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C 000 Initial Comments C 000

The following reflects the findings of the Callfornia
Department of Public Health during a SKILLED
NURSING FACILITY State Monitoring Infaction
Control Mitigation Survey.

A COVID-19 State Monitoring Infection Control
Mitigation Survey was conducted by the California
Department of Public Health on 09/14/2021.

The facility was found not in compliance with Title
22 California Code of Regulations section
72523(c) patient care polices and procedure
regulations and has/not implemented their Skilled
Nursing Facility Mitigation Plan for COVID-19,

Representing the California Department of Public

Heaith:
Health Facllitles Evaluator Nurse: 43323

Total Residents: 53

C4140| T22 DIV5 CH3 ART5-72623(c) Patient Care C4140
Policles and Procedures

(c) Each facility shati establish and implement
policies and procedures, including but not limited
to: ' '

This Statute Is not met as evidenced by:

Based on observation, interview, and record
review, the facllity failed to implement coronavirus
disease-2019 (COVID-19, a highly contaglous
viral infection that can trigger respiratory tract
infection) infection control practices by falling to:
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1. Ensure Certified Nursing Assistant 1 (CNA 1)
.| appropriately discarded her contaminated N95
respirator (respiratory protective device designed

to achieve a very close faclal fit and efficiently

filter airborne particles) after providing care for
Resident 1 and switching back to her surgical

mask. ‘

2. Ensure the trash bin for doffed (removed)
personal protective equipment (PPE - equipment
worn to minimize exposure to hazards like
infections that cause serious workplace injuries
and llinesses) was located inside Resident 2's
room near the exit.

3. Monitor Resldent 3's oxygen saturation (the
amount of oxygen In the bloodstream) at least
once per day.

4. Screen Dietary Staff 1 (DS 1), Registered
Nurse 1 (RN 1), and Staff 1 for COVID-19
symptoms, International travel within the last 14
days to a restricted country, and contact with
someone with or under investigation for
COVID-19.

These deficlent practices Increased the risk of
spreading COVID-19 infection to residents and
staff within the facility.

Findings:

.| & During a concurrent observation and interview,
on 9/14/2021 at 1:12 p.m., with Certified Nursing
Assistant 1 (CNA 1), observed CNA 1 removing
her N95 respirator (respiratory protective device
designed to achleve a very close faclal fit and
efficiently filter airborne particies) upon leaving
Resident 1's room located in the yellow zone
(cohorted area reserved for newly admitted
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. | 9/14/12021 at 1:12 p.m., with the IP, the IP

Continued From page 2

residents on observation and residents who are
symptomatic or exposed to COVID-19) and
putting the contaminated N95 back into her
pocket in the presence of the Infection
Preventionist (IP).

During a concurrent observation and interview, on

witnessed and verified that CNA 1 removed her
contaminated NS5 and placed it inside her
pocket. Observed the IP Instructing CNA 1 that
she is supposed to discard the used N95 and
wear a new one if she were to reenter an isolation
room in the yellow zone. When the IP asked why
she was pocketing the used N95, CNA 1 stated
she was saving for later when she has to return to
Resident 1's room.

During an Interview, on 9/14/2021 at 4:41 p.m.
with the IP, the IP stated that CNA 1 should.not
have pocketed the contaminated N95 for reuse.
The IP confirmed that the N95 should be
discarded once used and removed, and staff
should be getting a new N95 from the personal
protective equipment (PPE - equipment worn to
minimize exposure to hazards like infections that
cause serious workplace injuries and ilinesses)
cart. The IP stated staff are allowed to switch
between N95 and surgical masks but they must
adhere to and follow proper donning and doffing
of appropriate PPE. The IP stated CNA 1 should
have discarded the used N95, performed hand
hyglene, and put on a new surgical mask. The IP
further stated the CNA had told him that she was
saving the NS5 in her pocket for later to which the
IP responded by providing in-service and telling
her that she cannot keep her contaminated N95
in her pocket for reuse. The IP stated it important
for all staff to properly-don (put on) and doff
(remove) PPE to observe proper infection control

C4140
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measures and make sure staff do not
contaminate themselves and spread infection to
residents and staff.

Areview of the facllity's COVID-19 Mitigation Plan
(identifies policles and procedures taken to
reduce risk and minimize loss in the event of
disasters/femergencies), revised 9/13/2021,
indicated, “if staff will be shared across sections
in any way, the staff will fully doff all PPE and
leave all dirty PPE in designated receptacles,
perform hand hyglene, and don new. PPE In
accordance with Centers for Disease Control and
Prevention (CDC) guidance for the area they are
entering.”

| Areview of the facility's policy and procedures

titled, "Personal Protective Equipment -
Contingency and Crisis Use of N-95 Respirators
(COVID-19 Outbreak),” under section "Procedure
for Donning and Doffing N85 Respirator Masks,"

‘dated April 2020, Indicated the following:

To remove N95 respirator mask:

- Front of mask/respirator Is contaminated - do
not touch. If your hands get contaminated during
maskirespirator removal, immediately wash your
hands or use an alcohol-based hand sanitizer,

- Grasp bottom ties or elastics of the
masklrespirator, then the ones at the top, and
remove without touching the front.

- Discard in a waste container.

- Perform hand hygiene immediately.

“b. During an observation, on 9/14/2021 at 12:42

p-m., observed the trash bin for discarding doffed
PPE located outside of Resident 2's room in the
yellow zone (cohorted area reserved for newly
admitted residents on observation and residents
who are symptomatic or exposed to COVID-19).
Upon opening the trash bin, doffed (removed)
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Continued From page 4
disposable gowns were noted to be inside.

During a concurrent observation and interview, on
9/14/2021 at 1:12 p.m., with the Infection
Preventionist (IP), the IP witnessed and verified
that the trash bin for doffed PPE was outslde of
Resident 2's room. The IP confirmed that the
trash bin should be positioned inside the .
resident's room near the exit for staff to doff their
contaminated PPE prior to leaving the isolation
room. The IP stated contaminated PPE should
not be brought outside the room in the yellow -
zone since there is potential outcome of
spreading Infection.

Areview of the facility's COVID-19 Mitigation Plan
(identifles policies and procedures taken to
reduce risk and minimize loss in the event of
disasters/emergencles), revised 9/13/2021,
Indicated trash can to be located near exit for
staff to discard PPE if moving out of designated

| areain the yellow zone.

¢. Areview of Resident 3's coronavirus

| disease-2019 (COVID-18, a highly contagious

viral Infection that can trigger respiratory tract
infection) and vital signs monitoring log indicated
there were no documentation for oxygen
saturation (the amount of oxygen in the
bloodstream) from 9/10/2021 to 8/14/2021.

During a concurrent interview and record review,
on 9/17/2021 at 2:34 p.m., with the Infection
Preventionist (IP), the IP reviswed Resident 3's
vital sign log from 9/10/2021 to 9/14/2021 and
confirmed that the oxygen saturation was not
documented for Resident 3. The IP stated
Resldent 3 is currently in the gréen zone (cohort
reserved for residents who do not have
COVID-19 that have tested negative, cleared

C4140
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Isolation, or are fully vaccinated without
symptoms). The IP explained that the vital signs
including oxygen saturation Is monitored at least
once per shift for green zone residents and
should have been done. The IP stated the -
admitting nurse failed to add oxygen saturation
monitoring for Resident 3 as part of the vital sign
set when the resident was readmitted into the
facliity and staff consequently continued to miss
checking and documenting Resident 3's oxygen
saturation. The IP confirmed the oxygen
saturation has not been checked for Resident 3
since his readmission on 7/21/2021. The IP
“stated It is Important to check vital signs Including
oxygen saturation to monitor for changes in the
resident.

During an interview, on 9/17/2021 at 3:40 p.m.,
with the Director of Nursing (DON), the DON
verified that there is no policy for screening green
zone residents for COVID-19 symptoms and
monitoring vital signs specified In the facility's
mitigation plan. However, the DON stated that
the facility is monitoring for COVID-19 symptoms
and vital signs once per shift for residents in the
green zone. The DON confirmed there should be

symptoms of residents In the green zone and that
the facllity will add a policy into the mitigation

plan,

Areview of the facility's COVID-19 Mitigation Plan
(identifies policies and procedures taken to
reduce risk and minimize loss in the event of
disasters/emergencles), revised 9/13/2021, did
not indicate a policy for monitoring vital signs and
COVID-19 symptoms for residents in the green’
zone.

. Areview of the staff screening log, dated

policy for monitoring vital signs and COVID-19

C4140
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9/11/2021, indicated Registered Nurse 1 (RN 1)
and Staff 1 were not completely screened upon
entering facllity and there were missing
documentation for presence of coronavirus
disease-2019 (COVID-19, a highly contagious
viral infection that can trigger respiratory tract
infection) symptoms, international trave! within
the last 14 days to a restricted country, and
contact with someone with or under investigation
| for COVID-19, '

A review of the staff screening log, dated
9/12/2021, indicated Dietary Staff 1 (DS 1) was
not completely screened upon entering facility
and there were missing documentation for
presence of COVID-19 symptoms, International
trave! within the last 14 days to a restricted
country, and contact with someone with or under
investigation for COVID-19.

During a concurrent interview and record.review,
on 9/14/2021 at 3:35 p.m., with the Infeclion
Preventionist (IP), the IP reviswed the staff
screening log for 9/11/2021 and 9/12/2021 and
verified the missing documentation for travel
outside the country, COVID-19 symptoms, and -
contact with someone with or under investigation
for COVID-19 for RN 1 on 9/11/2021, Staff 1 on
9/11/2021, and DS 1 on 9/12/2021. The IP was
unable to identify who Staff 1 was that was
screened on 9/11/2021. The IP stated there is a
door monitor sitting in the front lobby at all times
who checks and ensures the screening form is
done accurately and completely. The IP stated if
any of the screening questions are missed, the
door monitor reminds the staff to answer all the
questions completely. The IP stated he also
reviews the screenings logs every three to four
days to ensure the logs are complete. The IP
stated it Is important properly screen all visitors

ensing and Certliication Division
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and staff to make sure they are not bringing
COVID-19 infection with them into the facllity and
to protect the residents and staff.
A review of the facllity's policy and procedures
titled, "infection Prevention and Control,” under
section "Employee Screening,” indicated "all staff
members will be screened for symptoms
assoclated with COVID-19 (e.g. cough, shortness
of breath, elevated temperature >100) upon
entering the facility/bsginning of their scheduled
shift and before leaving the premises.”
snsing and Certification Division
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Valley Vista Nursing and Transitional Care (VWNTC) makes the best effort to operate in full compliance
with Federal and State law. Nothing included in this plan of correction is an admission otherwise.
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How corrective action will be accomplished for those residents affected by the deficient practice

1.

2.

CNA 1 was given a one to one in-service on 9/11/21 regarding proper d:sposal of contaminated
N-95 respirator after providing care for resident 1.

IP removed trash bin for doffed (removed) PPE outside of resident’s 2 room and positioned
inside the resident’s room near the exit immediately for staff to doff (removed) their
contaminated PPE prior to leaving the isolation room. In-service the Housekeeping Supervisor
on (DATE) regarding the proper placement of all trash bins in the yellow zone.

DON and/or designee initiated in-service on( DATE) to all licensed staff regarding vital signs
monitoring (including temperature, oxygen saturation, signs and symptoms of COVID-19 to
green zone {every shift ) and every 4 hours in the yellow zone.

Policy for monitoring vital signs and covid-19 symptoms for residents in the green zone were
included in the facility’s Covid-19 Mitigation Plan.

DON/designee gave an In-service to RN1 on {DATE), Dietary Staff 1 on (DATE), Staff 1 and
receptionist/screener on (DATE) the importance of employee screening log, all staff members
will be screened for symptoms associated with Covid-19 upon entering the facility/beginning of
their scheduled shift and before leaving the premises.

How the facility will identify other residents having the potential to be affected by the same deficient
practice

1

3
4,

IP/DSD conducted a random verbal assessment of staff (LVN/CNA) on 9/11/21 regarding proper
disposal of contaminated N95 respirator, no other deficient practice

IP did rounds on the yellow zone and all checked all trash bin, no other deficient practice
observed.

DON/QA checked all physician order, no other resident affected by the deficient practice.

IP rechecked logs for September, no other deficient practice observed.

Measure and Systematic changes to be in place to ensure the deficient practice do not recur

1,

IP/DSD gave an in-service to all staff on 9/11/21 regarding infection control and proper disposal
of contaminated N95 respirator. DSD/IP will conduct an in-service to all staff regarding Infection
Prevention and Control Program monthly x 3 months to ensure compliance.

Department managers and facility staff on their daily rounds will ensure all trash bin in the
yellow/red zone used to doffed (removed) PPE is inside.

11-7 Licensed nurse will do a 24 hour check on new admit resident to ensure vital signs
monitoring is in place. DON/QA will check all new admit patient chart within 24 hours to ensure
compliance.

Screener/receptionist will be responsible in asking questions and will document
employee/visitors response to COVID 19 questionnaire.

How Facility plans to monitor its performance to make sure that solutions are sustained



1. Facility administrator will report to the QAA Committee durin,

g regular scheduled meetings any
deficient practice x 3 months.

Completion Date: 10/31/2021



