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A0747 INFECTION PREVENTION CONTROL ABX STEWARDSHIP
CFR(s): 482.42

The hospital must have active hospital-wide programs for the surveillance, prevention, 
and control of HAIs and other infectious diseases, and for the optimization of 
antibiotic use through stewardship. The programs must demonstrate adherence to 
nationally recognized infection prevention and control guidelines, as well as to best 
practices for improving antibiotic use where applicable, and for reducing the 
development and transmission of HAIs and antibiotic resistant organisms. Infection 
prevention and control problems and antibiotic use issues identified in the programs 
must be addressed in collaboration with the hospital-wide quality assessment and 
performance improvement (QAPI) program.

This CONDITION is not met as evidenced by:
Based on observation, interviews, and review of facility documentation, Cobalt 
Rehabilitation Hospital El Paso failed to meet the Condition of Participation for 
Infection Control as they failed to follow current professional infection control 
standards for healthcare facilities related to covid-19 as set forth by the CDC (Centers 
for Disease Control & Prevention). This was evidenced by not following current CDC 
guidelines for screening procedures for recent exposure to or symptoms of covid-19 
for all visitors to the hospital (refer to A0748). These failed practices resulted in the 
potential for exposing a vulnerable patient population, as well as all staff and visitors, 
to a potentially deadly disease.
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