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E 000 Initial Comments E 000

 A COVID-19 Focused Emergency Preparedness 
Survey was conducted on July 6, 2020 through 
July 8, 2020. The facility was found to be in 
compliance with CFR §483.73 related to E-0024 
(b)(6).

The survey was conducted by:

Cecilia Stockdill, RN, Team Coordinator
Sallie Schwartzkopf, LCSW
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F 000 INITIAL COMMENTS F 000

 The following deficiency was cited during a 
COVID-19 Focused Infection Control survey 
which was conducted on July 6, 2020 through 
July 8, 2020. 

The survey was conducted by:

Cecilia Stockdill RN, Team Coordinator
Sallie Schwartzkopf, LCSW

Survey Abbreviations:

CDC = Centers for Disease Control and 
Prevention
CNA = Certified Nursing Assistant
DON = Director of Nursing
IP = Infection Preventionist
LPN = Licensed Practical Nurse
RN = Registered Nurse

 

F 880
SS=F

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, 

F 880 8/3/20
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F 880 Continued From page 1 F 880
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;
(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 
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F 880 Continued From page 2 F 880
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 observation, policy review, review of 
staff schedules and screening logs, and staff 
interview, it was determined the facility failed to 
ensure infection control prevention practices were 
implemented and maintained to provide a safe 
and sanitary environment. This failure created the 
potential for negative outcomes by exposing 
residents to the risk of infection and 
cross-contamination, including COVID-19. 
Findings include: 

1. The facility's policy for Coronavirus 
Surveillance, undated, documented visitors and 
staff were screened for the following: a) signs and 
symptoms of a respiratory infection (fever, cough, 
shortness of breath, or sore throat) b) whether 
there was contact in the past 14 days with 
someone who had confirmed COVID-19, was 
under investigation for COVID-19, or was ill with a 
respiratory illness c) international travel to 
countries with sustained community transmission 
of COVID-19 d) residing in a community where 
community-based spread of COVID-19 was 
occurring. The policy stated staff who had signs 
and symptoms of a respiratory infection would not 
report to work. 

 I. A resident chart review was completed 
on 7-27-2020 and it was found that no 
residents were affected by the deficient 
practice.
II. All residents have the potential to be 
affected by the deficient practice. 
III. Measures that will be put into place 
and changes made.
  
 1. Changes to the staff screening 
process;
          a. Update the staff screening tool to 
include questions that are clearer so staff
             can provide more accurate 
answers and an explanation section to 
clarify "yes"
             answers.   
          b. Staff screening tool will be 
checked against the staff working 
schedule by the IP  
             or her designee daily to verify that 
all ECF staff has been screened. A QA will 
be
             done weekly by the DON or her 
designee until 100% for four weeks then 
monthly. 
          c. The IP or a designee will review 
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F 880 Continued From page 3 F 880
The facility's Staff Screening Tool included 3 
screening questions which included:

* Contact with someone in the past 14 days who 
had a confirmed diagnosis of COVID-19, was 
under investigation for COVID-19, or was ill with a 
respiratory illness.

* Current signs of respiratory infection (fever, 
cough, shortness of breath, sore throat, loss of 
taste of smell, myalgia (muscle aches), or nausea 
and vomiting. 

* Traveled internationally in the past 14 days or 
had contact with persons who had travelled 
internationally. 

The Staff Screening Tool also contained a column 
to document the staff member's temperature, a 
column for initials, and a signature/date line at the 
end of the page for a nurse to sign the form. 

The facility's as-worked schedule and Staff 
Screening Tools, dated 6/29/20 through 7/6/20, 
were reviewed for all employees of the facility. 
There were inconsistencies between the 
as-worked schedule and the Staff Screening Tool. 
Examples include:

a. The following staff were not screened prior to 
working their shift: 

* The screening tool and schedule, dated 6/29/20, 
did not include screening for 3 CNAs, 1 LPN, and 
the Administrator. 

* The screening tool and schedule, dated 6/30/20, 
did not include screening for 6 CNAs, 2 LPNs, 1 
RN, the Administrator, the DON, the IP, and the 

and sign all staff screening tools daily. A 
QA will 
             be done weekly by the DON or 
her designee until 100% for four weeks 
then monthly.
          d. Staff was instructed to use a 
designated entry way that did not involve 
patient 
             care areas. The entrance from 
the hospital on West Wing was modified 
to include 
             signage to instruct all persons 
entering to stop at the nurses station to be 
             screened. Red tape was placed 
on the floor to mark the area that could 
not be 
             entered without being properly 
screened. A QA will be done by the IP or 
her 
             designee weekly.
          e. All ancillary staff (e.g.PT, OT, ST, 
housekeeping, laundry, etc.) were 
instructed to 
             stop at West Wing to be 
screened. This QA will be included with 
section c.
        2. Changes to posting infection 
prevention precautions.
          a. Signs are to be posted on the 
door or wall outside of the residents room 
clearly
              stating which type of precautions 
are to be taken and the type of PPE 
needed. 
              Staff was instructed on 7-7-2020 
that signs will be posted on the outside of 
the 
              resident's door, this will be 
reviewed at staff meeting on 8-4-2020. 
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F 880 Continued From page 4 F 880
Social Worker. 

* The screening tool and schedule, dated 7/1/20, 
did not include screening for 7 CNAs, 2 LPNs, 1 
RN, the Administrator, and the IP. 

* The screening tool and schedule, dated 7/2/20, 
did not include screening for 4 CNAs, 2 RNs, 1 
LPN, the Administrator, and the IP. 

* The screening tool and schedule, dated 7/4/20, 
did not include screening for 1 RN and 1 CNA.

* The screening tool and schedule, dated 7/5/20, 
did not include screening for 1 RN. 

* The screening tool and schedule, dated 7/6/20, 
did not include screening for 1 CNA. 

b. The Staff Screening Tool had an area for staff 
to write their name. The Staff Screening Tools 
were reviewed from 6/29/20 to 7/6/20 and there 
were entries without a staff name, as follows:

* One entry missing a staff name on 6/30/20, 
7/3/20, 7/5/20, and 7/6/20
* Four entries missing a staff name on 7/2/20

c. The facility's policy for COVID-19 reporting, 
undated, documented staff screening logs and 
resident symptom logs were reviewed daily by the 
IP, or designee. The policy stated the data was 
reviewed for items that required reporting such as 
new-onset of respiratory symptoms, 
suspected/confirmed COVID-19, or a severe 
respiratory infection that resulted in 
hospitalization or death. 

The Staff Screening Tool, at the bottom of the 

              A QA will be done by the IP or her 
designee weekly until 100% for four 
weeks and 
              then monthly.
        3. Changes to handling clean linen 
with the linen carts.
           a. New linen carts for the transport 
of clean linen have been ordered. Until 
they 
              arrive the current linen carts will 
be covered with a clean sheet while staff 
is 
              transporting clean linen. Staff 
was instructed on 7-7-2020 that new carts 
are in
              the process of being ordered and 
until then the carts will be covered with a 
clean 
              sheet. Staff will be instructed 
again at staff meeting on 8-4-2020.
              A QA will be done by the IP or her 
designee weekly until 100% for four 
weeks 
              then monthly.
           b. The linen cart that transports 
personal laundry will be closed in between 
times 
              when staff has removed a 
residents laundry and are delivering it until 
they 
              return to get another resident's 
laundry so laundry remains unexposed. 
Staff 
              was instructed each shift by the 
CNA supervisor and will be discussed at 
              staff meeting on 8-4-2020.
              A QA will be done by the IP or 
designee weekly until 100% for four 
weeks then 
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F 880 Continued From page 5 F 880
form, had a line for the nurse signature and date 
it was signed. The Staff Screening Tool was not 
signed by the IP or a designee for each shift on 
6/30/20, 7/1/20, 7/2/20, 7/3/20, 7/5/20, and 
7/6/20.  

On 7/6/20 at 2:34 PM, the Physician was 
observed in Resident #1's room. The Physician 
was wearing a face mask and was conversing 
with Resident #1. After several minutes, the 
Physician exited the room. The Physician said he 
performed hand hygiene and donned a mask 
when entering the facility. He said the facility 
"used to do temperature checks and ask 
screening questions," but he did not think they 
were doing that anymore. The Physician said he 
"snuck in" without being screened on that day. 

On 7/6/20 at 3:55 PM, CNA #5 said when she 
came to work she checked her temperature, 
showed it to the nurse, and wrote it in the Staff 
Screening Tool, which was in the employee break 
room. CNA #5 said she wrote down her 
temperature and the nurse made sure the staff 
signed their temperature. 

On 7/6/20 at 4:00 PM, the Ward Clerk said when 
she came to work she took her temperature and 
the nurse witnessed her temperature and initialed 
it. 

On 7/6/20 at 4:02 PM, LPN #1 said when he 
arrived for work he went straight to the break 
room and checked his temperature, the 
temperature was verified by another nurse, and 
there was a binder where the Staff Screening 
Tool forms were kept. LPN #1 said he and the 
other nurse for that shift looked at the screening 
logs prior to getting shift report and going to the 

              monthly.
IV. The QA's will be submitted to the 
quality committee and the Administrator to 
    be reviewed at the monthly Quality 
Committee Meeting for sustained 
    compliance.
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F 880 Continued From page 6 F 880
resident care area. 

On 7/6/20 at 4:03 PM, CNA #1 said when she 
started her shifts, she donned a mask, went to 
the break room and an RN took her temperature 
and asked questions related to COVID-19 risk 
factors and wrote down the answers. CNA #1 
said if she had symptoms she would call the CNA 
Supervisor, or the LPN, and they would find 
coverage for her shift.

On 7/6/20 at 4:15 PM, Activities Aide #1 said at 
the start of her shift she went into the building 
with her mask on, went to the breakroom and 
clocked in, then went to the East Unit RN station 
where an RN took her temperature. She said she 
then washed her hands and started her duties. 

On 7/6/20 at 4:28 PM, CNA #2 said at the start of 
her shift she went to the breakroom where the 
RN took her temperature and asked questions 
related to COVID-19 risk factors. CNA #2 said 
she signed her own name to the Staff Screening 
Tool, the RN showed her the temperature reading 
and she, CNA #2, wrote it down and the RN 
initialed it. CNA #2 said she then began her 
duties. 

On 7/7/20 at 8:38 AM, Housekeeping Staff #1 
said she entered the facility door near the laundry 
room west of the West Unit. She said the 
Housekeeping Supervisor took her temperature 
and watched while Housekeeping Staff #1 filled 
out the Staff Screening Tool, and if she did not 
have a fever she started her work day. She said if 
she felt sick at work she would tell her supervisor 
who would take her temperature.

On 7/7/20 at 9:15 AM, LPN #2 said when she 
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F 880 Continued From page 7 F 880
came to work she checked her temperature and 
the charge nurse verified it. LPN #2 said after her 
temperature was checked she was asked the 
screening questions. LPN #2 said the screening 
was done in the break room.

On 7/7/20 at 9:50 AM, the IP said staff were 
screened after they entered the building through 
the back door and went to the break room. The IP 
said the staff had their temperature checked, it 
was verified by a nurse, and they were asked 
screening questions. The IP said the nurse 
verified the staff's screening by initialing the log, 
and she looked at the employee screenings when 
she arrived in the morning. The IP said the DON 
also "keeps on top of it." The IP said she did not 
sign the Staff Screening Tool, and she should be 
notified if an employee had a temperature of 
greater than 100 degrees or if they answered yes 
to any of the screening questions. The IP said the 
Physician should go through the same process 
when he entered the building. 

On 7/8/20 at 10:24 AM, Prep Cook #1 said he 
entered the facility door near the laundry room 
west of the West Unit with a mask on. He said he 
went into the kitchen office, the kitchen supervisor 
took his temperature, and the same was done 
with vendors. Prep Cook #1 provided the 
Employee Screening Criteria log which included 
dates, employee names and departments, the 
temperatures taken, and the initials of the person 
taking the temperatures. 50% of the initials were 
observed missing from the log. Prep Cook #1 
said if no one was in the office they asked the 
staff to screen their own temperature. Prep Cook 
#1 said no questions were asked regarding 
symptoms, and if they were not feeling well they 
did not work. He said the Director of Kitchen 
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Operations was responsible for overseeing the 
kitchen staff screening process.

On 7/7/20 at 10:25 AM, the DON said when staff 
arrived, they were to check their temperature, and 
have it verified, and they were to answer the 
screening questions. The DON said if any of the 
screening questions were answered "yes" or if the 
temperature was 100.4 or greater, the staff was 
sent home. The DON said most staff entered the 
building by the break room and were screened in 
the break room. The DON said the charge nurse 
usually looked at the staff screening logs, and 
she had not personally reviewed them for quality 
assurance in a couple of weeks. The DON said it 
was up to the nurse working on the floor to 
ensure each staff had no symptoms of COVID-19 
prior to entering the resident care area. The DON 
said some staff entered the building through the 
fireplace room, and sometimes the screening was
done in the break room and sometimes it was 
done at the nurse's station. The DON said she 
realized the staff screening logs were missing 
signatures, and she did look at some of them, but 
it was usually the charge nurse who signed the 
logs. The DON also said she expected the 
Physician to follow the same precautions 
regarding COVID-19 and to be screened at the 
nurse's station. 

On 7/8/20 at 10:25 AM, when asked who was 
responsible to oversee the screening process of 
employees, the IP said either herself or the DON 
was helping her. The IP said the screening log 
book was close to the DON, so the DON checked 
on it. The IP said she was informed by the DON if 
there was missing information on the screening 
logs. 
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On 7/8/20 at 10:38 AM, the Director of Kitchen 
Operations said she oversaw the kitchen 
screenings. She said the kitchen supervisor 
made a list of scheduled staff every morning 
before they started their shift. The Director of 
Kitchen Operations said she checked the 
temperatures every day and made sure they were 
not over the temperature limit. She said if their 
temperature was high, they contacted the IP in 
the [attached] hospital. She said she did not 
document that she looked at them. 

2. The facility's policy Novel Coronavirus 
Prevention and Response, undated, stated to 
promote the easy and correct use of PPE by staff, 
signs were to be posted on the door or wall 
outside of the resident's room which clearly 
described the type of precautions needed and the 
required PPE.

On 7/6/20 at 2:45 PM, carts or trays which 
contained PPE were placed outside the rooms of 
Resident #1, Resident #2, Resident #3, and 
Resident #4. There were no signs posted outside 
the residents' rooms which stated what 
precautions they were under or which PPE staff 
were required to wear prior to entering those 
rooms.

On 7/6/20 at 3:06 PM, LPN #1 said Resident #1, 
Resident #2, Resident #3, and Resident #4 were 
on droplet precautions due to being on quarantine 
for 14 days per the facility's admission protocol. 
LPN #1 said prior to entering the room, staff 
should put on a new mask, a gown, gloves, and 
eye protection. 

On 7/6/20 at 4:30 PM, the IP said Resident #1, 
Resident #2, Resident #3, and Resident #4 were 
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on droplet precautions, and staff were to wear the 
indicated PPE each time they entered the room. 
The IP said there were no signs posted near the 
residents' door which stated what kind of 
precautions or what PPE were required for staff 
to wear before entering the room. She stated 
there were no signs because she thought this 
was a potential dignity/privacy issue. 

3. The facility's policy for Handling Clean Linen, 
undated, documented clean linens were 
transported by a method to ensure cleanliness 
and protection from dust and soil during 
intra-facility loading, transport and unloading. This 
included placing clean linen in a properly cleaned 
cart and covering the cart with disposable 
material or a properly cleaned textile material that 
could be secured to the cart.

a. On 7/6/20 at 2:32 PM, CNA #2 was pushing a 
cart 48 inches tall, 18 inches wide, and 32 inches 
long with a blue vinyl cover from top to bottom. 
Linens were on shelves inside the covering and 
linens were placed on top of the cart with a sheet 
covering them. The cover had a 15-inch by 
15-inch L-shaped cut or rip in the side on the front 
of the cart and the flap was hanging open 
exposing linens. CNA #2 said the linens must be 
covered.

On 7/6/20 at 2:47 PM, CNA #2 was observed with 
a different linen cart that was the same size as 
the previous cart and had a different cover. This 
cover had a 6-inch rip along the seam on the 
upper side of the cart exposing linens down the 
side of the cart. 

On 7/7/20 at 10:20 AM, the DON said the linen 
cart was to be covered before walking it down the 
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hall.

b. On 7/6/20 at 3:04 PM, a laundry cart with 
residents' personal laundry was placed at the 
intersection of the East Unit and cross hallway 
near the East Unit nurses' station. The laundry 
was covered. CNA #8 unzipped the two side 
zippers of the cover and lifted the front of the 
cover and tossed it on top of the cart exposing 
residents' personal laundry, which was hanging 
and folded on the shelves below. 

CNA #1 removed clothing from the cart and 
delivered it to room 226 at the end of the East 
Unit hall. CNA #2 then removed clothing from the 
cart and walked it to room 338 at the other end of 
the East Unit hall. This was repeated until all the 
laundry was delivered. The laundry was exposed 
until the delivery was completed by CNA #1 and 
CNA #2.

On 7/7/20 at 9:04 AM, the acting CNA Supervisor 
said staff were to take one set of clothing, close 
the cart cover, and then take the clothing to the 
resident's room. She said the CNAs should not 
take more than one or two sets of resident's 
personal laundry at a time to prevent 
cross-contamination by leaving it open. She said 
the CNAs could either take the cart down the hall 
to deliver laundry to each room or leave it in one 
place and the cover must always be closed.
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