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Provide and implement an infection prevention and control program.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on interview and document review, the facility failed to implement a comprehensive infection prevention and control
program (IPCP) to include an ongoing analysis of collected data to ensure patterns and trends were identified and acted
upon to reduce the risk of disease spread within the facility. This had potential to affect all 34 residentsresiding in
thefacility at the time of COVID-19 Infection Control Focus Survey. Findings include: During the entrance conference, on
4/13/20 at 10:19 am., the director of nursing (DON) stated the facility had a resident whom had tested positive for
COVID-19 (human coronavirus) and was now asymptomatic, however, their roommate was now under quarantine for the mandatory
14-day waiting period. The facility' infection control program, including surveillance and analysis data, was requested.
The following was provided: An untitled line listing, dated 3/1/20 to 3/22/20, identified the resident infections in the
facility for the month of March 2020. The listing collected various information pertaining to infection(s) including the
resident name, unit, room number, admitted , infection type, symptoms, date of onset, infection risk factors, applicable
culture(s) and if the infection was treated with antibiotic therapy, including start and stops dates. A total of seven
residents were identified with infections including three different residents with urinary tract infections [MEDICAL
CONDITION], two residents with pneumonia and two residents with [MEDICAL CONDITION]/soft tissue infections. Two residents
identified to reside on the North Unit were recorded with developing a UTI on 3/14/20 and 3/22/20, respectively. These
residents were recorded as having a urinary analysis (UA) completed, however, the results for both residents were just
recorded as, Unknown, and both residents were treated with antibiotics. A provided Resident Monthly Summary, dated March
2020, identified two columns which were used to record, Types of Infections, and, Incidences. This recorded one pneumonia
infection, two UTI, and one fungal infection for the facility. The form provided spacing to record the infection rate of
thefacility, the previous month'sinfection rate, analysis and/or patterns of the infections and any quality improvement
or actions taken; however, all of these spaces and/or sections were left blank and not completed. There as no evidence
recorded or provided demonstrating why there had been more infections recorded on the line listing versus the monthly
summary, nor was there any evidence provided demonstrating a comprehensive analysis of the infections had been completed to
determine if any of the infections, including the UTI's on the same unit, were related and/or if any education or
corrective actions on staff care were needed/taken as aresult to reduce continued UTI's or infections of similar type. A
current, untitled line listing, dated 3/18/20 to 4/11/20, identified the current infections in the facility for April 2020. A total of 19
residents were identified as having infections, or symptoms of infections, including one UTI, one[MEDICAL
CONDITION] and 18 recorded as, Other. The listing identified those 18 residents had low-grade temperatures. On 4/13/20, at
12:16 p.m. the director of nursing (DON) and regional nurse consultant (RNC) were interviewed. The DON explained she was
the person in-charge of the facility" infection control program and outlined the data collection included reviewing
progress notes and nurses' report on a daily basis. Any infections were then recorded on the line listing and should have
an analysis completed. DON and RNC acknowledged the lack of a comprehensive analysis for the provided data and stated she
must have missed it. The DON stated all the current residents were being closely monitored for symptoms of COVID-19. A
provided Surveillance for Infections policy, dated 9/2017, identified surveillance of infections was completed to identify
both individual cases and trends of healthcare associated infections to guide interventions and prevent future infections.
The policy directed steps to be taken on adaily, monthly and quarterly basis. A section labeled, Interpreting Surveillance Data,
directed, Analyze the data to identify trends, and listed several steps to complete including comparing rates to help identify seasonal
trends, observing for recent process changes impacts on infections and providing the data to the
infection control committee at regular intervals.
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