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§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 

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.
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§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:

 Based on observation, interview, and record 

review, the facility failed to implement infection 

control measures for five of seven sampled staff 

(Medical Records Assistant [MRA], Licensed 

Vocational Nurse 1 [LVN 1], LVN2, LVN 3 and 

Director of Staff Development Assistant [DSDA]) 

while the facility had a Coronavirus Disease 

2019- (COVID-19, highly contagious viral 

respiratory infection that spreads from person to 

person through droplets releases when an 

infected person coughs, sneezes or talks) 

outbreak (more cases of a disease than expected 

in a specific location over a specific time period) 

when:

1. Medical Records Assistant (MRA) was walking 

in the hallway by the front lobby with no protective 

mask.

2. Licensed Vocational Nurse 1 (LVN 1) standing 

outside Resident 1's room preparing medications 

beside a medication cart with N95 hanging on her 

neck with nose and mouth visible.

3. LVN 2 standing in front of Resident 3's room 
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with his medication cart. LVN 2's N95 is hanging 

on his neck with nose and mouth visible.

4. LVN 3 seated by Nurse's Station B, in front of a 

computer with no protective mask.

5. Director of Staff Development Assistant 

(DSDA) observed inside the Director of Nursing's 

(DON) office with N95 hanging on her neck. The 

DSDA's nose and mouth were visible, talking 

beside Activity Director's (AD).

These deficient practices had the potential to 

result in the spread of the COVID-19 to all 

residents and staff.

Findings:

a. During an observation on 6/4/2024 at 8 a.m., 

by the front lobby, observed Medical Records 

Assistant (MRA) walking in the hallway of the 

front lobby with no protective mask, headed 

towards the Director of Nursing's (DON) office 

then she turned right and went inside the nurse's 

station and grab an N95.

During an interview on 6/4/2024 at 8:30 a.m., the 

MRA stated she was aware of COVID-19 positive 

resident inside the facility. The MRA stated she 

went inside the facility and placed her bag in the 

storage room beside Nurses Station A in the front 

lobby and was about to get an N95 but there was 

none in the receptionist desk. The MRA stated 

she should have called for a supply of N95. The 

MRA stated they have to wear N95 while they still 

have positive COVID-19 residents. The MRA 

stated N95 mask is to protect the resident and 

herself from respiratory virus.
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b. During a concurrent observation and interview 

on 6/4/2024 at 8:01 a.m., with Director of Staff 

Development (DSD), in front of Resident 1's 

room. Observed Licensed Vocational Nurse 1's 

(LVN 1) standing by Resident 1's door with the 

medication cart blocking the door. Observed LVN 

1's N95 hanging on her neck with her nose and 

mouth visible. The DSD stated staff should wear 

the N95 covering their mouth and nose in front of 

the rooms.

During an interview on 6/4/2024 at 8:02 a.m., the 

DSD stated the facility had four COVID-19 

positive residents inside the facility. The DSD 

stated the facility had an ongoing COVID-19 

outbreak.

During an interview on 6/4/2024 at 8:51 a.m., LVN 

1 stated she was aware of COVID-19 outbreak 

inside the facility. LVN 1 stated their current 

masking policy was to wear n95 when inside the 

facility. LVN 1 stated she took a sip of water and 

had forgot to put back her N95 to cover her nose 

and mouth. LVN 1 stated importance of wearing 

N95 during COVID -19 outbreak is for infection 

control.

c. During an observation on 6/4/2024 at 8:06 

a.m., observed LVN 2 standing in front of 

Resident 3's room preparing medication on top of 

the medication cart. Observed LVN 2's N95 

hanging on his neck with his nose and mouth 

visible.

During an interview on 6/4/2024 at 8:07 a.m., LVN 

2 stated he was aware that there were positive 

COVID-19 residents inside the facility. LVN 2 

stated he just barely took off his N95.
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d. During an observation and interview on 

6/4/2024 at 8:08 a.m., with LVN 3, in the Nurse's 

Station B. Observed LVN 3 seated in front of the 

computer with no protective mask on. LVN 3 

stated she is already done with her shift and 

should not be in the facility anymore. LVN 3 ask 

Surveyor's identity and then immediately applied 

a surgical mask covering her nose and mouth.

During a concurrent observation and interview on 

6/4/2024 at 8:09 a.m. with the DSD, in Nurses 

Station B. Observed LVN 3 now wearing a 

surgical mask. The DSD stated it is ok to wear 

surgical mask in the nurse's station.

e. During an observation on 6/4/2024 at 9:08 

a.m., in the Director of Nursing's (DON) office. 

Observed the Director of Staff Development 

Assistant (DSDA) standing inside the DON's 

office with her N95 hanging on her neck, her 

mouth, and nose were visible. Observed DSDA 

talking then placed her right arm to Activity 

Director's (AD) right shoulder.

During an interview on 6/4/2024 at 9:09 a.m., 

DSDA stated they were doing a huddle in the 

DON's office. The DSDA stated to her knowledge 

it was allowed not to wear a protective mask 

when inside the office. The DSDA stated AD was 

the one standing on her right side. The DSDA 

stated she was aware of the positive COVID-19 

residents inside the facility and their policy is to 

only wear N95 when in the hallway, resident's 

room or when giving care. The DSDA stated the 

importance of wearing N95 is to prevent the 

spread of COVID-19.

During an interview on 6/4/2024 at 9:13 a.m., the 

AD stated their policy is to wear N95 at all times 
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except when eating or when on break. The AD 

stated she saw DSDA put down her N95 inside 

the DON's office and got close to her. The AD 

stated she told the DSDA to put her mask back, 

but she did not listen and kept talking.

During an interview on 6/4/2024 at 9:16 a.m., the 

Infection Preventionist (IP) stated the facility is 

still on COVID-19 outbreak and had four 

COVID-19 positive residents inside the facility 

and two positive staff. The IP stated their current 

policy for masking while on COVID-19 outbreak is 

to wear an N95 on resident care areas. The IP 

stated LVN 1 and LVN 2 standing outside the 

room, MRA walking in the hallway and LVN 3 

seated in Nurse's Station B should all be wearing 

N95, covering their nose and mouth. The IP 

stated the DSDA who was inside the DON's office 

should wear a mask covering her nose and 

mouth. The IP stated wearing protective mask or 

wearing an N95 is to prevent the spread of 

respiratory illness. The IP stated the possible 

effect of staff's noncompliance with masking 

policy is the continuous spread of COVID-19 and 

respiratory virus to staff and residents.

A review of facility's policy and procedure titled, 

"COVID-19, Prevention and Control," dated and 

revised on 4/24/2024, indicated, "During a 

COVID-19 outbreak, or when a COVID-19 

positive staff or resident is identified, all staff must 

wear a well fitted N95 respirators in all areas in 

the COVID-19 isolation area or non-COVID-19 

care or quarantine rooms when caring for any 

resident or when in resident care areas."

A review of Los Angeles County of Department of 

Public health (LAC DPH)'s COVID-19 Outbreak 

Notification letter address to Skilled Nursing 
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facility 1 (SNF 1) dated 5/20/2024, indicated, 

"Based on the preliminary investigation, LAC DPH 

requires the following control measures and 

actions:

5. Face Mask Use

C. in other areas of the facility, staff are required 

to wear a surgical /procedure mask as per LAC 

DPH's Masking in healthcare and Direct Care 

Settings health Officer Order and as described in 

the source control section of L:AC DPH; s 

guidelines for preventing and managing 

COVID-19 in SNF's."
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