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Residents Affected - Many

Provide and implement an infection prevention and control program.

48793

Based on observation, interview, and record review, the facility did not 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. This had the 
potential to affect all 40 residents (R).

The facility did not complete surveillance for the time of onset of symptoms for COVID-19 symptomatic staff.

Findings include: 

Surveyor requested and reviewed the facility procedure titled House Supervisor and Leader Guidance for Ill 
Employee Calls dated 02/19/24. The procedure in part reads: .What should House Supervisors initially do 
when a phone call from an ill employee calls? Questions to ask include, but are not limited to:

-When did employee symptoms start? What symptoms is the employee having? 

- Has the employee had any exposure to anyone else that is ill?

-Has the employee had a known COVID-19 exposure?

Surveyor reviewed Infection Control (IC) surveillance logs and found the facility identified the facility had an 
outbreak of COVID-19 starting on 02/08/24 and ending on 03/05/24, which affected 12 of 40 residents. 
Surveillance logs identified 7 out of 14 employees who had symptoms of COVID 19, that did not have the 
date and time of onset of symptoms on the surveillance log. COVID-19 logs read:

-Certified Nursing Assistant (CNA) C had onset of symptoms (runny nose) on 01/09/24. CNA C last worked 
on 01/09/24 from 5:50 AM to 6:56 AM. The surveillance does not identify the time of onset of symptoms to 
determine if the employee should have been in work status.

- CNA D had onset of symptoms on 02/08/24. The surveillance does not indicate the time of onset of signs 
and symptoms.

(continued on next page)
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-Registered Nurse (RN) E had onset of symptoms (fatigue, hoarse throat, and high blood sugars) on 
02/07/24. The surveillance does not indicate the time of the onset of signs and symptoms, or if RN E 
completed a Covid test on 2/07/24 and what the results were.

-Nursing Home Administrator (NHA) A had onset of symptoms on 02/07/24, worked on 02/08/24 in building 
and then tested COVID-19 positive on 02/09/24. The surveillance does not indicate a time of the onset of 
signs and symptoms, or if a Covid test was completed on 2/7/24. Without knowing the test results the facility 
was unable to determine if NHA A should have been in work status on 02/08/24.

-Kitchen Aide (KA) F had onset of symptoms (Sore throat, headache, and exposure to two COVID-19 
roommates) on 02/12/24. KA F last worked on 02/12/24. The surveillance does not indicate the time of onset 
of symptoms to determine if KA F worked with symptoms on 2/12/24.

-Rehab G had onset of symptoms on 02/26/24. Rehab G last worked on 02/26/24. Rehab G tested 
COVID-19 positive on 02/27/24. The surveillance does not document time of onset of symptoms or if a Covid 
test was done on 2/26/24 to determine if Rehab G was working with symptoms on 2/26/24.

-Patient Access (PA) H had onset of symptoms on 02/23/24. PA H last worked on 02/23/24. The time of 
onset of symptoms is not documented to determine if PA H worked with symptoms.

On 04/24/24 at 7:42 AM, Surveyor interviewed Infection Preventionist (IP) I and asked what the process is 
and expectations for sick employees. IP I indicated the expectation is for staff to stay home and call 
Employee Health J if symptomatic. IP I indicated the facility supplies at-home kits for testing and goes off an 
honor system to establish if staff are positive or not. IP I indicated that staff are to not come to work sick. 
Surveyor asked IP I about the process for tracking surveillance of staff sicknesses. IP I indicated that IP I 
tracks the date of onset of symptoms, testing parameters, and then once established if positive or negative 
quarantine status is based on the CDC recommendations for returning to work. 

Surveyor asked IP I what the times were for onset of symptoms and type of symptoms for CNA C, CNA D, 
RN E, NHA A, KA F, Rehab G, and PA H on the day their symptoms started. IP I indicated IP I does not keep 
track of times of the onset of symptoms and sometimes the symptoms are not specified on the log sheet and 
that Surveyor would need to talk with Employee Health (EH) J. 

On 04/24/24 at 8:10 AM, Surveyor interviewed EH J and asked about the process for surveillance of staff 
infection. EH J indicated that EH J keeps track of employees' sickness the best EH J can. EH J indicated that 
sick employees submit an event in the Healthcare Safety Zone application electronically. Sick employees call 
EH J during business hours or call in and inform a leader who will submit this ticket after hours. 

EH J indicated the ticket populates in EH J's mailbox and EH J follows up on the submitted sick employee 
ticket. Surveyor asked EH J if the ticket has the time of onset of symptoms. EH J indicated the Healthcare 
Safety Zone application does not keep track of the time of the onset of symptoms. EH J indicated that EH J 
does not keep track of the time of the onset of symptoms. 
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Surveyor asked EH J what the times were for onset of symptoms and type of symptoms for CNA C, CNA D, 
RN E, NHA A, KA F, Rehab G, and PA H on the day their symptoms started. EH J indicated that EH J cannot 
tell Surveyor any time frames on the days of onset of symptoms for the above staff as EH J does not keep 
track of times of the onset of symptoms and sometimes the symptoms are not specified on the log sheet if 
EH J did not submit the ticket.

EH J indicated that EH J cannot tell Surveyor any time frames on the days of onset of symptoms for the 7 
sick employees: CNA C, CNA D, RN E, NHA A, KA F, Rehab G, and PA H to determine if they were in work 
status with symptoms.
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