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S 000 Initial Comments

Complaint Investigation 2610596/I1L199618 -
300.696d)13)

$9999 Final Observations
Statemnet Of Licensure Violations:
300.696d)13)
Section 300.696 Infection Prevention and
Control
d) Each facility shall adhere to the following
Control and Prevention, United States Public

Health Service, Department of Health and
Human Services, Agency for Healthcare

13) Interim Infection Prevention and Control
Recommendations to Prevent SARS-CoV-2
Spread in Nursing Homes.

by:

Based on observation, interview, and record
review the facility failed to ensure personal

protective equipment (PPE) was wore into a

for COVID-19 (droplet precautions/airborne

The findings include:

guidelines and toolkits of the Centers for Disease

Research and Quality, and Occupational Safety
and Health Administration (see Section 300.340):

These requirements were not met as evidenced

residents room who was on isolation precautions

precautions) which affected 1 of 6 residents (R1)
reviewed for infection control in a sample of 6.
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S9999  Continued From page 1

R1's Admission Record printed 1/20/20 showed
R1 is a 100-year-old female resident admitted to
the facility on 8/18/2025.

R1's Respiratory Panel test results dated
1/14/26 showed R1 was positive for COVID-19.

On 1/20/26 at 9:05 AM, R1's doorway had signs
notifying R1 was on isolation for COVID-19. V4
(R1's Hospice Nurse Case Manager) and V5
(R1's Hospice Physician) were interviewing R1 in
the room wearing only surgical masks.

On 1/20/26 at 9:45 AM, V2 (Infection Control
Preventionist) stated the appropriate PPE to be
worn in a COVID-19 isolation room is eye
protection, N-95 mask, gown, and gloves before
entering a room.

On 1/20/26 at 11:30 AM, V3 Nurse Practitioner
stated anyone entering a COVID-19 positive
residents' room should wear the appropriate
PPE. This includes third party healthcare
professionals.

The facility's undated COVID-19 Policy showed
when a resident is positive for COVID-19 staff
need to wear a N95 respirator, eye protection,
gown and gloves upon entering the resident's
room.
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