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Provide and implement an infection prevention and control program.

 Based on interview and record review, the facility failed to fully implement their infection prevention and control program when the
Infection Preventionist (IP) did not implement an ongoing system of surveillance designed to identify infection
 risks, and prevent the spread of communicable diseases in the facility. This failure had the potential to increase the risk of not
identifying and stopping the spread of possible communicable infections to others in the facility. Findings: During
 an interview with the IP, on 9/1/20, at 11:05 a.m., the surveyor asked the IP to describe her process for surveillance of
 infections in the facility. The IP stated that each day she generated a report of the residents who started an antibiotic
 in the last 24 hours, she would attach a log of those residents for that day and indicated if the infection was present on
 admission or acquired while at the facility, if the physician ordered diagnostic tests, etc. The IP stated she compiled the data into one
report at the end of each month and share the reports with the Director of Nursing (DON). When asked if she
 maintained an ongoing list of the infections in the facility, she stated she did not. The IP stated she created a map of
 where infections were located in the facility for May 2020. When asked if she mapped locations of infections in the
 facility since May 2020, she stated she did not. When asked if she investigated the root causes of how residents may have
 acquired infections in the facility, she stated she did not have documentation of such investigations. When asked if she
 knew the present number of infections, their locations, and their type, she stated she did not have that information on
 hand. When asked if she performed audits on staff compliance with infection prevention and control practices, she provided
 monthly audits on staff compliance with hand hygiene practices. When asked if she performed audits on other infection
 prevention and control practices, the IP stated she did not. The IP confirmed she did not have a surveillance process in
 place to identify, analyze, track, and monitor infections in the facility in real-time to detect and manage potential
 outbreaks. The IP stated, for the past two months, she has spent most of her time doing Covid-19 tests on staff each week,
 and has not had the time to dedicate to her usual infection prevention and control activities. Review of the facility's
 Antimicrobial Stewardship Meeting/Infection Control Meeting Minutes, dated 5/29/20, indicated data for the months of March
 and April. The minutes indicated an agenda item for Healthcare-Associated Infections (HAIs, infections acquired at the
 facility). The action plan for HAIs indicated the rate had increased. The minutes did not have documented evidence of
 investigative results on the root causes of the HAIs, the upward trend, or the interventions used. The action plan for HAIs included,
CAUTI (catheter-associated urinary tract infection) maintenance bundle audit shared with IP - will start using
 during rounds for audit for CAUTI prevention. The minutes indicated an agenda item for Hand Hygiene/PPE (personal
 protective equipment) Observation, and the action plan included, PPE observation to start June 2020. Review of the
 facility's Antimicrobial Stewardship Meeting/Infection Control Meeting Minutes, dated 6/30/20, indicated data for the month of May.
The minutes indicated the HAIs rate had decreased. The minutes did not have documented evidence of investigative
 results on the root causes of the HAIs, the downward trend, or the interventions used. The action plan for HAIs included,
 CAUTI (catheter-associated urinary tract infection) maintenance bundle audit shared with IP - will start using during
 rounds for audit for CAUTI prevention. The action plan for the agenda item Hand Hygiene/PPE Observation included, PPE
 observation to start June 2020. A facility policy and procedure titled Infection Prevention and Control Program, dated
 8/16, indicated, The infection prevention and control program is coordinated and overseen by the infection prevention
 specialist (infection preventionist) .The infection prevention and control committee, Medical Director, Director of Nursing Services,
and other key clinical and administrative staff review the infection control policies at least annually. The
 review will include .Assessment of staff compliance with existing policies and regulations .Surveillance tools are used for
recognizing the occurrence of infections, recording their number and frequency, detecting outbreaks and epidemics,
 monitoring employee infections, and detecting unusual pathogens with infection control implications .The information
 obtained from infection control surveillance activities is compared with that from other facilities and with acknowledged
 standards (for example, acceptable rates of new infections), and used to assess the effectiveness of established infection
 prevention and control practices .Data gathered during surveillance is used to oversee infections and spot trends
 .Important facets of infection prevention include .educating staff and ensuring that they adhere to proper techniques and
 procedures
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