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Amended 11/24/20 following IDR. !
‘ i
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|
' The following deficiency relates to the Focused
Infection Control Survey and Complaint #92958. i

(5(7

! Complaint # 92858 was not substantiated.

’ See Code of Federal Regulations (42CFR) Part
483, Subpart B-C,
F 880 . Infection Prevention & Control F 880
SS=K | CFR(s): 483.80(a)(1)(2)(4)(e)(f) ‘ 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., 1 !
 The facllity must establish an infection prevention :
and control program (IPCP) that must include, at
. a minimum, the following elements:

1 §483.80(a)(1) A system for preventing, identifying, z‘
. reporting, investigating, and controliing infections i
“ and communicable diseases for all residents, ‘
staff, volunteers, visitors, and other Individuals f |
providing services under a contractual
,‘ arrangement based upon the facility assessment
conducted according to §483.70(e) and following
_ accepted national standards;

' |

| _
LABORATORY !l) R’'S OR PROVIDER/SU! ISR REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
e, pav LISHA A ncpre o [2/2 o0

Any deficiancy sta!em;}n;ng with an asterisk (*) den a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide ent protection to the patients “\See Instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of hether or not a plan of correction is pravided. For nursing homes, the above findings and plans of correction ara disclosabla 14
days following the date these documents are made available to the faciiity. If deficlencios are cited, an approved plan of commection is requisite to continued
program participation.
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§483.80(a)(2) Written standards, policies, and
procedures for the pragram, 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
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.
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The fagcility will conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, and staff
interviews, the facility failed to implement a
comprehensive infection prevention and control
program and an effective screening process for
staff and visitors in accordance with CMS and
CDC guidance. The facility knowingly allowed
Staff A to work with symptoms of COVID-19.
Staff A tested positive for COVID-19. The facility
reported a census of 49.

Findings include:

The CDC's Preparing for COVID-19 in Nursing
Homes Infection Control for Nursing Homes
Guidance dates June 25, 2020, directed the
facility to Evaluate and Manage Healthcare
Personnel by:

Implement sick leave policies that are
non-punitive, flexible, and consistent with public
health policies that support HCP to stay home
whenill.

Create an inventory of all volunteers and
personnel who provide care in the facility. Use
that inventory to determine which personnel are
non-essential and whose services can be delayed
if such restrictions are necessary to prevent or
control transmission.

As part of routine practice, ask HCP (including
consultant personnel and ancillary staff such as
environmental and dietary services) to regularly
monitor themselves for fever and symptoms
consistent with COVID-19.
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- Remind HCP to stay home when they are ill.
- If HCP develop fever (T greater to or less
than 100.0 F) or symptoms consistent with
COVID-19 while at work they should inform their
supervisor and leave the workplace. Have a plan
for how to respond to HCP with COVID-19 who
worked while ill (e.g., identifying and performing a
risk assessment for exposed residents and
co-workers).

- HCP with suspected COVID-19 should be
prioritized for testing. Screen all HCP at the
beginning of their shift for fever and symptoms of
COVID-19.

- Actively take their temperature* and
document absence of symptoms consistent with
COVID-19. If they are ill, have them keep their
cloth face covering or facemask on and leave the
workplace.

-  Fever is either measured temperature
>100.0 F or subjective fever. Note that fever may
be intermittent or may not be present in some
individuals, such as those who are elderly,
immunosuppressed, or taking certain
medications (e.g., NSAIDs). Clinical judgement
should be used to guide testing of individuals
in such situations.

- HCP who work in muitiple locations may pose
higher risk and should be encouraged to tell
facilities if they have had exposure to other
facilities with recognized COVID-19 cases.

According to the Centers for Disease Control
Symptoms of Coronavirus document dated May

F 880
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13, 2020 peopie with COVID-19 have had a wide
range of symptoms reported, ranging from mild

symptoms to severe illness. Symptoms may
appear 2-14 days after exposure to the virus.
People with the following symptoms may have
CoviD-19:

- 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.

- Diarrhea.

During an interview on 8/26/20 at 10:15 a.m.,

Staff A (Nurse Aide) reported on 8/18/19 she had

body aches from head to toe and low grade
temperature. Staff A called the facility to report

her low grade temperature which was unusual for
her. Staff A reported a baseline temperature 97.6
degrees Fahrenheit (F). The next day (8/19/20)

she called the facility and reported she had a low
grade temperature all morning. She talked to the

Administrator who directed her to talk to the
Director of Nurses (DON). Staff A explained to
the DON the symptoms she had. The DON
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directed her to report to work. Upon arrival to
work she had her temperature taken 3 times.

She had a fourth temperature obtained on her
neck of 98.9 degrees F. She was not told to
avoid the residents. Around 9:00 p.m. she felt
worse and had body aches and sweating. Staff B
(Agency Licensed Practical Nurse) took her
temperature and it was 100.1 degrees F. Staff B
told her she did not have the authority to send her
home. Staff A text the Administrator and informed
her of her symptoms. The Administrator told her
to finish her shift and then go home. Staff A
believed they had her work because they did not
have enough staff. Staff A attempted to find
someone else to work. Staff Ahad a COVID test
on 8/20/20 and the results returned on 8/24/20.

The RPiD Report revealed Staff Ahad a
COVID-19 tested collected on 8/20/20. The Final
Report on 8/24/20 at 6:44 p.m. revealed Staff A
had COVID-19.

Review of the time clock questions revealed the
following:

1) Have you left the country within the last 45
days?

2) Do you have cold symptoms?

3) Have you been exposed to anyone with
Covid-19? If yes, leave now and call your
supervisor.

Review of the Time Card dated 8/19/20 revealed
Staff A clocked in at 2:27 p.m. and clocked out at
10:03 p.m.

Review of the "Employee sign in tracking sheet"
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log directed staff to document Employee Name,
Date, Shift, Temperature upon clock in,
Temperature upon clock out, Symptoms of
cough, cold, sore throat, shortness of breath,
Hands hygiene per facility protocol, Observer for
hand washing, and PPE utilized. The bottom of
the log directed to attach copy to daily schedule
sheet for tracking purposes.

The "Employee sign in tracking sheet" log dated
8/19/20 revealed Staff A indicated she did not
have symptoms of cough, cold, sore throat, or
shortness of breath. Staff A had a temperature
of 98.8 degrees Fahrenheit upon clock in and
100.1 degrees Fahrenheit upon clock out.

Review of Staff A's cell phone log revealed the
following calls to Donnellson Heath Center at;
three outgoing calls and one incoming call to on
August 18, 20, two outgoing calls on August 19,
2020, and two outgoing calls on August 20, 20.

Cell phone records reveal text messages
between Staff A and the DON's cell phone
number from August 19, 20 at 12:17 p.m. and
August 20, 2020 at 4:55 p.m.

August 19, 20 at 12:17 p.m., Staff Astated in a
text message, "Staff C said no. | messaged Staff
D and she won't answer me. Still waiting on the
call to get my truck"

August 19, 20 at 12:45 p.m., Staff Astated in a
text message, "Hope is just as sick as | am. So
nope she is not coming in either”

August 19, 20 at 1:10 p.m., Staff A stated in a text
message, "So my truck is done. So | will be a little
late."
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August 19, 20 at 1:16 p.m., text message sent
from DON's cell phone stated, "Okay great. How
late are you talking."

August 19, 20 at 1:16 p.m., Staff A stated in a text
message, "Hopefully only 30mintues but will be
there by 3 PM for sure"”

August 19, 20 at 1:16 p.m., text message sent
from DON's cell phone stated, "Okay, I'll hold you
toit."

August 19, 20 at 1:16 p.m., Staff A stated in a text
message, "Lol, okay. | promise | am on my way to
get my truck. Sick or not | am coming in"

August 19, 20 at 1:26 p.m., text message sent
from DON's cell phone stated, "We are all sick."

August 20, 20 at 3:55 p.m. Staff A stated in a text
message, "DON it's Staff A and | need a covid
test done” "Can you meet me at the nursing
home and give me the test"

August 20, 20 at 3:55 p.m. text message sent
from DON's cell phone stated, "How far out are
you“

August 20, 20 at 4:29 p.m. text message sent
from DON's cell phone stated, "It is protocol.”

August 20, 20 at 4:29 p.m. Staff A stated in a text
message, "LOL makes sense" "l just know that |
still feel like death today and still getting fevers"
"And the guy | am seeing is sick the same way
and he has several people at his work place out
with positive covid. So they made him get tested
today."

F 880
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August 20, 20 4:55 p.m. Staff A stated in a text
message, "l am here"

Cell phone records reveal text messages
between Staff A and the Administrator's cell
phone number on 8/19/20.

On 8/19/20 at 9:50 p.m. Staff A stated in a text
message, "Okay so | have been open and honest
about running elevated temperature all week long
and with them going up to 100. Now as | tock my
temper at 9pm because | stopped sweating and
got cold again with body aches again it is back up
to 100.1."

August 19, 20 at 9:50 p.m. text message sent
from Administrator's cell phone stated, "I'm sorry
who is this?"

August 19, 20 at 9:50 p.m. Staff A stated in a text
message, "Sorry this is Staff A"

August 19, 20 at 9:50 p.m. text message sent
from Administrator's cell phone stated, "What was
your temp when the nurse temped you today at
start of shift?"

August 19, 20 at 9:50 p.m. Staff A stated in a text
message, "99"

August 19, 20 at 9:50 p.m. text message sent
from Administrator's cell phone stated, “ok. Are
you done at 10 tonight?"

August 19, 20 at 9:50 p.m. Staff A stated in a text
message, "yes"

F 880
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August 19, 20 at 9:50 p.m. text message sent
from Administrator's cell phone stated, "ok. Go
home and rest and we'll check in with you
tomorrow"

August 19, 20 at 9:50 p.m. Staff A stated in a text
message, "Okay and | am planning on going to
doctor to make sure this is just a bad sinus
infection”

August 19, 20 at 9:50 p.m. text message sent
from Administrator's cell phone stated, "ok keep
us updated.”

During an interview on 8/27/20 at 10:38 a.m. the
Director of Nursing (DON) stated the staff
screening process included taking the staff's
temperature inside the service door and if they
had symptoms, they must leave. The DON
stated that she thought 99.0 degrees Fahrenheit
is the temperature that required a staff to go
home. The DON stated that a nurse usually
takes the temperature upon entry and exit. The
DON stated the maximum time a temperature is
taken is twice because the staff are overheated
from the sun. The DON stated the temperature is
taken on the forehead and around the ear. The
DON stated the employees write their
temperature in the screening log, but a nurse is
observing. The DON stated she was not exactly
sure what symptoms are asked on the time clock
or the screening tool. The DON stated that had
not heard from Staff A via phone call or text
message prior to her shift on August 19, 2020.
The DON stated that she only heard from Staff A
when she showed up for a COVID-19 test the
following day at 5 p.m. The DON stated that she
did not know if the facility had done contact
tracing for the positive COVID-19 employee.
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During an interview on 8/26/20 at 4:15 p.m. Staff
B (Agency Licensed Practical Nurse) stated if an
employee was not feeling well, | would take their
temperature and assess their symptoms. Staff B
stated Staff A's symptoms were fever,
exhaustion, and achy. Staff B stated that she
was not sure if she could make the decision, but
stated she told Staff A to leave. Staff B stated
that Staff A finished her shift on August 19, 2020.

Review of the screening sign in sheets from
August 11 - 26, 20 revealed several incomplete
entries.

According to Covid-19 in lowa Dashboard at
www.coronavirus.iowa.gov, Lee County had
18.1% positivity rate (past 14 day average) on
September 1, 2020.

Review of the policy titted Emergency
Preparedness Plan under the subtitle Pandemic
Emergency Procedure dated 9/23/19 stated
employees should be instructed to self-report
symptoms and exposure.

On 9/1/20 at 3:00 p.m., the State Agency notified
the facility of the Immediate Jeopardy.

On 9/2/20, the facility abated the Immediate
Jeopardy. The facility revised their screening tool
and time clock to include the current COVID-19
symptoms and educated staff on the new
screening process before entering the facility.
After corrective actions the scope lowered from
"K" to "Ell.
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Plan of Correction

Donnelison Health Care Center Focused Infection Control Survey August 26th, 2020 -
September 9th, 2020

The statements made in the plan of cotrection are not an admission to and do not constitute an
agreement with the alleged deficiencies. To remain in compliance with state and federal
regulators the facility has or will take the following actions set forth in the plan of correction.

8 on Prevention & Control
This facility does and will continue to implement a comprehensive infection prevention and
control program and an effective screening process for staff and visitors in accordance with
CMS and CDC guidelines. On September 1st, 2020, the facility provided education to staff on
the new employee COVID-19 screening questions prior to entrance into the facility for each
scheduled shift. The education included a revised question programmed into the electronic time
clock, a listing of COVID symptoms next to the time clock and education on staff temperatures
to determine if staff is able to work their scheduled shift. The facility will ensure that staff follow
the updated screening process and that any employee with a temperature over 99.0 degrees
will be directed to go home for follow up direction from their supervisor. The human resource
department will continue to monitor how staff answer the questions in the electronic time clock
system on a daily basis. The administrator or designee will continue to monitor the daily staff
screen in forms and staff temperatures to ensure that staff are not working while feeling ill or
have a temperature above 99.0. All results will be shared with the QA team monthly for 3
months.



