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A COVID-19 Focused Infection Control Survey
and two (2) Complaint Investigation (Cl), CI MS
#17301 and Cl MS #17496 was conducted by the
State Agency (SA) on 1/19/21 through 1/23/21.
During the survey, the facility was found to not be
in compliance with infection control regulations
and had not implemented the Centers for
Medicare and Medicaid (CMS) and the Centers
for Disease Control and Prevention (CDC)
recommended practices to prepare for
COVID-19. Deficiencies were cited at F 880,
F882, and F865.

The SA identified an Immediate Jeopardy (1J) that
began on 1/19/21, when the facility failed to follow
the Infection Control guidelines by not donning
Personal Protective Equipment (PPE) before
entering COVID-19 positive rooms and
observation rooms, not wearing face mask
correctly, not disinfecting medical equipment
before leaving a COVID-19 positive hall, not
washing hands in resident rooms, or using hand
sanitizer before exiting, having laundry on the
floor at entrance of laundry room and COVID-19
positive resident room door not being closed. The
facility also failed to have an Infection Control
Preventionist on staff who had completed
specialized training in Infection Prevention and
Control prior to SA entering the facility and failed
to implement and maintain an effective Quality
Assurance and Performance Improvement
(QAPI) program to focus on the facilities three (3)
COVID-19 outbreaks. The facility had a total of 89
residents and 68 staff tested positive for
COVID-19. The facility had a total of nine (9)
deaths from 11/1/20/ thru 1/17/21.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or 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 to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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The facilities failure to follow Infection Control
guidelines, have an Infection Control
Preventionist on staff, and implement an effective
QAPI program placed all residents at risk, in a
situation that was likely to cause serious harm,
injury, impairment, or death.

On 1/21/21, at 11:35 AM, the SA notified the
Administrator of the Immediate Jeopardy (IJ) and
the IJ template was provided to the Interim
Administrator.

The |J existed at:

42 CFR(s): 483.80(a)(1)(2)(e)(f)-Infection
Prevention and Control (F880)

42 CFR(s): §483.80(b)(4)(c)- Infection
Preventionist (F882)

42 CFR §483.75 (a)(1)(b)(1)(2)(3)(F)(1)(2)(3)(4)
(5)(6)(i)-Quality Assurance and Performance
Improvement (QAPI) program (865)

The facility submitted an acceptable Removal
Plan on 1/22/21 in which they alleged all
corrective actions to remove the IJ were
completed on 1/22/21 and the |IJ was removed on
1/22/21.

The SA validated the facility's Immediate
Jeopardy Removal Plan on 1/23/21 and
determined the IJ was removed on 1/22/21 prior
to the exit on 1/23/21. Therefore, the scope and
severity for 42 CFR(s) 483.80(a)(1)(2)(e)
(f)-Infection Control (F880), 42 CFR(s)
§483.80(b)(4)(c)- Infection Preventionist (F882),
and 42 CFR §483.75 (a)(1)(b)(1)(2)(3)(f)(1)(2)(3)
(4)(5)(6)(i)-QAPI (F865) were lowered from "L" to
a scope and severity of a "F" while the facility
develops a plan of correction to monitor the
effectiveness of the systemic changes to ensure
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the facility sustains compliance with regulatory
requirements.

CI #17301 was not substantiated for medical
records (accident report) not being released to
resident representative. Cl #17496 was not
substantiated for neglect.

The census at the time of the survey was 75 with
a license for 105.
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