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INITIAL COMMENTS

The following citations represent the findings of a
Targeted Infection Control Survey/COVID-19
Focused Survey conducted by the Kansas
Department on Aging and Disability Services
(KDADS) on behalf of the Centers for Medicare &
Medicaid Services (CMS) on 07/01/20.

Infection Prevention & Control

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,
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
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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
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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infections before they can spread to other
persons in the facility;

(ii)) 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.

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

The facility identified a census of 36 residents.
The sample included six residents. Based on
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observation, interview, and record review, the
facility failed to ensure staff were screened, and
temperatures obtained daily prior to staff
reporting to their work area. The facility failed to
provide ensure that all residents were monitored
for fever (at a minimum, temperature taken per
shift), respiratory iliness, and/or other
signs/symptoms of COVID-19 (a potentially
life-threatening respiratory illness). daily. The
facility's failure to ensure staff and resident
screenings of Resident (R) 1, Resident (R) 2, and
Resident (R) 3 were documented which placed
the residents at risk for transmission and/or
development of COVID-19.

Findings included:

- R1's electronic medical record (EMR),
documented the resident had diagnoses that
included: heart failure (a condition with low heart
output), septicemia (systemic infection of the
blood), and diabetes mellitus (when the body
cannot use glucose, not enough insulin made or
the body cannot respond to insulin).

The "Admission" Minimum Data Set (MDS)
assessment dated 06/05/2020 documented a
Brief Interview for Mental Status (BIMS) score of
14 which indicated intact cognition.

Review of the temperatures located under the
'weights and Vitals' tab it was noted that R1
lacked his temperature being checked nine out of
the 16 days.

On 07/01/20 at 10:51 Licensed Nurse G stated
anyone that comes into the building has their
temperature checked and was asked the
questions on the sheet at the table. Residents,
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when admitted, are isolated for 14 days and vitals
taken daily. The other residents should have their
temperatures taken and asked if having any cold
symptoms and it is documented in residents
EMR.

On 07/01/20 at 12:09 PM Administrative Staff A,
stated that a charge nurse is responsible for
screening the oncoming shift. Staff is then to go
around and look at the uniforms to make sure
that all staff had a new dated sticker for that day.
The residents were screened every shift three
times a day. Administrative Staff A thought that it
was documented on the Medication
Administration Record (MAR) or somewhere. The
temperature, respiratory symptoms are to be
done every shift. She further stated that the
facility had not been keeping a log of the staff
screening upon entering the building, and further
stated that the sticker that staff were to wear for
the day was the documentation that is required. It
wasn't until she had asked the chart nurse on the
floor that she was informed that the temperatures
are checked daily, but only documented on if the
resident took an antibiotic (a medication used to
treat an infection).

The facility's "Pandemic Policy" dated April 2020
documented Infection Preventionist or designee
will: keep up to date on guidance from credible
sources regarding the public health situation such
as Centers for Disease Control and Prevention
(CDC)- cdc.gov.

The Centers for Medicare and Medicaid Services
(CMS) and CDC guidance dated 04/02/20
recommended: Long-term care facilities should
immediately implement symptom screening for
all. In accordance with previous (CMS) guidance,
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every individual regardless of reason entering a
long-term care facility (including residents, staff,
visitors, outside healthcare workers, vendors,
etc.) should be asked about COVID-19 symptoms
and they must also have their temperature
checked. Facilities should limit access points and
ensure that all accessible entrances have a
screening station. In accordance with previous
CDC guidance, every resident should be
assessed for symptoms and have their
temperature checked every day.

- R2's electronic medical record (EMR)
documented the resident had diagnoses that
included: heart failure (a condition with low heart
output), gastro esophageal reflux (backflow of the
stomach contents to the esophagus), and
diabetes mellitus (when the body cannot use
glucose, not enough insulin made or the body
cannot respond to insulin).

The "Significant Change" Minimum Data Set
(MDS) assessment dated 10/03/2019
documented a Brief Interview for Mental Status
(BIMS) score of 10 which indicated moderately
impaired cognition.

The "Quarterly” MDS assessment dated
06/16/2020 documented a BIMS score of 11
which indicated moderately impaired cognition.

Review of the temperatures located under the
'weights and Vitals' tab it was noted that R2
lacked his temperature checked 22 out of the 31
days.

On 07/01/20 at 10:51 Licensed Nurse G stated
anyone that comes into the building has their
temperature checked and was asked the
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questions on the sheet at the table. Residents,
when admitted, are isolated for 14 days and vitals
taken daily. The other residents should have their
temperatures taken and asked if having any cold
symptoms and it is documented in residents
EMR.

On 07/01/20 at 12:09 PM Administrative Staff A,
stated that a charge nurse is responsible for
screening the oncoming shift. Staff is then to go
around and look at the uniforms to make sure
that all staff had a new dated sticker for that day.
The residents were screened every shift three
times a day. Administrative Staff A thought that it
was documented on the Medication
Administration Record (MAR) or somewhere. The
temperature, respiratory symptoms are to be
done every shift. She further stated that the
facility had not been keeping a log of the staff
screening upon entering the building, and further
stated that the sticker that staff were to wear for
the day was the documentation that is required. It
wasn't until she had asked the chart nurse on the
floor that she was informed that the temperatures
are checked daily, but only documented on if the
resident took an antibiotic (a medication used to
treat an infection).

The facility's "Pandemic Policy" dated April 2020
documented Infection Preventionist or designee
will: keep up to date on guidance from credible
sources regarding the public health situation such
as Centers for Disease Control and Prevention
(CDC)- cdc.gov.

The Centers for Medicare and Medicaid Services
(CMS) and CDC guidance dated 04/02/20
recommended: Long-term care facilities should
immediately implement symptom screening for
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all. In accordance with previous (CMS) guidance,
every individual regardless of reason entering a
long-term care facility (including residents, staff,
visitors, outside healthcare workers, vendors,
etc.) should be asked about COVID-19 symptoms
and they must also have their temperature
checked. Facilities should limit access points and
ensure that all accessible entrances have a
screening station. In accordance with previous
CDC guidance, every resident should be
assessed for symptoms and have their
temperature checked every day.

- R3's electronic medical record (EMR),
documented the resident had diagnoses that
included: hypertension (elevated blood pressure),
gastro esophageal reflux (backflow of the
stomach contents to the esophagus), and
Alzheimer's disease (progressive mental
deterioration characterized by confusion and
memory failure).

The "Admission" Minimum Data Set (MDS)
assessment dated 05/15/2020 documented a
Brief Interview for Mental Status (BIMS) score of
3 which indicated severely impaired cognition.

Review of the temperatures located under the
'weights and Vitals' tab it was noted that R3
lacked her temperature checked seven out of 19
days.

On 07/01/20 at 10:51 Licensed Nurse G stated
anyone that comes into the building has their
temperature checked and was asked the
questions on the sheet at the table. Residents,
when admitted, are isolated for 14 days and vitals
taken daily. The other residents should have their
temperatures taken and asked if having any cold
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symptoms and it is documented in residents
EMR.

On 07/01/20 at 12:09 PM Administrative Staff A,
stated that a charge nurse is responsible for
screening the oncoming shift. Staff is then to go
around and look at the uniforms to make sure
that all staff had a new dated sticker for that day.
The residents were screened every shift three
times a day. Administrative Staff A thought that it
was documented on the Medication
Administration Record (MAR) or somewhere. The
temperature, respiratory symptoms are to be
done every shift. She further stated that the
facility had not been keeping a log of the staff
screening upon entering the building, and further
stated that the sticker that staff were to wear for
the day was the documentation that is required. It
wasn't until she had asked the chart nurse on the
floor that she was informed that the temperatures
are checked daily, but only documented on if the
resident took an antibiotic (a medication used to
treat an infection).

The facility's "Pandemic Policy" dated April 2020
documented Infection Preventionist or designee
will: keep up to date on guidance from credible
sources regarding the public health situation such
as Centers for Disease Control and Prevention
(CDC)- cdc.gov.

The Centers for Medicare and Medicaid Services
(CMS) and CDC guidance dated 04/02/20
recommended: Long-term care facilities should
immediately implement symptom screening for
all. In accordance with previous (CMS) guidance,
every individual regardless of reason entering a
long-term care facility (including residents, staff,
visitors, outside healthcare workers, vendors,

F 880
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etc.) should be asked about COVID-19 symptoms
and they must also have their temperature
checked. Facilities should limit access points and
ensure that all accessible entrances have a
screening station. In accordance with previous
CDC guidance, every resident should be
assessed for symptoms and have their
temperature checked every day.

- Upon entry of the facility a staff member in the
building has incoming staff answer five questions
on their "Point of Entry" form and their
temperatures are taken. There was no evidence
of a form that was completed and signed by the
staff, and there was no record kept of their
temperatures. A sticker with the date on it was
given to the staff member after they had
answered the five questions and had their
temperatures taken.

Upon review of the sample resident charts in the
Electronic Medical Record (EMR), three current
and three discharged, revealed that these
residents had not been monitored for fever,
respiratory illness, and/or signs and symptoms of
COVID-19 daily.

On 07/01/20 at 10:35 AM, Certified Nurse Aide
(CNA) M stated that the nurse at the door took
her temperature, then she answered the
questions on the sheet but did not fill anything out
or sign in. CNA M thought that if she answered
yes to any of the questions, she would be sent
home. CNA M further stated that if she thought
she a fever she would tell the nurse.

On 07/01/20 at 01:07 PM Certified Nurse Aide
(CNA) N stated she would walk through the front
door, read the questions on the table, was asked

F 880
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if any changes, a staff member took her
temperature, and then receive a mask and
sticker. The sticker would have the date on it.
CNA N stated usually a nurse from the overnight
shift would be the one that screened her when
she is coming in. It was the same process every
day that she had worked.

On 07/01/20 at 10:51 Licensed Nurse G stated
anyone that comes into the building has their
temperature checked and was asked the
questions on the sheet at the table. Residents,
when admitted, are isolated for 14 days and vitals
taken daily. The other residents should have their
temperatures taken and asked if having any cold
symptoms and it is documented in residents
EMR.

On 07/01/20 at 12:09 PM Administrative Staff A,
stated that a charge nurse is responsible for
screening the oncoming shift. Staff is then to go
around and look at the uniforms to make sure
that all staff had a new dated sticker for that day.
The residents were screened every shift three
times a day. Administrative Staff A thought that it
was documented on the Medication
Administration Record (MAR) or somewhere. The
temperature, respiratory symptoms are to be
done every shift. She further stated that the
facility had not been keeping a log of the staff
screening upon entering the building, and further
stated that the sticker that staff were to wear for
the day was the documentation that is required. It
wasn't until she had asked the chart nurse on the
floor that she was informed that the temperatures
are checked daily, but only documented on if the
resident took an antibiotic (a medication used to
treat an infection).
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The facility's "Pandemic Policy" dated April 2020
documented Infection Preventionist or designee
will: keep up to date on guidance from credible
sources regarding the public health situation such
as Centers for Disease Control and Prevention
(CDC)- cdc.gov.

The Centers for Medicare and Medicaid Services
(CMS) and CDC guidance dated 04/02/20
recommended: Long-term care facilities should
immediately implement symptom screening for
all. In accordance with previous (CMS) guidance,
every individual regardless of reason entering a
long-term care facility (including residents, staff,
visitors, outside healthcare workers, vendors,
etc.) should be asked about COVID-19 symptoms
and they must also have their temperature
checked. Facilities should limit access points and
ensure that all accessible entrances have a
screening station. In accordance with previous
CDC guidance, every resident should be
assessed for symptoms and have their
temperature checked every day.

The facility failed to provide evidence that staff
were screened, and temperatures obtained daily
prior to staff reporting to their work area. The
facility failed to provide evidence that all residents
were monitored for and/or reporting of fever,
respiratory illness, and/or other signs/symptoms
daily. The facility's failure to provide evidence of
daily screenings placed both the staff, and the
residents at risk for transmission and/or
development of COVID-19.
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