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Residents Affected - Many

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 The facility reported a census of 55 residents. Based on interview and record review the facility failed to maintain an
 infection control program that used evidence-based surveillance to define infections and failed to include an ongoing
 analysis of surveillance data, track accurate data and documentation of follow-up activity in response. Findings included:
 A review of the facility's infection control tracking logs for the following months revealed the following problems. 1.)
 February 2020, documented four residents with respiratory infections, but the log lacked the [DIAGNOSES REDACTED]. 2.)
 March 2020, documented one resident with a respiratory infection but the log lacked documentation of the diagnosis. 3.)
 April 2020, documented one resident with a respiratory infection but lacked documentation on the diagnosis. 4.) May 2020,
 the log documented no infections for the month. 5.) June 2020, the log provided by the facility contained only one resident with a
urinary tract infection. However, on July 6, 2020, after being questioned about two other residents with identified
 infections in June, at 04:00 PM, Administrative Staff D provided an updated log for June 2020, with the addition of the two other
residents. One of the residents had pneumonia identified on 06/11/2020, and the other resident [MEDICAL CONDITION]
 identified on 06/26/2020. Furthermore, all reviewed monthly logs, lacked any documentation for the precautions needed or
 follow up activity in response to the antibiotic usage for the residents. On 07/07/2020 at 12:00 PM, Administrative Nursing Staff D,
confirmed she did not document the diagnosis, lacked any follow up on the antibiotic use, and failed to document
 two residents, who were on antibiotics in the month of June, on the June infection control log. The facility policy for,
 Infection Tracking and Trending, dated last reviewed April 14, 2020, documented, The facility infection prevention and
 control program includes a system for preventing, identifying, reporting, investigating and controlling infections and
 communicable diseases following accepted national standards. The facility failed to maintain a complete and accurate
 infection control program for tracking and trending the residents of the facility's infections, to ensure the prevention of the spread of
infections for the residents of the facility.
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