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F 000 INITIAL COMMENTS F 000

 A COVID-19 Focused Infection Control Survey 

was conducted by the State Agency (SA) on 

August 25, 2020. The facility was not in 

substantial compliance with Infection Control. The 

facility was not following infection control safety 

practices and guidance ercommended by the 

Centers for Medicare and Medicaid Services and 

the Centers for Disease Control and Prevention 

(CDC), during a COVID-19 pandemic.

The facility census at the time of the survey was 

67.

 

F 880 Infection Prevention & Control

CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§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 

accepted national standards;

F 880 9/11/20

SS=E
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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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F 880 Continued From page 1 F 880

§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 

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 observation, staff interview, facility 

policy review, and record review, the facility failed 

to prevent the likelihood of the spread of 

COVID-19 as evidenced by the lack of social 

distancing and wearing masks by residents in the 

Alzheimer's unit for six (6) of six (6) tours of the 

unit and lack of social distancing and wearing 

masks by the staff for one (1) of one (1) tour of 

the employee dining room.

Findings include:

Review of the facility's "Coronavirus Disease 

(COVID-19) - Infection Prevention and Control 

Measures" policy, dated April 2020, revealed it 

was the policy statement that this facility follows 

recommended standard and transmission-based 

precautions, environmental cleaning, and social 

distancing practices to prevent the transmission 

of COVID-19 within the facility. The Policy 

Interpretation and Implementation revealed: #1. 

This policy is based on current recommendations 

for standard precautions and transmission-based  

precautions, environmental cleaning, and social 

distancing for COVID-19. #8. Group outings, 

group activities, and communal dining are 

canceled until further notice. 9. Social distancing 

is enforced among residents.

An interview, on 8/25/20 at 10:10 AM, with the 

Administrator, revealed the facility has had 12 

COVID-19 positive residents and 18 COVID-19 

positive employees.

 Bedford Care Center of Newton, LLC is 

submitting this Plan of Correction 

pursuant to the applicable federal and 

state regulations. Bedford Care Center of 

Newton, LLC's response to these 

allegations is no way an admission that 

the facility violated any federal or state 

regulations or failed to follow any 

applicable standard of care.

1. All residents in the Alzheimer's Unit 

were encouraged to Social Distance and 

wear a mask on 08/25/20 by Unit staff.  

Licensed Practical Nurse (LPN) #1, LPN 

#2, Certified Nurse Assistant (CNA) #1, 

CNA # 2, CNA #3 and Dietary staff #1, 

Dietary staff #2, and Dietary staff #3 were 

instructed on 08/25/20 that they can only 

have 2 staff members at a table during 

meal times and reminded about social 

distancing by the Director of Nursing 

(DON). 

2. All Residents and staff have potential to 

be affected. 

3. On 08/26/2020 Dietary staff, nursing 

staff, laundry staff, housekeeping staff, 

Maintenance staff, Activity staff, Central 

Supply, Medical Records, and Business 

Office staff were re-inserviced by the Staff 

Developement Nurse on Social Distancing 

and proper mask use and documentation 
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An observation, on 8/25/20 at 10:40 AM, revealed 

16 residents was in the Alzheimer's unit sitting at 

tables in the dining area with one (1) to four (4) 

residents at each table. The residents were 

eating and drinking snacks and talking. They 

were not socially distanced and none were 

wearing masks. At no time did any of the three (3) 

staff members present attempt to distance the 

residents or apply masks.

An interview, on 8/25/20 at 10:42 AM, with 

Licensed Practical Nurse (LPN) #1, confirmed the 

residents were not socially distanced. 

An observation, on 8/25/20 at 11:20 AM, revealed 

residents in the Alzheimer's unit sitting at the 

dining tables, not socially distanced and no 

masks on. The Social Service Director and two 

(2) Certified Nursing Assistants were present on 

the unit. 

An observation, on 8/25/20 at 11:40 AM, revealed 

lunch had been served on the Alzheimer's unit. 

The residents were still sitting at the tables eating 

and talking and not socially distanced. 

An observation and interview, on 8/25/20 at 12:00 

PM, with LPN #1, confirmed the residents were 

not socially distanced. She stated that the 

residents at the tables were not as far apart as 

they should be. LPN #1 stated that they should be 

six (6) feet apart for safety reasons, in case one 

resident was sick, it would prevent others from 

getting sick easily. She stated they did try for a 

little while to socially distance the residents, but 

didn't know why they stopped.

An observation and interview, on 8/25/20 at 12:45 

PM, with Registered Nurse #1, the Infection 

of resident non compliance of Social 

Distancing and mask use.  On 09/08/2020 

a Root Cause Analysis (RCA) was done 

by the facility Quality Assurance 

Performance Improvement team and 

results were Staff from the Nursing 

Department and Dietary Department were 

previously inserviced, but fail to 

consistently follow instructions. Dietary 

staff, Nursing staff, Housekeeping staff, 

Laundry staff, Activity staff, Business 

Office staff, Social staff, Central Supply, 

and Medical Record staff were 

re-inserviced by the Infection Control 

Preventionist on 09/09/2020 regarding 

Hand Hygiene and infection control 

practices regarding proper use of masks 

and Social Distancing.  

4. The Director of Nursing, Infection 

Preventionist, Registered Nurse 

Supervisors and/or the Resident Care 

Coordinators will monitor staff during 

meals and residents in the Alzheimer's 

Unit daily for proper mask use and social 

distancing.  The results of this monitoring 

will be brought to the Quarterly Quality 

Assurance Committee meeting to assess 

the effectiveness and changes will be 

made as deemed necessary by the 

Quality Assurance Committee.
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F 880 Continued From page 4 F 880

Preventionist confirmed the residents in the 

Alzheimer's unit should not be sitting so close 

during the meal. She stated that there are two 

rooms on the unit, and they should try to split 

them up in the two (2) areas. She stated she 

thinks they may have tried at one time, but some 

of the residents were not compliant. She stated 

the residents not being six (6) feet apart was not 

good because, if they coughed or sneezed they 

are at risk to possibly spread germs to all of 

them.

An observation, on 8/25/20 at 1:00 PM, with RN 

#1, the Infection Preventionist, revealed 14 

employees in the front area of the dining room 

eating lunch and not socially distanced. The 

observation revealed two (2) to five (5) 

employees at each of the tables. Observation of 

the back dining area revealed four (4) employees 

eating lunch, two (2) were socially distanced at 

separate tables alone and two (2) were sitting 

together at a table not six (6) feet apart.   

An observation and interview, at 1:02 PM, in the 

presence of Registered Nurse (RN) #1 revealed 

Licensed Practical Nurse (LPN) #1, LPN #2, 

Certified Nursing Assistant (CNA) #1, CNA #2, 

and CNA #3 sitting together at a table with no 

masks on and not at least six (6) feet apart. 

During an interview with LPN #2, concerning 

social distancing, she held her arm up and out to 

her side and stated she thought they should be 

about that far apart, but when questioned she 

confirmed that would not be six (6) feet. LPN #1 

and #2, CNA #1, CNA #2, and CNA #3 confirmed 

they had attended in-services that addressed 

being six feet apart to prevent the spread of 

COVID.   
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An observation and interview, at 1:05 PM in the 

presence of RN #1, revealed Dietary Staff #1, 

Dietary Staff #2, and  Dietary Staff #3 sitting at a 

dining table eating lunch and talking. Dietary Staff 

#1 stated that they usually go out to their cars to 

eat lunch, but didn't today because it was raining. 

Dietary staff #3 stated they keep their masks 

down when they are eating and put them back up 

when they finish eating and talk. Dietary Staff #1, 

#2, and #3 confirmed they had attended 

in-services on social distancing.

An interview, on 8/25/20 at 1:10 PM, with the 

Administrator revealed that all staff had been 

in-serviced on social distancing. She stated they 

know five (5) people at the table is too many and 

that this could cause the spread of COVID. 

An observation and interview, on 8/25/20 at 1:15 

PM, with the Director of Nursing (DON) revealed 

residents in the Alzheimer's unit  at the dining 

tables not wearing masks or socially distancing. 

The DON stated they had attempted in the 

beginning to get the residents to stay in their 

rooms, wear masks, and socially distance, but it 

didn't work. The DON stated she guessed they 

were going to have to try something.

An interview, on 8/25/20 at 1:20 PM, with  LPN 

#1, revealed when COVID first started she 

thought they tried social distancing with the 

Alzheimer residents. She stated the only time she 

had seen any of those (Alzheimer) residents with 

a mask on was when they came out of the unit for 

something.

During an observation and interview, on 8/26/20 

at 1:26 PM, with the Nurse Practitioner, she 

confirmed the residents were not socially 
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distanced. She stated it would be good if the staff 

tried to keep the residents six (6) feet apart. She 

stated the staff should follow CDC (Centers for 

Disease Control and Prevention) guidelines.

Review of the facility's in-service sign-in sheets 

revealed LPN #1 and #2, CNA #1 and #3, and 

Dietary Staff #1, #2, and #3 had attended 

in-service education on COVID-19.
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