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 N 000 Initial Comments  N 000

On 01/07/2025, Surveyor conducted a complaint 
investigation and abbreviated survey at Waterford 
at Hartford, a CBRF in Hartford.

One deficiency was identified.

The complaint was unsubstantiated.

Census: 14

 

 N 486 83.44(1)(a) Adequate laundry appliances 
available

Laundry area.  The CBRF shall make an 
adequate number of laundry appliances available 
to residents who choose to do their own laundry.  
The CBRF shall have a laundry area to sort, 
process and store clean and soiled laundry and 
shall handle clean and soiled laundry so as to 
prevent the spread of infection.

This Rule  is not met as evidenced by:

 N 486

Based on observation and interview, the provider 
did not ensure soiled laundry was handled in a 
way to prevent the spread of infection.

Findings include:

On 01/07/2025 at approximately 8:15 a.m., 
Surveyor toured the provider's facility. Surveyor 
observed piles of soiled clothing in the private 
bathrooms of Resident 1, Resident 2 and 
Resident 3.

On 01/07/2025 at approximately 10:45 a.m., 
Surveyor returned to the rooms of Resident 1, 
Resident 2 and Resident 3 and observed the 
piles of soiled clothing remained on the bathroom 
floors.
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On 01/07/2025 at approximately 10:50 a.m., 
Surveyor interviewed Housekeeper C. 
Housekeeper C acknowledged the soiled clothing 
on bathroom floors and stated the residents' 
laundry baskets must be in the laundry room 
while their laundry is being done.

On 01/07/2025 at approximately 11:15 a.m., 
Surveyor reviewed concern with Resident Care 
Coordinator B and Associate Administrator C that 
soiled laundry was not handled in a way that 
prevented the spread of infection. Associate 
Administrator C confirmed soiled laundry should 
be kept in laundry baskets and stated s/he would 
follow up on the facility's handling of laundry.
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