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E 000 Initial Comments 

An unannounced on-site Emergency 
Preparedness review was conducted on 
7/20/2021, in conjunction with the annual 
re-certification survey by the Division of Licensing 
and Protection. There were no regulatory 
deficiencies identified. 

F 000 INITIAL COMMENTS 

An unannounced on-site re-certification survey 
was conducted by the Division of Licensing and 
Protection between 7/18/21 - 7/20/21. The team 
identified the following regulatory deficiencies. 

F 880 Infection Prevention & Control 
SS=F CFR(s) 483.80(a)(1)(2)(4)(e)(0 

§483.80 Infection Control
The facility must 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.

§483.80(a) Infection prevention and control
program.
The facility must establist1 an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards:
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E 000 

F 000 

F 880 The facility did have a system to track, 
trend, and report to QA an infection 
prevention program at the time of the 
survey. However the personnel on duty 
was unable to access the records at the 
time of the survey. 

Orientation of staff to the IPCP program 
included identification of the location of 
these records in order to demonstrate 
compliance for state and federal agencies. 

Reviewed all IPCP documentation systems 
Staff educated to type and location of doc
umentation for IPCP program. 

Current QAPI for laundry had been started 
on July 8th, 2021 and was in process 
pertaining to change in staffing of the 
department and timing of drying wet 
laundry. As a result of that QAPI, staff 
were educated to IPCP regulations (no 
load left undone), and staggering shifts to 
cover drying time for last load of the night. 

Quarterly reports to QA committee quar
terly to monitor ongoing compliance. 

(XS) 

COMPLETION 
DATE 
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and 
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Any deficiency stat;ril"euhinding vJitn an asterisk(') denotes a deficiency which the institution may be excused from correcting providing il is determined tliat 
other safeguards provide stifficient protection to lt1e patients. {See instructions.) Except for nursing homes, the findings staled above are disclosable 90 days 
following the date of survey whether 01 not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available lo the facility. If deficiencies are cited, an approved plan of correction 1s requisite to continued 
program participation. 
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F 880 Continued From page 1 

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,

but are not limited to

(i) A system of surveillance designed to identify

possible communicable diseases or 

infections before they can spread to other

persons in the facility:

(ii) When and to whom possible incidents of

communicable disease or infections should be

reported;

(iii) Standard and transmission-based precautions
to be followed to prevent spread of infections;

(iv}When and how isolation should be used for a

resldent; including but not limlted to:

(A) The type and duration of the isolation,

depending upon the infectious agent or organism

involved, and
(8) A requirement that the isolation should be the
least restrictive possible for the resident under the

circumstances.

(v) The circumstances under which the facility

must prohibit employees with a communicable

disease or infected skin lesions from direct

contact with residents or their food, if direct

contact will transmit the disease; and

(vi)The hand hygiene procedures to be followed

by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents
identified under the facility's tPCP and the

corrective actions tal�en by the facility.

§483.80(e) Linens.

Personnel must handle, store, process, and

transport linens so as to prevent the spread of
infection.
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F 880 Continued From page 2 

§483.SO(f) Annual review.
The facility will conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced

by:
Based on observation, staff interview, and record

review, the facility failed to establish an infection

prevention and control program that includes a
system for preventing, identifying, reporting,
investigating, and controlling infections and
communicable diseases, as well as process
linens so as to prevent the spread of infection.
Findings include-

1. Per review of all documentation provided for
the facility's infection prevention and control
program (IPCP), there was not sufficient evidence
in the !PCP documents provided that there is
historical or ongoing monitoring, documenting, or 
reporting of all actual infections and 
communicable diseases within the facility that
meets the regulation

Per interview with Hie Director of Nursing (DON) 

on 7/20/2021 at approximately 5:30 pm, they 

confirmed that they could not provide evidence of 
historical or ongoing infection and communicable 
disease surveillance in the IPCP. On 7/22/21 at 
12:23 pm, additional documentation was provided 
by the DON. They confirmed that they could not 
provide evidence of a record of detailed infection 
and disease data tracked by the facillty. The 
additional documentation provided was not 
sufficient to meet the 1·e�Julation. 

2. The facility's laundry processing area was first
observed on 7/19/2021 at 3:00 pm. Outside t11e
area, a sign on the locked door stated that the

laundry department was open from 6am to 3pm.
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F 880 Continued From page 3 

Upon entry, the lights were off and there were no 
staff present. Tl1e1·e was a large industrial 
washing machine containing facility stock sheets, 
towels, and other reusable linens. The machine's 
interface read that this was a completed cycle. 
There was also a smaller washing machine 

running that contained rnop covers and other 
various cleaning rags that had approximately 30 
minutes left on the cycle. 

Upon return to the laundry processing area that 
day at 3:30 pm, the lights remained off, no staff 
were present, and the large washing machine still 

contained washed facility linens. T!1e small 
washing machine with cleaning rags had one 
minute left in the cycle. 
Upon return to the laund1·y processing area that 

day at 4:15 pm, both washing machines still 
contained the items from completed wash cycles. 
No staff were present and the lights were off. 

Per interview with the Manager of housekeeping 
and laundry on 7120/21 at 11 :00 am, the laundry 
room hours are from 6am to 2pm daily, and there 
is "sometimes" a laundry aide at night. The 
Manager also confirmed that it is a regular, but 

not daily, practice that the last laundry staff 
member to leave for the day will start a load of 

facility linens prior to leaving. Those linens then 
sit overnight in the washing machine to be placed 
in the dryer the next morning. Housekeeping staff 
also start a load of thei1· mop covers and/or 
cleaning rags after their shifts that then sit 
overnight to be placed in the dryer when the next 
laundry staff member comes on. 

Per interview with a laundry staff member on 
7120/21 at 12:00 pm, they confirmed that they 

regularly start a load of facility linens and a load 
of resident personal clothing in the washers prior 
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to leaving for the day. They also confirmed that 

they regularly come in for their shift in the 

mornings to completed wash cycles awaiting 

placement in the dryers. They stated that they are 

not to leave linen in the dryers when there is no 

laundry staff member working, and it would be 

difficult to process enough facility linens {sheets, 

towels, washcloths, etc.) for the following day 
without sta1iing one last load in tt1e washer as 

they leave. 

Per review of the laundry staffing schedules on 

7/20/21 at approximately 7:00 pm, there was 

evidence of staff being scheduled to work during 

evening hours on many days of the week, but 

there were on average three days a week with no 

one schedu!ed after 3pm. 

Leaving wet linens for long periods of time ( or 
overnight) in washing machines without any 

ventilation creates the risk for the growth of mold 

and other microorganisms which may not al/ be 

killed by the dryer cycle. Since the reprocessed 

linens are used for every resident throughout the 

facinty, t11is practice has the potential to impact all 

residents. 

F 883 Influenza and Pneumococcal Immunizations 

SS=D CFR(s) 483 80(d)(1 )(2) 

§483.80(d) Influenza and pneumococcal

immunizations

§483.80(d)(1) Influenza. The facility must develop

policies and procedures to ensure that-

(i) Before offering the influenza immunization,

each res'ident 01· the resident's representative

receives educai1on regaJding the benefits and

potential side effects of tile immunization;

(ii) Each resident 1s offe1·ed an influenza
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F 883 Audited all current resident charts for im- 08/27/21 
munization records for compliance with regula- and 
tory guidelines to identify other affected resi- ongoing 
dents. 

Resident #22, education and documentation of 
pneumoccal vaccine reviewed and signed by 
resident. 

Documentation was standardized for immuni� 
zation documentation. All nurses were educat
ed to new procedure for immunization documen 
tation. 

Compliance with education of residents will be 
reviewed quarterly and reported in QA meetings 
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immunization October 1 through March 31 
annually. unless the immunization is medically 

contraindicated or tl1e resident has already been 

immunized during this tirne period; 

(iii) The resident or the resident's representative
has the opportunity !o refuse immunization; and

(iv)The resident's medical record includes

documentation that indicates, at a minimum, the
following·
(A) That the 1·eside11l 01· resident's representative
was provided educ,_1\ion regarding the benefits
and potential side effects of influenza
immunization: and
(B) Thal the resident either received the influenza
immunization or did not receive the influenza
immunization due to medical contraindications or

refusal.

§483.80(d)(2) Pneumococcal disease. The facility
must develop policies and procedures to ensure

that-
(i) Before offering the pneumococcal
immunization, each resident or the resident's
representative 1·eceives education regarding the

benefits and potential side effects of the
immunization;

(ii) Each resident is offered a pneurnococcal
immunization, unless ttie immunization is

medically contr"aindicated or the resident has
already been immuni;wd:
(iii) The 1·esident m the resident's representative

has the opportunity to 1·efuse immunization: and
(iv)The resident's medical record includes
documentation that indicates, at a minimum, the

following
(A) That the resident m resldent's representative

was provided education regarding the benefits
and potential side effects of pneumococcal
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immunization; and 
(8) That the residc,mt either i-eceived the

pneumococca! imrnuni1.:1tion or did not receive
the pneumococcal immunization due to medical

contraindicaf1on or refusal.

This REQUIREIVIENT Is not met as evidenced

by:
Based on staff inlerviE:w and record review, the

facility failed to ensure that each resident or

resident representat'lve receives education
regarding the benefits and potential side effects

of the pneumococcal immunization and that the
medical record includes documentation that

indicates this education was provided for one of 5

residents (Resident #22). Findings include:

1. Per review of r�esident #22's record, consent

for the pneurnococcal immunization was refused

by Resident #22 fo1 both the 1st and 2nd dose.
This is also reflected in Resident #22's care plan.

There was no docurnl':nted evidence in Resident

#22's record tr1c'it educal'lon regarding the benefits
and potential side effect�, of the pneumococcal

immunization was proVICJed to the resident or a

resident re!)resentative

Per interview with the Director of Nursing on 

7/20/21 at approximately 5:30 pm, they confirmed 

that no documentation could be found in Resident 
#22's record regarding pneumococcal 
immunization education provided to the Resident 

or a resident repi-esentative. 

F 887 COVID-19 Immunization 

SS=D CFR(s) 483 80(d)(3)(i)-(vii) 

§48380(d) (3) COVIIJ-1\J immunizations. The

L TC facility must develop and implement policies

and procedures to ensuI·e all the following:
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(i) When COVID-19 vaccine is available to the

facility. each re�Ident and staff member

is offered the COVID-"19 vaccine unless the

immunization is medically contraindicated or the

resident or staff member has already been

immunized:

(ii) Before offe1·ing COVID-19 vaccine, all staff

members are provided with education

regarding the benefits and risks and potential side

effects associated with the vaccine;

(iii) Before offenng COVJD-19 vaccine, each

resident or the resident n::presentative

receives education regarding the benefits and

risks and potential side effects associated with

the COVI0-19 vacci1H?;

(iv) In situations vvhrire COVID-19 vaccination

requires multiple doses, the resident,

resident represe11!c1Uve, or staff member is 
provided with currnnt information regarding those 

additional doses. including any changes in the 

benefits or risks and potential side effects

associated with the COVID-19 vaccine, before

requesting consent for administration of any

additional doses:

(v) The resident, resident representative, or staff

member has U-1e opportunity to accept or refuse a

COVID-19 vaccine, a11d change their decision;

(vi) The resident's medical record includes

documentation that indicates, at a minimum,

the following·

(A) That the resident or ,-esident representative

was provided education regarding the

benefits and potential risks associated with

COVI0-19 vaccInr�; ;111d 

(B) Each dose oi COVIU-19 vaccine administered

to the resident: 01 

(C) If the n:::side11l dtd no[ receive the COVID-19

vaccine due to medical
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contraindications or refusal; and 
(vii) The facility maintains documentation related
to staff COVID-19 vaccination that
includes at a niiniinum. the following:
(A) That staff were provided education regarding
the benefits and potential risks
associated with cov10 .. 19 vaccine;
(B) Staff were offNeci the COVID-19 vaccine or 
informatio11 on obtaining COVID� 19 vaccine: and

(C} The COVID-1\) v;-iccine status of staff and
related information c',s indicated by the Centers for
Disease Control and Prevention's National
Healthcare Safely Network (NHSN).
This REQUIREMENT is not met as evidenced

by:
Based on staff interview and record review, the

facility failed to enswe that each resident or
resident represent;:.1tIve receives education
regarding the benof1ts and potential side effects
of the COVID-rn vaccine and that the medical
record includes documentation that indicates this
education was provided for one of 5 residents
(Resident #36). Findings include:

1. Per review of Resident #36's medical record,
consent Im the COVID- ·19 vaccine was 1·efused
by Resident #36 Per R�;sident #36's MD (Medical
Doctor)/1\lf) (Nurse �) r;,1ctit'1oner)/PA ( Phys·1cians
Assistant) J\drnission note from 7/1/2021, "[they

stale] Illa! [they r1ave] not had a COVID-19
vaccine and does not intend to have one." There
was no documented evidence in Resident #36's

record that education regarding the benefits and
potential side effects of the COVID-19 vaccine
was provided to the resident or a resident

representc1tive

Pei- interview with the DIrr�ctor of Nursing on 

7/20/21 at approximc1tely 5:30 pm, they confirmed 
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that no documentation could be found in Resident 
#36's record regarding COV!D-19 vaccination 
education provided to the Resident or a resident 
representative. 
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