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{F 000} INITIAL COMMENTS {F 000}

 An onsite revisit was conducted on 05/25/22. 

Tags F561, F686, F689, F761, F804, F812, and 

F880 were corrected as of 05/25/22. A repeat 

tags was cited. The Directed Plan of Correction 

including the Root Cause Analysis were reviewed. 

The facility remains out of compliance. Event ID# 

ZN7X13.

 

{F 867} QAPI/QAA Improvement Activities

CFR(s): 483.75(g)(2)(ii)

§483.75(g) Quality assessment and assurance.

§483.75(g)(2) The quality assessment and 

assurance committee must:

(ii) Develop and implement appropriate plans of 

action to correct identified quality deficiencies;

This REQUIREMENT  is not met as evidenced 

by:

{F 867}

SS=D

 Based on record review, and staff interview, the 

facility's Quality Assessment and Assurance 

(QAA) committee failed to ensure regulatory 

compliance with F888 and failed to maintain 

implemented procedures and monitor the 

intervention that the committee put into place on 

5/3/22. This was for one repeated deficiency 

regarding COVID 19 Vaccination of Facility Staff 

which was originally cited on 04/01/22 during a 

revisit and complaint investigation survey. The 

continued failure of the facility during the two 

federal surveys showed a pattern of the facility's 

inability to sustain an effective QAA program. 

The findings included:

This citation is cross referred to: F888: Based on 

record review and staff interviews the facility 's 

process failed to identify 2 staff employed under 
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{F 867} Continued From page 1 {F 867}

contract who were not fully vaccinated and failed 

to implement an effective process for tracking 

COVID-19 vaccinations status for 2 of 5 staff 

reviewed for COVID-19 Vaccination Status 

(Dietary Aide #1 and Dietary Aide #2). The facility 

was not in outbreak status and had no positive 

cases for COVID-19 among the residents.

During the revisit and complaint investigation 

survey completed on 04/01/22 the facility failed to 

implement an effective process for tracking the 

COVID-19 vaccination status for 49 of 105 (47%) 

staff working in the facility who were reviewed for 

COVID-19 Vaccination Status. The facility was 

not currently in outbreak status.

The Administrator was interviewed on 05/25/22 at 

4:30 PM. The Administrator stated that at the time 

of the April 2022 survey, the facility did not have a 

process in place for tracking the vaccination 

status for all staff, but that now the facility 

currently had that process in place. The 

Administrator stated that the facility was aware of 

2 dietary staff under contract who were not fully 

vaccinated, but the plans were to offer them the 

2nd dose of a multi-dose vaccine at the facility's 

next COVID 19 clinic on 06/7/22. The 

Administrator also stated that she was aware that 

the dietary staff could obtain their 2nd dose of the 

COVID 19 vaccine elsewhere, but that the facility 

was planning to offer it to them at the next clinic. 

The Administrator stated that per federal 

regulations the facility was only required to 

ensure their staff had at least 1 dose of a 

multi-dose COVID 19 vaccine, and that the 2nd 

dose was not currently required.
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