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F 0830 Provide and implement an infection prevention and control program.

**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Level of harm - Minimal Based on interview and record review, the facility failed ensure employees were tested and screened for [MEDICAL

harm or potential for actual | CONDITION] (TB - isan infectious disease affecting the lungs). This failure had the potential to spread TB to the

harm residents, employees, and visitors. Findings: During a concurrent interview and review of the employee health records, on
3/20/20, at 3:41 PM, with the Administrator, the [MEDICATION NAME] Skin Testing (TST), TB screening, and chest x-rays were

Residents Affected - Many | reviewed, the following was noted: Licensed Vocational Nurse (LVN) 1 - TST, dated 12/22/18. LVN 2 - TB screening dated
8/25/18 and a chest x-ray dated 8/5/16. Registered Nurse (RN) 1 - TB screening 2/20/19 and chest x-ray dated 12/6/13.

Certified Nursing Assistant (CNA) 1 - TB screening 4/10/19, no TST. CNA 2 - TST - dated 12/29/18, no TB screening. The

Administrator verified the findings and stated the Director of Staff Development (DSD) was in charge of ensuring employee

health records are kept up to date. He stated the DSD no longer works for the facility. During a concurrent interview and

record review, on 8/7/20, at 3:19 PM with the current DSD, stated she was unable to locate any updated records. During a

review of the facility's Policy and Procedure (P& P) titled, [MEDICAL CONDITION]-Infection Control Program dated 10/17/19,

the P& P indicated, B. Healthcare Professionals (HCPs) . iii. The facility will administer a one-step PPD (test to

[DIAGNOSES REDACTED]. If a TST cannot be performed, an IGRA (TB blood test - Interferon Gamma Release Assay) will be

obtained if no documented prior TB disease or latent [MEDICAL CONDITION] Infection (LTBI) v. A chest x-ray is not needed

unless the employee hastested positive on their PPD skin test or if the employee is known to have latent TB infection

and answered positively to questions on TB Symptom Screen Questionnaire .
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