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Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interviews, observations and record review, the facility failed to implement infection control policies and
 procedures when testing for Legionella. This had the potential to affect all 52 residents residing in the facility at time
 of survey. Findings Include: Interview on 09/02/20 at 8:26 A.M., the Administrator stated that the Maintenance Director
 called off due to an illness. The Administrator stated that she received a call a few days later from Maintenance
 Director's niece stating that Maintenance Director was diagnosed   with [REDACTED]. The Administrator stated that she
 called the testing center to review the results of the water test completed April 2020. The Administrator stated that the
 testing center never received water samples in 2020, and the water samples were later located under the maintenance desk
 dated 04/28/20. The Administrator stated that the facility must test for Legionella annually per corporate policy.
 Interview on 09/02/20 at 11:57 A.M, with the lab technician at the testing center verified that no water samples were
 received in 2020; the most recent sample was logged in on 08/25/20 but was not submitted to the lab at this time. Interview on
09/02/20 at 1:17 P.M., with an employee for county health department verified that they received a call from the
 hospital confirming the [DIAGNOSES REDACTED]. Interview on 09/02/20 at 2:39 P.M., the Maintenance Director could not verify
whether or not he sent the water samples in April. The Maintenance Director stated that he started to feel ill on 08/19/20, was admitted
to the hospital and discharged on [DATE] with a [DIAGNOSES REDACTED]. The MD stated that he was working on
 the air conditioning units prior to feeling ill. The MD stated that the units were frozen but could not get service in due
 to the pandemic. Observations on 09/02/20 at 1:00 P.M. revealed six water samples dated for 04/28/20, the Administrator
 verified that the samples were not submitted for testing. Review of the facility Legionella Assessment and Control Form
 dated 08/26/20, the facility is required to test for Legionella annually. This deficiency substantiates Complaint Number OH 443.
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