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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 interview and record review, the facility failed to establish and maintain an infection control program designed
harm or potential for actual | to provide a safe, sanitary and comfortable environment and to help prevent the development and transmission of
harm communicable diseases and infection by failing to comply with state and local public health authority requirements for
identification, reporting, and containing communicable diseases and outbresks. The facility failed to follow their
Residents Affected - Many | Infection Control Covid-19 policy to report 2 Covid-19 positive staff to HHSC within 12 hours. The failure could place
residents and other employees at risk for acommunicable disease and result in an outbreak of infection and illness.

Findings Include: In an interview with the Administrator and DON, on 5/6/2020 at 10:00 AM, they both stated on 4/22/2020,

the facility sent 1 dietary cook and 1 nurse to another corporate facility in another county to assist, and he was notified by the local
health department, between 12:00 PM-1:00 PM on 5/4/2020, the 2 employeestested on [DATE], were positive for Covid-19 in the
county they had been transferred to. The Administrator stated the 2 employees had assisted the other

facility from 4/22/2020 until they weretested on [DATE], and stated the 2 employees had not been in either building

after 5/1/2020, and at that point, they were quarantined at a motel in the same county they were tested . The

Administrator and DON stated the 2 employees had not been back in their home-based facility since 4/22/2020, and had not
worked at the facility in the other county since 5/1/2020. The DON stated the 2 employees were officially on their employee roster,
and she was notified of the positive test results for the 2 employees on 5/4/2020 at by the corporate nurse. In an

interview with the corporate nurse, on 5/6/2020 at 4:00 PM, she stated she was not aware the facility had to call HHSC

since the 2 employees had assisted in another county. In an interview with the Administrator and the DON, on 5/6/2020 at

10:05 AM, they both stated they were not aware they needed to report the 2 Covid-19 positive staff members to HHSC since

the 2 staff tested positive in another county. The Administrator stated he received a phone call from their local health

department on 5/4/2020, between 1:00 PM-2:00 PM regarding the 2 positive Covid-19 employees, and then reported it on
5/5/2020 at 5:11 PM to HHSC (more than 12 hours later). In an interview with the DON on 5/6/2020 at 10:15 PM, she stated

she was unaware the positive Covid-19 test confirmations had to be called to HHSC. In arecord review of the facility

Infection Control Covid-19 policy, of the Infection Prevention Control Policy, dated 5/3/2020, stated (in part): Notify the following
within 12 hours of reported confirmed positive COVID-19 case to HHSC.
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