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| by staff inveived in direct resident contact,

| (4) A system for recording incidents identified

(iiy When and to whom possibie incidents of
communicable diseage or infections should be
repotted,

(i) Standard and transmission-based precautions
fo be foliowed to prevent spread of infections;

(iv) Wren and how isslation should be used for a
resident; including but not limited te!

(A} The type and duration of the isolation,
depending upen the infectious agent or organism
involved, and :

(B) A requirement that the isolation should be the

circumsiances,

(v} The clroumstances under which the facility
must prohibit empioyees with a communicable
disgase or infected skin lesions from direct
sontact with residents or their food, if direct
contact will trangmit the disease; and

(vi) The hand hygiene procedures to be foliowed

under the facilily's iPCP and the corrective
actions taken by the facility, .

{e) Linens, Personnel must handie, stare,
process, and fransport finens so as to prevent the

“(f) Annual review, The facility will conduct an
J annual review of its IPCP and update their

spread of infection.

least restrictive poasible for the resident under the |

! FORM APPROVED
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1) PROVIDER/EUPPLER/CLIA %2) MULTIFLE CONSTRUST
AND PLAN OF CORRESTION IDENTIFICATION NUMBER; ; E:UELDWG CONSTRUSTION “‘“”gélnifé’r"a“rf Y
c
055098 B, WING 03/09/2017
NAME OF PROVIDER OR 3UPPLIER BTREET ADDRESS, CiTY, TATE, ZIP CODE
COTTONWOOD POST-ACUTE REHAR 625 COTTONWOQOD STREET
WOOBLAND, CA 95895
(%2} ID SUMMARY STATEMENT OF DEFIGIENCIES 1 PROVIDER'S PLAN OF CORRECTION 5
PREFIX (GACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGT?O!‘? su—;aam BE oOMbLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-HEFERENCED TO THE ARPROPRIATE DATE
J DERGIENSY)
F441{~Co Ued From page 1 ‘ cation '
, fac;::;" m pag F4411 gD inserviced staff on infection Ve .}_}&I T
! prevention and contro program, Sy \

4, How the facility plans to
monitor its performance to make
sure that solutions are sustained.

| DSD anddemdesinee will log and

track infections and reeducated staff HERK oS

.. as needed on infection prevention
.and control prograni

Any discrepancies noted will be ‘
reported fo the QA Committee and "
will be incorporated into SNFQAPL

Completion date: 3/25/2017

F 465 483.90(i)(5) SAFE/
FUNCTIONAL/SANITARY/
COMFORTABLE ENVIRON

1. How corrective actions will be
accomplished for those residents
found to have been affected by the q
deficient practice.
o 2 SRR o
The pilot light was repaired and no - | \\?:)\‘ﬁ«
other residents were affected.

2. How the facility will identity

other residents having the

potential to be affected by the samie
|
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AND PLAN OF GORRECTION IDENTIFICATION NUMBER: f\ B)L}::'LDENG oNSTRUETION . (mggg\%fggrf i
c
056098 B, WING _ 03/08/2017
NAME QF PROVIDER OR SUPPLIER BTREET ABDRESS, CITY, BTATE, 2IF CODE
COTTONWOOD POST-ACUTE REHAS 626 COTTONWOOD STREET
 WODDLAND, CA 96885
%4} 10 l SUMMARY STATENMENT CF DEFIGIENCIES i ; PROVIDER'S PLAN OF CORRECTION 5
FREFIX (EAGH DEFICIENGY MUST BE FRECEDED BY FULL FREFIX (EACH CORREGTIVE ACTION gHOULD BE combLErion
TAG REGUIATORY OR 80 IDENTIFYING INFORMATION, TAG CROSS-REFERENCED T0 THE APPROPRIATE DaTR
N ) DEFICIENTY)
F 4411 Continued From page 2 | F 441, demie“.t pmc.ﬁce af;?bw l:::wu
program, As necessary. corrective action wili be e U
This REQUIREMENT s not met as evidenced . CR T NP
by: All hot water heaters were inspected ~ |Gy QRO
Baged on obaervations, interviews, and facility i and appropriate temperatures were
secord revigws, the facifity failed to report an maintainedoc O L-OCEED »
outbreak of upper respiratory sympioms fo the
Department, when 25 residents exhiblied a . i
cough, in 2 census of 87 and up to 20 staff 3. _What mieASUres m-ll be put into
members were also sympiomatic. This faliure ' place or what systemic changes
increased the potential for the respiratary iliness will the facility make to ensure the

to impact addtional resicents. deficient practice does not recur,

| Findings: o S

! Maintenance Supervisor ancrers

During an initial tour of the facitity on 1/3/17 i . destpnee will do random checks of

starting at 10:19 am., .’}—4 sttt member:s. were water heaters and water terps to

pbservied wearing surgical masks covering thelr S b
ouths and noses, ensure appropriate temperatures are

} . maintained.

in an interview with Licensed Nurse 1 (LN 1) oh

143117 at 10:18 a.m,, LN 1 stated she was

wearing the mask, "To protect myself,” LN 1 4. H_nw t‘he facility plans to .
verified several residents had coughs she was . monitor its performance to liua e
trying not to catch. sure that selutious are sustained.
| ?g r;téo;n r:! e.zidhe;\}:aszenb;’%r;ﬁgtsg 131 1:‘ a: Maintenance SupervisorAesigree
48 a.m., e fve cough, In . g
an interview with RandompRegidem 4 on 1?3/1 7 at - will do random checks of wg.tex .
10:16 a.m., he stated, "There was something | heaters and water lemps to ensure
 spreading around here.” ‘ appiopriaic temperatures are
i1 an Interview with Random Resident 5 on 1/3/17 maintained,
at 10:20) a.m,, he stated he had a scre throat and ) )
a cough "for 7-8 days.” - Any discrepancies noted will be
. o . reported to the QA Commitiee and
In an interview with Random Resident & on 1/3/17 will he incorporated into SNFQAPL
at 10:21 a.m,, he stated tie had been coughing ;
for one week,

Completion dates 3/25/2¢1 7

I
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c
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X4 10 i SUMMARY STATEMENT OF DEFICIENGIES la} PROVIDER'S FLAN OF CORNECTION {%8)
PREFIY (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX {EAGH CORRECTIVE ADTION SHOULD BE COMPLETION
TAG } REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSE-REFERENGED TO THE APPROPRIATE DATE
DEFICIENTY)

COTTONWOODD POST-ACUTE REHAB

F 4411 Continued From page 3 ' F 441

! Review of the facility policy titled "Qutbreak of
Communiceble Diseases," dated as revised
812014, directed, "An outbreak of most
sommunicable disease can be defined as one of
the following... Qucurrence of three (3} or more
cases of the same infection over a specified
period of time and in a defined area.,. The
Administrator will be responsible for telephoning al
raport to the heaith depantment... Submitting
periodic progress repons to the heaith
department...”

Review of an "Outbreak Index Case History"
“report prepared by the facility reveaied it

| contained a list of 26 residents whe had
devaloped cough symptoms between 12/10/16
and 1/3/17, Random Resldent 4's name was
listed with an onset gate of 12/22/16 and Random
Resident & was listed on the report with a date of
onset of 12/28/16, Random Resident 5's name
was net on tha report,

" In an interview with the Dirsctor of Nurges (DON)
on 13/17 at 11:15 a.m., the DON stafed, "We did
not report the cough [to the Departtmeni or local \
pubfic health]" The DON acknowledged the
facliity shouid have reported the cutbreak,
F 4851 483,90(1){5) I 465
88=0 SAFE;'FUNCT!ONAL/SAN!TARY/COMFORTABL
E ENVIRON

! (i} Other Environmental Conditions

sanitary, and comfortable environmant for

1 The faclliity must provide a safe, functional,
residents, staff and the public,

(5) Establish policies, in sccordance with

FORM GE-2667(02:85) Praviows Versions Dbsalele Event D GBKIH Faciity ID: CABIORODDDE if contingation sheet Page dofB
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, ZIP CODE
625 COTTONWOOD 2YREET
coT Wwo0o - EH
OTTONWOOD POST-ACUTE REHAB WOODLAND, CA 85695
(X410 SUMMARY STATEMENT QF DEFIGIENCIES 1] i PROVIDER'S PLAN OF CORRECTION : X5)
BREF(X {EACH DEFICIENGY MUST BE PREGEDED 8Y FPULL PREFIX {EACH CORRECGTIVEACTION SHGULD BE COMPLETION
TAG REGULATORY TR L3C IDENTIFYING INFORMATION) TAG CROLS.REFERBNCED TO T%EAPPRDPR\A?E DATE
REFICIEND

F 485 | Confinued From page 4 . Fass
applicable Federa!, State, and local laws and ]

| reguiations, regarding smoklng, smeking areas,
and smoking safety that ales take Into account
non-simoking residents,

This REQUIREMENT is not mat as evidenced
by: o

" Based on observations, intefviews, and factlity
desument review, the faciity failed to ensure the
hot valer temperature was cormfortable for
resident showers for 2 of 3 sampled residents
(Residents 1 and 2) when the water temperature
. was cheerved to be too cool for a shower. This
failure deprived the residents of ane of their two
weekly showers,

Findings: ‘ !

Resident 1 was agdmitted te the facility in 2012
with diagnoses which included osteoarthritis of
the knee and difficulty walking. -

 Duting an interview with Resident 1 on 1/3/17 &t
10:10 a.m., Resident 1 stated, "There was no hot
water ih the showers over the weekend." The
resident stated she missed her shower over the
weekend,

. Revigw of the "PM Shower Scheduie,” dated
8/11/15, revealed Residenl 1 wag schaduied for
ghowers weekly on Wednesdays and Saturdays,

| on the PM (evening) shift,

i Resident 2 was admitted ta the facility in 2014
with diagnoses which thetuded chronic pain
syndrome.

i During an inferview with Resident 2 on 1/3/17 at’
10:10 a.m., Resident 2 confirmead she too had not
had & shower during the weekend because the | |

FQRM CMS.2667(0%.98) Pravioua Verslons Dbsolele Event D CEKITt Faciitty 10; CAQ3CD000E If gontinuatlon sheet Page Sof 6
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water was not hot enough.

Review of the "AM Shower Schedule," dated
8/11/1§, revealed Resident 2 was schaduled for
showers on Wetnesdays snd Saturdays.

In an interview with Centified Nursing Assistant 2
(CNA2) on 1/3/17 at 10:33 a.m., CNA 2 slated,
"Quer the weekend the‘ water was not warm,"

During an obgervation on 1/3/17 at 11110 a.m.,
the hot water temperature in a resident bathroom
was iested by the Housekeeping Supervisor
{H&}. The hot water reached a tetnperature of
B8 Fahrenheit (F) after running for several

I minutes, The HS verified the water was too cool
for & shower, The bathroom shserved was
across the hall from the bathroom shared by
Resicente 1 and 2,

During an observation on 1/3/17 at 11114 am,,
the water temperature in the bathroom shared by
Resident's 1 and 2 was tested by the HS, The

i hot water reached a temperature of 100°F,

During an observation on /8117 at 1145 am,,
the boiler far the facility's resident rooms was
. observed with a temperature reading of 82°F.

During an interview with the Administratpr on

1/3/17 at 11:46 a.m., the Administrator verified the
boller temperature was $2°F. Me stated. the pilot
light had been out, I

o o

I
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