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Initial Comments 

Complaint Investigation 2613677/2966891 

Final Observations 

Statement of Licensure Violations: 

300.696a) 

300.1210b) 

Section 300.696 Infection Prevention and Control 

a) A facility shall have an infection prevention and 

control program for the surveillance, investigation,

prevention, and control of healthcare-associated 

infections and other infectious diseases. The program 

shall be under the management of the facility's 

infection preventionist who is qualified through

education, training, experience, or certification in 

infection prevention and control. 

Section 300.1210 General Requirements for Nursing and 

Personal Care 

b) The facility shall provide the necessary care and 

services to attain or maintain the highest practicable 

physical, mental, and psychological well-being of the 

resident, in accordance with each resident's

comprehensive resident care plan. Adequate and properly

supervised nursing care and personal care shall be

provided to each resident to meet the total nursing and 

personal care needs of the resident.

These requirements are not met as evidenced by: 

Based on observation, interview, and record review, the 

facility failed to ensure a resident experiencing 

nausea and loose stools during a salmonella outbreak 

was considered for salmonella infection. This failure 

resulted in R6 experiencing loose stools with nausea 

for a week before being sent to the local hospital for 

salmonella and sepsis. This applies to 1 of 6 residents 

reviewed for infection control in the sample of 6. 
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possibly have salmonella. V13 said the first week back 

at the facility following the hospital stay, R6's 

function was affected, noting R6 had experienced three 

falls within the first week. 

On 4/6/26 at 10:23 AM, V6 (Regional Infection Control 

Coordinator) said it was recently confirmed after 

sample analysis that all four samples of the positive 

cases at the facility were identical organisms. 
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