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F 000 INITIALCOMMENTS F 000 This plan of correction as
submitted shall serve as
Surveyor: 40541 provider’s letter of credible
The following reflects the findings of the California allegation in reference to the
Department of Public Health during an survey findings. Preparation
investigation of a complaint. and/or execution of this plan |
Complaint Number: CAO0657679 of correction do not constitute !
admission or agreement by |
- )
Representing the California Department of Public i the provider of the truth of
Health: I the facts alleged or
! conclusions set forth on the
Health Facilities Evaluator Nurse: 40541 ; statement of deficiencies. This
: : plan of correction is prepared
The inspection was limited to the specific and/or executed solely because
f :::mf:)l:i'nt inv?stifgaﬂt?d andfoesfr:;;t rfepnfﬁsent it is required by the provisions
e findings of a full inspection of the facility. of Health and Safety Code
A deficiency was issued for Complaint Number: Section 1280 and 42 CFR
CA00657679 405.1907.
F 880 Infection Prevention & Control F 880
ss=D 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 contrc!
program.

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

§483.80(a)(1) A system for preventing, identifying,
reporting. investigating, and controlling infections
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other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the dale of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
tays following lhe date these documents are made available to the faclity f deficiencies are cited, an approved plan of cofreclion is requisite to continued

oragram participation.
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: accepted national standards;

| §483.80(a)(2) Written standards, policies, and
l procedures for the program, which must Include,
i 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;
§ (it) 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.

o

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
: corrective actions taken by the facility.

after Resident’s 1 use. RT 1 in-serviced
immediately regarding sanitizing the

visited resident 1 to ensure that resident '
had no adverse effect r/t shower chair and

vent not being immediately sanitized after i

use. Resident 1 did not show any signsor @ 7
symptoms of adverse effect. Completed
11/20/19.

Director of Staff Development performed
rounds on all floors to ensure that shower
chairs and ventilators were being sanitized
after use. No findings were noted.
Completed 11/20/19 |

Director of Staff Development in-serviced
licensed staff to ensure that shower chairs
and ventilators were being sanitized after |
use. Completed by 12/10/19. !

Director of Staff Development will
perform facility rounds to ensure that
shower chairs and ventilators are being
sanitized after use daily X 4 weeks then
1X a week X 3 months. Random spot
checks will be continuously performed by
the Director of Staff Development or
designee. On-going.

Director of Staff  Development or
designee to report any findings regarding |

ventilator after resident’s 1 use. DON ot e
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" F 880 Continued From page 1 F 880 Y
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals F 880
providing services under a contractual !
; arrangement based upon the facility assessment CNA 1 in-serviced immediately by the
- : conducted according to §483.70(e) and following DSD regarding sanitizing the shower chair -
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.- F 880! Continued From page 2 Fggg| shower chairs and ventilators not being "

§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: ’

Surveyor: 40541

Based on cbservation and interview, the facility
failed to maintain an infection preventicn program
including a sanitary environment for one of two
sampled residents (Resident 3). The facllity staff
did not clean the shower chair and portable
ventilator after showering resident (Resident 3).
This deficient practice had the potential to spread
infection from one resident to another resident.

Findings:

On 10/7/19, at 10 a.m., an unannounced visit was
made to the facility to investigate a comptaint
regarding infection control and physical
environment.

During an observation, on 11/20/19, at 10:50
a.m., on the subacute unit, Certified Nursing
Assistant 1 (CNA 1) did not clean Resident 3's

| shower chair and portable ventilator after

: Resident 3's shower, and placed the items in the
hallway.

During a concurrent interview with CNA 1, on
11/20/19, at 11 a.m., CNA 1 acknowledged they
did not clean the shower chair or the portable
ventilator after Resident 3's shower use. CNA 1

sanitized after use to the. IDT in the
quarterly quality assurance meeting. On-

going.
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F 880 | Continued From page 3

stated these Items should have been cleaned
after Resident 3's shower to prevent potential
cross-contamination between residents.

During an interview with Respiratory Therapist 1
(RT 1), on 11/20/19, at 2:38 p.m., RT 1 stated
and confirmed the portable ventilator used for
Resident 3's shower was not cleaned after
Resident 3's shower. RT 1 further stated and
confirmed the portable ventilator should have
been cleaned after the Resident 3's shower to
prevent cross-contamination and potential spread
of infection between residents.

A review of the facility's policy and procedure
titted, "Cleaning and Disinfection of
Resident-Care items and Equipment,” revised
October 2009, indicated resuable resident care
equipment must be decontaminated between
residents.

F 880

)
i
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INSERVICE LESSON PLAN

Date: “'@llﬂ Time: Total Time:

Name of Presenter: m (k_: hﬁﬂ 0(0

Class:

Title: Tofecpon (ot

o New Equlpment
o New Procedure
o~ Review due to identified need

o Others:

II. P Outli
N Wﬁﬁo\f o?—'e\ o o)
oh3 Prer sa [l Werg  Qhower chawr &

B.

£ Yon

£,

Method (check appropriate circle)
& Discussion <~ Demonstration
o Written Materials o Lecture
o Video o Others

III. Educational Objective(s):

Atthe end- mﬁmrﬂce st;ff Mmle to: ‘0 OF l wa W‘dmn R'
3¢ @M\, C\W\W (}W'-‘ 8 M{‘-’ﬂ’ 2» ‘w“pdﬁ“ﬂ g

IV. Method of Evaluation (check appropriate circle):

« Return Demonstration 2~ Q&A
o Written Evaluation o Others -
o PostTest o
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- TOPIC\SUBJECT: _—Jn&bm‘ Contra)
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_UplGtopdee W MREL F———

PAGE 1 ‘ RDL'16



INSERVICE LESSON PLAN

Date: IZ‘LD \]Q Time: ________ Total Time:

Name of Presenter: h& k‘ L!@!l DSD
Class: Ml &}U\Ff /v'ﬂedw

Iedn  CGonba|

Title:

o New Equlpment
o New Procedure

2~ Review due to identified need
o Others:_

n'. Al.)mgram Ouﬂlplrl*mi!k, of  Infedn  Obndn)

“Conbe P & ROST (o

B.
C. N nﬂ N P

D.

Method (check appropriate circle)

& Discussion _e~ Demonstration
.« Written Materials o Lecture
o Video o Others

III. Educational Objective(s):
At the end of the in-service staff wnll be able to: 'mu\r

1. wndeisied Hhe ?nmv\e on bew Jo, Gpud of

3. todimonsiedy wpu \\m M«t:; !
IV. Method of Evaluation (check appropriate circle):

infoufon

o B

.~ Return Demonstration 2 Q&A
o Written Evaluation o Others
o Post Test o
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