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F 000 | INITIAL COMMENTS F 000
The following refiects the findings of the
Department of Public Health during a COVID-19 il 1 1%
Focused Survey for Infection Control
A COVID-19 Focused Infection Control Survey
was conducted by the Department of Public Prepcration and/or execution:
Health on behalf of the Center for Medicare & of this Plan of Correction does
Medicaid Services (CMS) on 10/23/20. The not constitute admission by
facllity was found to not be in compliance with 42 the Provider of the truth of the
CFR §483.80 infaction control regulations facts alleged or conclusions set forth
practices and has not implemented the CMS and on the Statement of Deficlencles.
Centers for Disease Control and Prevention This Plan of Correction Is
recommended practices for COVID-18. repared
2 ; d solely b
r execute se
The inspection was limited to the COVID-19 /o eecyg ol CERE
; It’s required by the provision of
Focused Infection Control Survey and does not Health and Safety Code Sectlor
t the findings of a full inspection of the :
;:g;ﬁyse" 1280 and 42 C.F.R. 483.
’ Please accept this POC as
Representing the Department of Public Health: our credible allegation
Health Facliities Evaluator Nurse ID: 40737, RN, of compliance.
HFEN
Health Facllities Evaluator Nurse ID: 43436, RN,
HFEN F- 880 Infection Prevention
Total raslidents: 67 I. Corrective Action/s:
. a. C.N.A#1, CN.A#2and
Two deficiencies were written as a result of the LVN #2 were given a 1:1 in-service
COVID-19 Focused Infection Control Survey by the DSD on
F 880 | Infection Prevention & Control F880| 10/23/2020 in regards to
§S=E | CFR(s): 483.80(a)(1)(2)(4)(e)() the Los Angeles LDH Skilled
lities- covid 19
§483.80 Infection Control i it ot
The facility must establish and maintain an it o tha Gusrantine o
infection prevention and controf program Worang qh :
designed to provide a safe, sanitary and Covid 19 zones should wear
comfortable environment and to help prevent the a N95 respirator type of mask.
LABORATORY DIRECTOR'S OR PROVIDER), SIGNATURE

REPRES

A rsah—

ﬂ//?/ﬁ%ﬁ

Any deficlency statement ending with én asterisk
other safeguards provide sufficlent protection to t

following the date of survey whether or not & plan of correction s provided.
days following the date thase documents are made avallabla to the faclliy.
program participation.

(%) derfste€ 4 deficiency which the Institution may be excused from correcting providing ft Is determined that
he patients. (See Instructions,) Except for nursing hemes, the findings stated above are disclosable 80 days

For nursing homes, the above findings and plans of correction are disclosable 14
If deficiencies are clted, an approved plan of comrection is requisite to continued
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development and transmission of communicable | to staff was given on 10/23/20

dlseases and infections. . to ensure that staff are aware

§483.80(a) Infection prevention and control :; ::‘;:tfm"‘ products

rogram. .

The facility must establish an tnfection prevention

and control program (JPCP) that must include, at ¢. Resident 1 was moved to

a minimum, the following efements: green zone on 10/26/2020.

§483.80(a)(1) A system for preventing, ldentifying, d. The facility’s staff were

reporting, investigating, and controlilng infectichs fit tested to ensure respirators

and communicable diseases for all residents, are properly tested from

staff, volunteers, visitors, and other Individuals October 23, 2020 to

providing services under a contractual October 30, 2020 by the

arrangement based upon the facllity assessment Infection Control Nurse.

conducted according to §483,70(e) and following A

accepted national standards; e. An [DT with the resident

' _was done on 10/26/2020

§483.80(a)(2) Written standards, policles, and by the DON and S5O

procedures for the program, which must include, regarding visitation and

but are not (imited to: : proper usage of mask

(i) A system of surveillance designed to Identify that require transmission

possible communicable diseases or based precautions and

Infections before they can spread to other other preventative matters.

persons In the facliity;

(1)) When and to whom possible incidents of £ C.N.A1 and LVN 2 was

gpn;mlcabte disease or infections should be given an in service by the

(1) Standard and transmission-based precautions e bt

to be followed to prevent spread of infections; dressing, personal hvlen

(IV)When and how Isclation should be used fora ; g personal hyglene,

resident; including but not limited to: and groomed In a manner

(A) The type and duratlon of the isclation, appropriate to the nature of

depending upon the infectious agent or organism the Job performed specifically

Involved, and . but not limited to artificial nalls.

(B) A requirement that the isolation should be the ~

{east restrictive possible for the resident under the

circumstances.
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10/23/2020

diseasa or infected skin lesions from direct
contact with residents or thelr food, if direct
contact will transmit the disease; and

(vi)The hand hyglens procedures to be followed
by staff involved In direct resident contact.

§483.80(a)(4) A system for recording Incldents
identified under the facllity's IPCP and the
corective actions taken by the faclilty.

§483.80(e) Linens, :
Personnel must handle, store, process, and
transport liriens so as to prevent the spread of

§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
revisw, the facility faiied to 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 for two of 3 residents (1,

2)by:

The facliity failed to comply with the local laws
and professional standards to ensure healthcare
workers (HCW) had the proper fitting N85
respirators as a part of their personal protective
equipment ((PPE] equipment to minimize
exposure to hazards that cause serlous
workplace Injuries and (linesses) which was

avallable while working In high exposure areas to

was Initiated on 10/23/20 by the
nursing staff with non compliance
of wearing a mask.

11, How to Identify Other Residents:
a. Infection Control Nurse made
facility rounds on 10/23/20

to ensure all staff that are

working at the quarantine zone
were wearing N9S resplrator

type of mask. No other resident
were affected from these findings.

b. Housekeeping staff on duty were
re-assessed on thelr knowledge

on 10/23/20 by the HK Supervisor
regarding the facility’s poficy on
disinfectants contact time.

No other staff has been deficient
with this practice.-

¢. A yellow zone admission review
was done by the DON on
10/26/2020. No other

resldent Is affected by this practice.

oA D SUMMARY STATEMENT OF DEFICIENGIER _ PROVIDERSPLANOF
DEFICIENCY LUST BE PRECEDED CORRECTIVE AGTION SHOULD codinon
T LSiemEhcan, |5
_ DEFICIEN
F 880 | Continued From page 2 g Resident #2 was offered
(v) The clrcumstances under which the facilly 8 mask by the staff on 10/23/20
must prohiblt employees with a communicable and Resldent #2's care plan
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F 880 | Continued From page 3 F880| d- The Cal/OSHA Guidance on
COVID-19 (a highly infectious virus that transmits Covid 19 for Health Care
from person to persons) and while in the Facilities: Severe Respirator
quarantine (the practice of separating individuals Supply Shortages was
who have had close contact with someone with reviewed by the Administrator
COVID-19 to determine whether they develop on 10/26/2020. No other
symptoms or test positive for the disease to guldance was affected by
reduce the risk of transmission if an individual is this practice.
later found to have COVID-19) zone.
The facility fafled to ensure staff were aware of e A visitation log review
d the Activi

disinfectant products contact time (time & product B e 0/26/2020,
requires to be in contact with a surface to kil No other resident Is affected by
pathogens). this practice.
The facllity failed to comply with local law and
professional standards to prevent the exposure of f. Infection Control Nurse made
Resident 1 to the cther residents who were facility rounds on 10/23/20
persons under Investigation ([PUI] persons who to check nalls of staff on duty
have been in close contact with a persen on the floor. No other staff has
diagnosed with COVID-18) for possible exposure been deficient with this practice.
to the COVID-19 virus. Resldent 1 was keptin the
quarantine zone for more than 14 days. g. Infection Control Nurse made

factlity rounds on 10/23/20
The faclity falled to comply with the state, local to ensure masks are offered to
‘Damsél mgfpmmsf;‘::&ds bg' ;‘;:‘l-gﬂg the residents. No other resident has

on of Gecy an been affected with this practice.
(ICal/OSHA) thet protects end improves the eon atjected With this practice
health and safety of working men and women in -
California and the safety of passengers riding on
elevators, amusement rides, and tramways
through setting and enforcing standards) was
implemented by fit testing the staff who care for
or work with suspected or confirmed COVID-18
(an liiness caused by a virus that can easlly
spread from person to person).
The facllity failed monitor Resident 1 and the
visitor. Resident 1, who was talking through an
.open window to the visitor was not wearing a
FORM CMS-2567(02-68) Pravious Versions Obsolete Event ID:CJPT14 Facility (O: CAD10000047 if continustion sheet Page 4 of 18
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DEFICIENCY) ,
F 880 | Continued From page 4 Fggo| ' Systemic Changes:
mask and the visitor wore thelr mask below the a. PPE and N95 usage In Service
nose. A 1 was given to Nursing Staff by the
infection Control Nurse and OSD
The faciilty falled to monitor 8 HCW, who had on 11/10/2020 In regards to
artificial nails and was caring for the residents in | facility’s protocol and
the quarantine zons. pollcy on infection Control
Practices and Covid 19
The facility falled Resident 2 wore a mask when Including:
1 standing outside of the room.
a. Face Mask Caverings
Thesa deficient practices had the potentlal to b. Personal Protective
community to COVID-18 outbreak. ¢ N95 usage
Findings: . b. Housekeeping Supervisor
a. During an observation and Interview on will make rounds Sx/ week
10723720 at 11:07 a.m., in the quarantine zone +| to ensure proper use of
Cetified Nurse Assistant (CNA 1) wore a surgical disinfectant products.

mask. During interviaw the Infection Preventionist
(IP) stated all HOWs who worked in the
quarantine zone wore a surgical mask. The IP ¢. Ayellow zone log with

stated the facliity had N85 mask but those were 1 admission date and expected
only usad for the care of confirmed COVID-18 date to be moved from yellow
residants. During observations the PPE carts In

to green zone was made to
the quarantine zone did not have a supply of N66 : be utilized to ensure residents | '
masks. at quara}ntlne z0ne are kept
Durlng en observation and Interview on 10/23/20 In e area for no more than
at 11:33 a.m., in the quarantine zone CNA 1 wore ays.
a surglgl gask_ Dur&lg e%nhlnte‘;vlw‘aw CNA1
stated the 1o ar surgical
masks to woﬁn% %‘3 quaranum zone. d. A fit testing respirator 108

was Initiated and will be
During an observation on 10/23/20 st 12:15 p.m., maintained by the infection
in the quaranting Zone CNA 2 wore a surgical Control Nurse.
mask. .
During an Interview on 10/23/20 at 12: 56 p.m., X
FORM CMB-2667(02-89) Provious Vemsions Cbsolste Event [D:CIPTHH Facilly (D; CAS10300047 i continuation sheet Page 5 of 18
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Licensed Vocational Nurse (LVN 2) stated she
worked in the quarantine zone while wearing a
surgical mask. During Interview LVN 2 stated
when she asked about the avallability of N85
masks the facility told her they were working on
obtaining NO5 resplirators. -

During an observation and interview on 10/23/20
at 1:46 p.m., the Director of Nursing (DON)
showed the facility's N85 mask supplies, The
DON stated she had approximately 2000 pleces
of N85 masks In that rcom on top of other
supplles of N85 masks. The DON stated the
facility had a conference call with their corporate
office and they had declde the N85 masks wers
selected only for the care of confirmed COVID-19
residents. The DON acknowledged that she was
not aware of local public health guidelines
regarding the use of N85 masks in the quarantine
zone,

During an interview on 10/23/20 at 2:30 p.m., the
administrator stated the corporate office told her
to provide only surgical masks to the staff working
in the quarantine zone,

During a review of the Weekly Inventory PPE
date 10/18/20, Indicated the facility had In thelr
stockpile 4,600 pleces of N85 masks.

During a review of the facility's policy titled
“Infection Controi” revised 1/1/12 indicated the
facliity intend to maintain a safe, sanitary, and
comfortable environment and helped to prevent
and manage transmisslon of disease and
infection, The policy indicated the staff was
trained on the infection control policles and
procedures Including where and how to find the

use of pertinent equipment related to infection

out to residents and families
on 10/26/2020 by the
Soclal Worker Director.

f. Infectlon Control Nurse

will do Infection Control
rounds practices Sx/week
which includes random
checking on staff’s nails,
Findings will be discussed with
the Staff involved Immediately
during rounds and

will be brought up during the
stand up meeting.

8- An in-service education was
given on 11/10/20 to nursing
staff by the DSD In regards to
ensuring that residents has and

. being offered surgical masks

while In the facility and
to update resident’s care
plan with resident’s refusal.

V. Monitoring:

Daily infection Control Rounds
will be conducted by Infection
Control Nurse. Findings will be

discussed during the Monthly QAA

Committee by the Infection Control

Nurse for discussion,
tracking and trending for 3 months,
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F 880

Continued From page 6
control.

During a review of the facility's policy titted "PPE"
revised 1/1/12, Indicated a purpose was to ensure
the avallabllity of PPE, as required. The policy
indicated the type of protective clothing to bs
used was based on the likellhood of exposure.

During a review of "The Los Angeles LDH Skilled
Nursing Facllities - COVID-18 Manual® updated
on 10/19/20, indicated the staff working in the
quarantine and COVID-19 2ones should wear a
gown, gloves, eye protection, and N85 masks.

b. During an observation and concurrent interview
on 10/23/20 at 10:11 a.m,, the housekeeping
(HK1) personne! stated she cleaned the rooms
with a chlorine bleach. During intervisw HK 1
stated she sprayed the product on the surfaces
and immediately wiped the product off. During
interview HK 1 stated she did not spray the
product agaln after wiping it from the surface.
During Interview HK 1 acknowledged she was not
aware of the products contact time.

During an Interview on 10/23/20 at 10:20 a.m,,
the Assistant Occupational Therapist (AOT)
stated the facllity used chlorine bleach to disinfect
the therapy equipments after each resident use.
The AOT acknowledged she did not know the
contact time for the disinfecting products used.

During an cbservation and interview on 10/23/20
at 10:20 a.m., the supervisor of housekeeping
(SHK) stated he was not aware of the contact
time and had not in serviced the housekeeping
staff about the proper use of chlorine bleach. The
SHK lcoked at the directions on the chlorine

bleach and stated the product should remain wet
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on the surface of items being cleaned for at least
two minutes.

However, during a review of the in-service
meeting minutes dated 10/23/20 indicated SHK
In-serviced the housekeeping staff on the chiorine
bleach proper use and its contact time.

Areview of the facllity's COVID-18 Mitigation Plan
- Infection Prevention and Control revised §/14/20
indicated the infection control lead had been
designated to monitor and [mprove Infection
contro! practices based on public health
advisories (local, state, and federal).

Areview of “The Los Angeles LDH Skilled

Nursing Facilities - COVID-18 Manual® updated
on 10/19/20, indicated all staff with cleaning
responsiblliies must understand the contact ime
for the cleaning and disinfection products used in
the facliity. The manual indicated the faciity
shared or non-dedicated équipment must be
cleaned and disinfected after use according to the
manufacturer's recommendations.

¢. During an interview on 10/23/20 at 10:48 a.m.,,
the Infection Preventionist stated the residents
who were newly admitted were considered
persons under Investigation for COVID-18 and
they stayed in the quarantine zone for 14 days.

During an interview with Resldent 1 on 10/23/20
at 12:25 p.m., confirmed and stated he had been
in the quarantine zone for more than two weeks,

During an interview and concurrent record review
on 10/23/20 at 1:20 p.m., the DON stated
Resident 1 was admitted on 9/14/20. The DON
confimed Resldent 1 had been housed in the

FORM CM8-2687(02-86) Previcus Versions Obsalate Event (D: CIPTH1 Facllity iD: CAG10000047 If continuation shest Page 8 of 18
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quarantine zone for more than 14 days. The DON.

was unable to answer the reason why Resident 1

zmalned in the quarantine zone for more than 14
ys.

During an Interview on 10/23/20 at 12:66 p.m.,
LVN 2 stated Resldent 1 was housed in the
quarantine zone because he was newly admitted.
During interview LVN 2 stated the new
admissions stayed In the quarantine zone for 14
days. The LVN 2 stated after 14 days the
residents were cleared for a transfer to the green
(area for patients who ‘do not have COVID-19 or
who have recover from COVID-19) zone in order
to limit their exposure to other residents who may
have become confimed with COVID-19 while
housed in the quarantine zone.

During an interview on 10/23/20 at 2:02 p.m., the
1P stated Resldent 1 could become infected when
commingling with new admissions who could
have been diagnosed as having COVID-18 virus.
The IP stated she was rasponsible to assess the
residents' for proper placement and rearrange
thelr rooms to prevent infections, The IP stated
she missed reassessing Resident 1 for any signs
and symptoms, retesting the resident after the 14
days quarantine was completed, and when tested
negative COVID-18.

During a review of the face sheet Indicated
Resldent 1 was admitted on 8/14/20. The face
sheet Indicated Resident 1's cument diagnosis
included sepsis (overwhelming reaction to
infection that comes with high morbidity and
mortality).

During a review of the History and Physical

assessment form completed by the physiclian
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‘Nursing and the administrator both stated the

dated 9/16/20, Indicated Resident 1 had the
capacity to understand and make decislons,

Areview of the Minimum Data Set (MDS), a
standardized assessment and care screening tool
dated 98/21/20, indicated Resident 1 could
understand and make self understood.

Areview of the facility's policy titled “Infection
Contro! Survelllance’ revised 3/1/14, indicated the
IP conducted ongolng surveillance of heaithcare .
associated infection and epldemiciogically
significant infections that have substantial impact
on potential resident outcome, and that require
transmisslon-based precautions and other
preventative matters,

Areview of the facility's COVID-19 Mitigation Plan
dated 5/27/20, indicated new admitted residents
would be cohort in the quarantine zone, on the
14th day the resident would be retested and if
negative he would be released from quarantine.
The plan indicated the IP and/or DON evaluated
the cohorts dally and implemented or adjusted
the groups based on the results of survelllance
testing, reported symptoms, and vital signs. The
plan indicated the Infection control lead was
designated to monitor and improve Infection
contrel practicas based on public health
advisories (local, stete, and federaf). The plan
indicted the P would monitor test resuits and
surveiliance Information to gulde resident
placement, changes In policy and procedure, staff
assignments, and change in infection control

policy.

d. On 10/23/20 at 8:27 a.m., during a focused
infection control survey interview the Director of
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staff had not been fit tested to ensure the
respirators were properly fitted. The administrator
stated the facllity had not started the initial fit
testing of their employees.

Areview of "Cal/OSHA Interim Guidance on
COVID-19 for Health Care Facllities: Severs
Respirator Supply Shortages”® dated 8/20
Intlcated the guldance Is for healthcare and other
employers covered by CalfOSHA Aerosol
Transmissible Diseases (ATD) Standard (title 8
section 5198). The Cal/lOSHA guldance
discusses respirator requirements for covered
employers who care for suspected or confimed
COVID-18 patients when there are severe
respirator shortages. This guldance replaces
previous guidance of June 12, 2020, regarding
respirator use during severe respirator supply
shoitages. Whils supply chains for obtaining
respirators are not fully restored, the supply of
respirators for hospitals and other employers
involved in patient care has improved to a paint
that prioritization of respirators for high hazard
procedures and some other optimization
strategles are not cumently necessary. This
guldance also contalns new optimization
strategles to reduca the use and destruction of
respirators during the fit testing process. This
guldance is subject to change as circumstances
evolve. Regardiess of respirator availabllity,
employers must comply with all other provisions
of Section 5189 at all times, including but not
limited to: Implementing work practices that
minimkze the number of employaes exposed to
suspected and confirmed COVID-19 patients and
infectious aerosols. Providing and ensuring all
employees exposed to aeroso! generating
procedures use powered air-purifying respirators
or another respirator which provides equivalent or
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greater protection. |f PAPRs are unavailable and
cannot be obtained, an N85 respirator is the
minimum protection that should be used and
more protective respirators should be used if
avallable, such as elastomeric half-mask or
full-face respirators, which are more likely to sesl
well to tha face and achieve a better fit factor.
Use Fit Testing Methods that Maximize Respirator
Supplies and Fit Testing Efficiency initial
resplrator fit testing Is requirad before an
employee uses a respirator, or when an
employee changes to a different model, make, or
size of respirator. Thére are no changes to these
requirements. Annusl resplrator fit testing is also
required. To reduce usage of respirators and
prioritize fit testing equipment and supplies for fit
testing of new models, CaVOSHA will allow a
80-day delay for meeting annual fit testing
requirements provided there are no changes an
employee's physical condltion that could affect
resplrator fit. Such conditions Inciude, but are not
limited to, faclal scarring, dentsl changes,
cosmetic surgery, or an obvious change in body
welght. Employers can use qualitative fit testing in
accordance with title 8 section 5144 AppendixA
to help conéerve respirator supplies. Qualitative
fit testing does not'damage the respirator so that
the resplirator used during the test can be used on
the job by the employee who was tested.
Employers may also use modified quantitative fit
testing methods In accordance with federal
standards contained In title 20 Code of Federal
Regulations section 1910.134 Appendix A. These
tn;odlﬁed methods allow for faster quantitative fit
sting.

e. During an observation on 10/23/20 at 12:20
p.m., of the quarantine zone Resident 1 was not
wearing a mask. During cbservation Resldent 1
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was standing in his room by an open window.
Resident 1 was observed talking to a couple on
the other side of the open window. The visitors
face was In close proximity to Resldent 1 while
conversing. The visitor who was talking to
Resident 1 was wearing a surgical mask that was
pulled below the nose.

During an Interview with Resldent 1 on 10/23/20
at 12:25 p.m., stated the facllity's administrator
notifiad the resident about having visitors. During
the interview Resldent 1 stated he was not
informed of avolding taking to the visitor through
an open window.

During an interview on 10/23/20 at 12:56 p.m.,
LVN 2 stated the residents In the quarantine zone
were not affowed to have visitors.

During an interview on 10/23/20 at 2:30 p.m., the
administrator and DON stated they were not
aware Resident 1 was recalving visitors because
there were no visitors allowed,

A review of the face shest Indicated Resldent 1
was admitted on 9/14/20. The face sheet
Indicated the current diagnosis Included sepsis
(overwhelming reaction to Infection that comes
with high morbidity and mortality).

Avreview of the History and Physical assessment
conducted by the physiclan dated §/16/20,
indicated Resident 1 had the capacity to
understand and make decisions.

During a review of the Minimum Data Set (MDS),
a standardized assessment and care screening
tool dated 9/21720, indicated Reslident 1 could
understand and make himself understcod.
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the reason for the visit should be screened for
fever and symptoms of COVID-18, The plan
indicated they should wear a face covering,

facility premises with six fest or more physical
distancing, both the resident and visitor had to
wear a face covering and staff must moniter
infection control practices.

f. During an observation and intarview on
10/23/20 at 11:33 am., in the quarantine zone
CNA 1 had long artificial nalls. During Interview
CNA 1 stated she was not allowed to have long
nails because she could spread infection to the
resldents. The IP was unabla to state how the
facility monitored staff compliance for infection
control practices as pertained to care glvers
wearing artificial nafls,

on 10/23/20 LVN 2 was weating long nalls that
Interview LVN 2 statad her long nalls were

the residents because the long nalls covered in
stones trapped germs and helped spread
infections.

During a review of the facllity's "Employee
Handbook” dated 1/2018, indicated employess
were expected to maintain good habits of
dressing, personal hyglene, and groomed in a
manner appropriate to the nature of the job
performed and specific requirements.

A review of the facility's COVID-18 Mitigation Plan
dated 6/27/20, indicated all visitors, regardiess of

practice hand hygiense, and wear PPE if required.
The plan indicated all schedule visits were on the

During &n observation and concurrent interview
was giued with stones directly on the nalls. During

covered with a product containing gel. The LVN 2
stated long nails were not allowed while caring for

F 880
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‘not have a care plan for not wearing a face mask.

Continued From page 14

g. During an observetion on 10/23/20 at 8:59
a.m., Resident 2 who was not wearing a mask,
propelled in a wheelchalr, around the haliways
before stopping by the nurses station. The DON
and other staff members passed by Resident 2.
The staff member greeted Resident 2 but the
staff did not asked the resident to wear a fack
mask. During the same observatlon at 10:07 the
DON passed by Resident 2 who was still by the
nursing station without wearing a face mask.
However, at 10:29 am., a staff member finally
offered a mask to Resident 2.

During an interview on 10/23/20 at 1:58 p.m., the
IP stated the staff hed to report the residents to
the charge nurse who do not wear a face mask.
The [P stated the staff had to develop a care plan
for refusing to wear a face mask. The |P stated
the staff who did not enforce the wearing of the
face mask were not following the facllity's
protocol.

During an Interview on 10/23/20 at 2 p.m,, the
Medical Records (MR 1) stated Resident 2 did

A review of the face sheet indicated Resldent 2
was admitted to the facliity on 6/10/20 and was
diagnosed with clavicle (bone) and leg fracture
(broken bone).

During a review of the History and Physlcal
assessment form dated 6/12/20, indicated
Resident 2 had the capacity to understand and
make decisions.

A review of the Patient Care Plan dated 10/23/20,

indicated Resident 2 refused to wear'a face mask

F 880
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when ambutating throughout the facliity. The care
plan Interventions indicated to continue to reoffer
the face mask. ‘

A revisw of the facility's COVID-19 Mitigation Plan
datsd 5/27/20, indicated residents should wear a
face mask whenever they left their room or are

around others. -

F 882 | Infection Preventionist Qualifications/Role F 882

$S=E | CFR(s): 483.80(b){1)-{4)(c)
§483.80(b) Infection preventionist F 882 Infection Preventionist
The facility must designate cne or more Qualification/Role

individual(s) as the Infection preventionist(s) (IP)
(s) who are respongible for the facility's IPCP.

The IP must: . Corrective Action:
1:1 In-service was given to

§483.80(b)(1) Have primary professional training the Infection Control Nurse
in nursing, medical technology, microbiology, by the DON on 10/23/2020
epidemiology, orother related field; In regards to [P Nurse rle

' and the facllity’s policy
§483.80(b){2) Be qualified by educaticn, training, on Quality Assessment and
expertenca or certification; Assurance Committee.
§483.80(b)(3) Work at least part-time at the
facllity; and il. How to ldentlfy Other Resldents:

ffected

§483.80(b)(4) Have completed specialized No other residentis a
training In Infaction prevention and control. by this deficient practice.

§483.80 (¢) IP participation on quality assessment
and assurance committes.

The Individual designated as the IP, or at least
one of the Individuals If there is more than one IP,
must be a member of the facliity's quality
assessment and assurance committse and report
to the committee on the IPCP on a regular basis.
This REQUIREMENT is not met as evidenced
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Based on Interview, and record review, the
facllity falled to ensure the Infection Preventionist
([IP] a nurse who is accountable for decreasing
the incidence and transmission of Infectious
diseases between patients, staff, visitors and the
community) participated, and reported to the
quality assurance and performance improvement
program ([QAPI] Is the coordinated application of
two mutually-reinforcing aspects of 2 quafity
management system) committee on a regular
basis on current issues regarding infection control
practices for 37 of 67 resldent census, and 20 -
staff members that tested positive for COVID-18
(highly infectious respiratory disease that easily
transmits from parson to persons) virus,

The deficlent practice could potentially lead to
unidentified substandard infection control
practices, which could cause widespread
infections, and an outbreak in the facility, and the
community.

Finding:

During an interview on 10/23/20 at 11:33 a.m,, the
IP stated she was not a part of the QAPI and was
not sure what QAP did.

During an interview and record review on
10/28/20 at 12:40 p.m., Director of Nursing
(DON) stated the facllity conducted QAP!
meetings according to Identified facllity problems.
The DON stated the disciplines who attended the
QAP| were related to the identified problem. The
DON stated the last QAPI was related to patient's
welght loss and the 1P did not attended.

During an interview and record review on
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OEFICIENCY)
F 882 nued 882 1. Systemic Changes:
(::nﬁ ued From page 18 F An In-Service to IP Nurse and

Department Heads was done by
the Administrator on 11/12/2020
In regards to Infection control policy
indicating the Quality Assessment
and Assurance Committee, through
the Infection control committee
shall oversee implementation

of infectlon control policles

and procedures, and help
department heads ensure they are
Impiemented and followed.

V. Monitoring:

During the monthly QAA

meeting, the IP Nurse will report
any Issues with Infection Control
and QAAI minutes and immedIate
actions when they were identified to
sustain compliance x 3 months.
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10/23/20 at 12:61 p.m., DON stated the last ime
the IP had attended the QAPI mesting was on
5/18/20. The DON stated the IP Identified facility
Issuss by doing daily huddies and assessing the
residents’ plan of care. The DON stated QAPI
meetings were according to the facllity's targets

and infection control had not been a QAFI target.-

However, the DON acknowiedged the facility
census was 67. The DON confirmed and stated
there were currentiy 37 residents and 20 staff
members who were positive for COVID-18 virus.

According to the facility's policy titled “Infection
Control Policy” revised 1/1/12, indicated the
Quality Assessment and Assurance Committes,
through the infection control commities oversess
implementation of infection control policies and
procedures, and helped depariment heads
ensure that they were implemented and followed.
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