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A COVID-19 Focused Infection Control Survey
was conducted by the Department of Inspection
and Appeals from 10/19/20 - 10/26/20. The
facility was found to be out of compliance with the
Centers of Medicare and Medicaid Services
(CMS) and the Centers for Disease Control and
Prevention (CDC) recommended practices to
prepare for COVID-19.

See Code of Federal Regulations (42CFR) Part
482, Subpart B-C.
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§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 establish 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
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accepted national standards;

§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;

(i) 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
resident; including but not limited to:

(A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

(B) 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 IPCP and the
corrective actions taken 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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§483.80(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 observations and staff interview, the
facility failed to follow infection control practices to
prevent or reduce the risk of spreading infection
and disease. The facility reported a census of 23
residents.

Findings include:

On 10/19/20 at 1:30 PM, observed uncovered
clean linen sitting on a table in the lobby across
from the nurses' station.

On 10/21/20 at 9:18 AM, observed Staff A,
Certified Nurses' Aide (CNA), carrying uncovered
clothing to room 201. While walking saw the
clothing held against Staff A's isolation gown.
Staff B, Certified Medication Aide (CMA), brought
additional uncovered clothes to the room. As Staff
B walked to the room, watched the clothes touch
the staff's isolation gown.

On 10/21/20 at 9:43 AM, the Laundry Supervisor
stated they are not allowed to go down the halls,
so they place the clothes on the table on the
clean side of the tape. The aides then pick up the
clothes and deliver them to the residents' rooms.
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