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F 000 INITIAL COMMENTS F 000

 The following citations represent the findings of a 

complaint investigation for KS00152382, 

KS00148864 and 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 6/25/20.

The 2567 was sent electronically to the facility on 

7/9/20.

 

F 880

SS=E

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 

F 880

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
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F 880 Continued From page 1 F 880

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;

(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 
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F 880 Continued From page 2 F 880

IPCP and update their program, as necessary.

This REQUIREMENT  is not met as evidenced 

by:

 The facility identified a census of 40 residents. 

The sample included six residents. Based on 

observations, record reviews, and interviews the 

facility failed to ensure the use of standard 

infection control precautions (infection prevention 

practices which include but are not limited to 

hand hygiene and use of gloves) while performing 

blood glucose (blood sugar levels) for one 

Resident (R) 1 and failed to ensure the use of 

standard infection control precautions for the 

proper use of protective face masks for source 

control during a state of emergency for COVID-19 

pandemic as put forth by the Centers for 

Medicare and Medicaid Services (CMS-the 

Federal department which oversees healthcare 

programs) guidelines.

Findings included:

-  On 06/24/20 at 11:20 AM Licensed Nurse (LN) 

G performed blood sugar monitoring for R1. LN G 

donned gloves and placed the glucometer 

(instrument used to measure blood sugar levels), 

an alcohol pad, bottle of test strips (paper strip 

placed in the glucometer after blood is obtained), 

a tissue, and a lancet (a needled device used to 

obtain blood) on the dining table. LN G failed to 

place a clean barrier in between the table and 

supplies. She cleansed R1 finger with the alcohol 

pad, used the lancet to obtain a blood specimen, 

and placed the used lancet and alcohol pad on 

the tissue. LN G placed the glucometer directly 

on the table after using it. LN G then gathered all 

supplies, placed the used glucometer on a piece 

of paper on the medication cart, and disposed of 

the alcohol pad, tissue, test strip and lancet. LN G 
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F 880 Continued From page 3 F 880

then doffed her gloves, picked up the used 

glucometer and wrapped it in a Sani-wipe (towel 

with disinfectant used to kill bacteria).      

On 06/24/20 at 11:40 AM Dietary Staff BB wore a 

cloth face mask placed under her chin with the 

straps on her ears. Her mouth and nose were 

uncovered. She prepped resident food in the 

kitchen and spoke with other staff members while 

her mask remained under her chin and her mouth 

and nose uncovered.

On 06/24/20 at 11:51 AM Dietary Staff BB stated 

she had been instructed, by the administrative 

staff, the masks were not required unless they 

were in direct contact with residents.

On 06/24/20 at 12:30 PM Administrative Staff A 

stated facility had heard on a conference call with 

the Centers for Disease Control and Prevention 

(CDC) that facility staff only needed to wear 

masks when they were with the residents and not 

in the kitchen.

On 6/25/20 at 03:07 PM Administrative Nurse D 

stated there should have been a barrier between 

the table and the glucometer.

The facility's "Infection Control Committee" policy 

dated 01/2020 documented the facility maintained 

on premises current CDC, and State/Federal 

regulations, guidelines, and recommendations 

relative to infection control issues in healthcare 

facilities."

The CMS "COVID-19 Long Term Care Facility 

Guidance" dated 04/02/2020 directed that for the 

duration of the state of emergency in their state, 

all long-term care facility personnel should wear a 
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facemask while in the facility.

The facility failed to use proper infection control 

practices while obtaining blood sugar levels and 

failed to use standard infection control 

precautions for the proper use of protective face 

masks, as directed by CMS. This had the 

potential of increasing the risk for the spread of 

infections, including COVID-19, to the residents.
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