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State Health Officers, the County Haalth Officer, and federal law. For the purposes of
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Facility Administrator or histher designated substantial compliance with federal
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show any report to that agency of an cutbreak of epidemiology only.
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February 2015. Interview with the facility The referenced outbreak is the

administrator on 2/8/15 beginning at 3:45 PM

ly outbreak the facility has ha.
revealed the facility identifisd an influenza onfy outbreak the factity fas
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reporting requirement includirﬁg

the licensing division. T

C

prompt for the same will be added
to  the facility’s outbrehk

checklist,
4, The ocutbreak checllist will be
reviewed each month that the PI

meets. The P, 1. Committee is the

quality assurance group within
the facility that is composed of
the Executive Director, Director

of Nursing, Medical Director and
other department managers. The

group meets monthly to review
clinical audits, customer service
issues and other regulatory
compliance issues. If a

problematic trend(s) is identified
the committee develops, or causes

the development, of an action
plan designed to mitigate the

chance of recurrence. The results

of the action plan are reviewed i
subsequent months for
effectiveness and modified as
necessary.
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