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W 000 INITIAL COMMENTS W 000

 A recertification survey was conducted by the 

Office of Health Care Assurance (OHCA) from 

July 12 to July 13, 2023. The facility was found 

not to be in substantial compliance with 42 CFR 

483 Subpart I, CoP for Intermediate Care 

Facilities for Individuals with Intellectual 

Disabilities. The census at the time of entrance 

was three clients.

 

W 455 INFECTION CONTROL

CFR(s): 483.470(l)(1)

There must be an active program for the 

prevention, control, and investigation of infection 

and communicable diseases.

This STANDARD  is not met as evidenced by:

W 455

 Based on record review and interviews, the 

facility failed to provide an ongoing surveillance 

program for the prevention, control, and 

investigation of infections and communicable 

diseases. This deficient practice increases the 

susceptibility to infections and communicable 

diseases in their vulnerable clientele, which could 

cause them potential harm. 

Finding includes:

Record review of the facility's "Infection Control" 

policy and procedure, effective 07/29/21. It 

stated," ... all incidents of infectious conditions 

shall be: ... Documented on an infection control 

report form, Monitored to evaluate the occurrence 

of trends and adherence to infection control policy 

and procedures ..." The policy and procedure also 

outlined the nurse's responsibilities once a client 

has an infection, which included but was not 

limited to attending quarterly infection control 

meetings, identifying trends, and determining if 
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W 455 Continued From page 1 W 455

infection control practices are effective.

On 07/13/23 at 09:00 AM, interviewed Registered 

Nurse (RN)1 in the classroom located in the main 

office. RN1 was asked if they have a tracking and 

trending method for clients' infections, and she 

stated no. 

On 07/13/23 at 12:45 PM, interviewed Resident 

Coordinator (RC). RC was asked if they had an 

ongoing surveillance program for infection control 

and if quarterly infection control meetings occur 

and RC stated no. RC confirmed that the facility 

should start an active infection control program to 

monitor the health of their clients.
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