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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Provide and implement an infection prevention and control program.

 Based on observation, interview, and record review the facility failed to establish and maintain an infection prevention
 and control program designed to provide a safe, sanitary and comfortable environment and to help prevent the development
 and transmission of communicable diseases and infections for eight (Resident #1, #2, #3, #4, #5, #6, #7, and #8) of eight
 resident who tested   positive for the flu. The facility failed to make the required report to the State Survey Agency when they had
eight residents with reported positive flu tests within a two-day period. This failure placed residents at risk
 for infections. Findings included: Review of the facility's antibiotic stewardship book on 03/10/20 revealed there were
 eight residents that tested   positive for the flu on February 8th and 9th, 2020. The residents date of symptom onset was
 the following: 02/08/20 - Resident #2, #6, #7, and #8 02/09/20 - Resident #1, #3, #4, and #5 Record review revealed there
 were no current active cases of the flu during the time of the visit. Interview on 03/10/20 at 2:10 PM with the DON
 revealed they had residents with the flu last month (February 2020) and they called the local health department but did not call in to
the State Survey Agency because they were told by the health department they would call it in if they had more
 cases. She stated there must have been some miscommunication. Interview on 03/10/20 at 3:25 PM with the DON revealed she
 was not aware their flu situation needed to be reported to the State Survey Agency.
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