possible 15 points. The residents comprehensive care plan included the intervention obtain vitals as indicated. Report any
presence of fever and low-level oxygen saturation. Resident #2 had tested   positive for COVID-19 on 09/03/2020, was
 placed on enhanced droplet precautions and transferred to the COVID-19 positive unit (HOT unit). Resident #2 remained on
 this unit until 09/30/2020. During the clinical record review, the surveyor was unable to locate the resident VS for
 09/15-10/01/2020. On 10/07/2020 at 12:10 p.m., during a phone call with the administrator, the surveyor asked for any VS
 information for Resident #2 prior to 10/02/2020. The surveyor brought the missing VS to the attention of the DON (director
 of nursing) on 10/08/2020 at 2:00 p.m. The DON verbalized to the surveyor that the VS should be done at least daily. On
 10/08/2020 at 3:55 p.m., the DON verbalized to the surveyor that the resident was slower to recover than some of the other
 residents and had not been removed from precautions until 09/30/2020. The DON also verbalized to the surveyor that they did not see
any VS for the timeframe of 09/15-10/01/2020. On 10/09/2020 at 10:40 a.m., during a phone interview with the DON
 and administrator, the DON verbalized to the surveyor that she was unable to find any VS for the above dates and they did
 not have a policy on obtaining VS. The DON also added that for skilled residents VS should be taken every shift and for a
 resident on droplet precautions the VS should be taken each shift unless the physician had wrote a specific order. Resident #2's
clinical record did not include a specific order for VS. The facility did provide the surveyor with a copy of a policy titled Novel
Coronavirus Prevention and Response. This policy read in part, .The facility will monitor all residents daily
 for s/s (signs/symptoms) of COVID-19 . No further information regarding this issue was provided to the surveyor prior to
 the exit conference on 10/09/2020.
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