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Correction Date:

Amended 2567 on February 1, 2021 following an
IIDR conducted on January 27, 2021.

A COVID 19 Focused Infection Control Survey
and investigation of Complaint #92207 was
conducted by the Department of Inspections and
Appeals on 7/21-30/2020. The facility was not in
compliance with CMS and the Centers for
Disease Control and Prevention (CDC)
recommend practices to prepare for COVID 19.
(See the Code of Federal Regulations (42CFR)
Part 483, subpart B-C). The Complaint was
substantiated.

Resident Census: 64
F 880 | Infection Prevention & Control F 880
SS=K | CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control

The facility must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
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reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards;

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other
persons in the facility;

(i) When and to whom possible incidents of
communicable disease or infections should be
reported;

(iii) Standard and transmission-based precautions
to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the

F 880
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corrective actions taken by the facility.

§483.80(e) Linens.

Personnel must handle, store, process, and
transport linens so as to prevent the spread of
infection.

§483.80(f) Annual review.

The facility will conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on observations, record review, staff
interviews, and policy review the facility failed to
prevent the risk for serious harm, transmission
and infecting residents related to failure to
separate COVID-19 positive and negative
residents for 4 of 64 residents reviewed
(Residents #6, #7, #8 and #9) and failed to
implement complete and consistent screening of
employees. The facility reported as of 7/28/20
that 47 out of 64 residents COVID-19 positive.
The facility reported a census of 64 residents.

Findings include:

1. The Minimum Data Set (MDS) assessment for
Resident #6 dated 5/13/20, included diagnoses of
Non-Alzheimer's Dementia, anxiety disorder, and
Diabetes Mellitus. The assessment identified the
resident with a Brief Interview for Mental Status
(BIMS) score of 99, indicating unable to evaluate
cognitive status.

Review of Resident #6's Care Plan revised
7/16/20, revealed Resident #6 COVID- 19
positive.

The Minimum Data Set (MDS) assessment for

F 880
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Resident #7 dated 6/10/20, included diagnoses of
heart failure, pulmonary fibrosis(condition that
causes lung scarring and stiffness), and
Non-Alzheimer's Dementia. The assessment
identified the resident with a BIMS score of 5,
indicating severe cognitive impairment.

Review of Resident #7's Care Plan revised
7/23/20, documented Resident #7 was COVID-19
positive.

Observation on 7/22/20 at 1:00 p.m., revealed
Resident #6 and Resident #7 residing together in
room 604.

Review of Resident #7's Nursing Progress Notes
documented:

a. 7/17/20 at 8:13 a.m., resident with negative
COVID results from 7/13/20.

b. 7/23/20 at 9:54 a.m., family member aware of
resident's positive COVID result.

c. 7/23/20 at 7:02 p.m., Physician's Order Note-
call placed to the on-call physician due to
worsening condition. New order received to send
resident to Emergency Room(ER) due to
worsening condition and evaluation.

d. 7/23/20 at 10:56 p.m., call placed to hospital
for update on resident's condition. Resident's
chest x-ray and tests reveal the resident
diagnosed as COVID-19 positive, having
pneumonia, as well as a urinary tract infection
(UTI). The resident's temperature at ER reached
104.0 Fahrenheit. Nurse reports resident's family
wanted the resident sent to a hospital Intensive
Care Unit (ICU) for further treatment.

The Minimum Data Set (MDS) assessment For
Resident #8 dated 7/20/20, included diagnoses of
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Alzheimer's disease, dementia, and hypertension
(high blood pressure). The assessment indicated
the resident with a BIMS score of 5, indicating
severe cognitive impairment.

Review of Resident #8's Care Plan revised
7/16/20, revealed Resident #8 COVID- 19
positive.

The Minimum Data Set (MDS) assessment For
Resident #9 dated 6/14/20, included diagnoses of
Alzheimer's disease, and glaucoma. The
assessment identified the resident had a BIMS
score of 13, indicating no cognitive impairment.

Review of Resident #9's Nursing Progress Note
dated 7/23/20 at 11:29 a.m., documented family
aware of resident's negative COVID result.

Observation on 7/22/20 at 10:00 a.m., revealed
Resident #8 and Resident #9 residing together in
room 501.

During an interview on 7/22/20 at 12:45 p.m.,
Staff E, Director of Nursing (DON) confirmed
Resident #6 was COVID-19 positive and
Resident #7 was COVID-19 negative, residing
together in room 604. Staff E, DON also
confirmed Resident #8 was COVID-19 positive
and Resident #9 was COVID-19 negative,
residing together in room 501. Staff E, stated the
plan was to move them but confirmed residents
had not been separated. The facility failed to
cohort or isolate COVID positive and COVID
negative residents to reduce the risk of
transmission of COVID-19 amongst residents.

2. During an interview on 7/22/20 at 10:08 a.m.,

F 880
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Staff A, Certified Medication Aide (CMA) stated
the following process for staff screening when
entering the facility to work: take their own
temperature, use hand sanitizer, ring the doorbell
to get in, and hit confirm button on the time clock.

During an interview on 7/27/20 at 9:00 a.m., Staff
B, Certified Nurse Aide (CNA) stated the following
process for staff screening when entering the
facility to work: take your temperature, answer the
questions on the time clock, and if the answer is
yes then have to call a supervisor. Staff B, CNA
stated she had been exposed to COVID-19 in the
building.

During an interview on 7/27/20 at 9:55 a.m., Staff
C, Licensed Practical Nurse (LPN) stated the
following process for staff screening when
entering the facility to work: answer questions on
the time clock and take her own temperature.
Staff C, LPN, stated the process switched to staff
checking the documented temperature of the
staff before you with the memory on the
thermometer. Staff C, LPN stated around 1:30
p.m. on an unknown date, Staff G, CMA reported
to Staff C, LPN that she had upper respiratory
symptoms and a cough, but no temperature
throughout the shift. Staff G, CMA also reported
to Staff C, LPN the same symptoms were
reported to a nurse at the beginning of her shift
and the nurse told Staff G, she was fine to work.
Staff C, LPN stated she questioned Staff G
regarding the need to go home and Staff G stated
she felt okay. Staff C did not report Staff G's
symptoms to her supervisor, did not send Staff G
home, and reported was unaware if Staff G
completed her shift.

During an interview on 7/23/20 at 2:50 p.m.., Staff
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G, CMA reported working the whole shift on
7/3/20 with a dry cough, body aches, not feeling
well and no temperature throughout the shift.
Staff G stated symptoms were reported to Staff
C, LPN. Staff G, also reported she tested COVID
19 positive on 7/9/20.

During an interview on 7/27/20 at 1:16 p.m., Staff
D, Registered Nurse, (RN) stated the following
process for staff screening when entering the
facility to work: questions on the time clock are
answered and take own temperature. If staff
temperature was 100.3 or above then the staff
had to go home. If staff answered yes on the time
clock, the staff had to be seen by a supervisor.
Staff D, RN stated she had not screened any staff
members due to the time clock questions. Staff
D, reported she allowed Staff B, CNA to work an
entire shift on an unknown date with knowledge
of Staff B having symptoms of a cough, dizziness,
and overall not feeling well. Staff D, RN stated
Staff B did not have a fever and stated guidance
from Administration was staff can work if have no
fever. Staff D, RN was unable to verify direct
guidance from a supervisor. Staff D explained
Staff B's symptoms were not reported to a
supervisor.

In review of eighteen pages of untitied documents
dated 7/21/20 - 7/28/20, noted staff names and
temperatures documented only 238 of 660 entries
of staff temperatures documented checked or
initialed by staff as verified. The facility failed to
follow facility policy and procedure.

Review of an undated facility policy titled,
COVID-19 Screening Policy and Procedure
stated the following:

a. Staff will self-screen and verify temperatures.
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b. Take your temperature and write your name
and temperature in the self-temperature book.

c. The "subsequent staff" member will verify the
temperature [of the previous staff member] from
the memory of the thermometer and initial next to
the temperature.

d. Answer the questions on the time clock. If you
answer yes to any of the questions, a nurse
will come to the door to assess the staff member
prior to clocking in and entering the building. The
nurse will then determine if the staff member may
enter the building or be advised to go home.

In review of facility's documents titled COVID-19
Employee Time clock Responses the following
noted:

a. 36 sheets dated 7/1/20 - 7/7/20.

b. 37 sheets dated 7/8/20 - 7/15/20.

c. 5 sheets dated 7/25/20 - 7/26/20.

The facility failed to have all signs and symptoms
of COVID-19 in the staff screening process per
Centers for Disease Control and Prevention
(CDC) guidelines dated 5/13/20 to include:

a. Screen all health care personnel at the
beginning of their shift for fever and symptoms of
COVID-19.

b. Actively take their temperature and document
absence of symptoms consistent with COVID-19.
c. Assess for fever or chills, cough, shortness of
breath or difficulty breathing, fatigue, muscle or
body aches, headache, new loss of taste or
smell, sore throat, congestion or runny nose,
nausea or vomiting, and diarrhea.

d. If they are ill, have them keep their cloth face
covering or facemask on and leave the
workplace.

e. If health care personnel develop fever (100.0
F) or symptoms consistent with COVID-19 while
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at work they should inform their supervisor and
leave the workplace.

During an interview on 7/30/20 at 10:05 a.m.,
Staff E, DON, stated, "Prior to our Immediate
Jeopardy (1J), staff would enter the front door,
take their own temperature, and write it down on
the flowsheet (on the table). The next staff to
follow staff in would check the memory on the
thermometer, circle and initial the employee entry
before them. Obviously, that wasn't getting done
100% of the time but my expectations were that
staff were doing this as directed."

The incident detailed above resulted in
determination of Immediate Jeopardy for the
facility and notified of such on 7/28/20 at 5:00
p.m.. The Facility Staff abated the Immediate
Jeopardy situation on 7/29/20 through the
following actions:

a. One COVID-19 positive resident cohorting with
a COVID-19 negative resident moved to a private
room on the isolation hall in Room 300. The other
two COVID-19 positive and negative residents
that were cohorting are no longer in the same
room as the COVID-19 negative resident
transferred to the hospital with a COVID-19
positive diagnosis.

b. All staff notified on 7/29/20, via a mass text
message, thru the facilities Smart Link system, of
the change of policy regarding screening of staff
upon entrance for a complete list of COVID-19
signs and symptoms and the requirement for a
nurse to take all staff temperatures.

Based on the results of the corrective measures
taken by the facility lowered the scope and
severity of the deficiency from a K level to an E
level.
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