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F 000 INITIAL COMMENTS F 000

 The following reflects the findings of the 

California Department of Public Health during an 

abbreviated standard survey.

Facility Reported Incident Numbers: CA00869505 

and CA00870993

Categories: Resident/Patient/Client Abuse & 

Infection Control

Representing the Department:

Health Facilities Evaluator Nurse: 46247

The inspection was limited to the specific Facility 

Reported Incident Number investigated and does 

not represent the findings of a full inspection of 

the facility. 

No deficiencies were issued for the Facility 

Reported Incident Number: CA00869505

One deficiency was issued for Facility Reported 

Incident: CA00870993 at F882

F 882 Infection Preventionist Qualifications/Role

CFR(s): 483.80(b)(1)-(4)

§483.80(b) Infection preventionist

The facility must designate one or more

individual(s) as the infection preventionist(s) (IP)

(s) who are responsible for the facility's IPCP.

The IP must:

§483.80(b)(1) Have primary professional training

in nursing, medical technology, microbiology,

epidemiology, or other related field;

F 882

SS=D

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 

following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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Preparation and/or execution of this 
Plan of Correction does not constitute 
admission or agreement by Poway 
Healthcare Center to the allegation or 
conclusions set forth in the Statement 
of Deficiencies. This Plan of Correction 
is prepared and/or executed solely 
because it is required by provisions set 
forth in Federal and State law. None of 
the actions taken by the facility 
pursuant to the Plan of Correction 
should be considered an admission 
that a deficiency existed or that 
additional measures should have been 
in place at the time of the Survey.

This Plan of Correction serves as our 
credible Allegation of Compliance with 
Federal and State Regulations.

F 882

What corrective action(s) will be 
accomplished for those residents
found to have been affected by the
deficient practice.

No residents were found to be affected by 
this deficient practice. 
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F 882 Continued From page 1 F 882

§483.80(b)(2) Be qualified by education, training,

experience or certification;

§483.80(b)(3) Work at least part-time at the

facility; and

§483.80(b)(4) Have completed specialized

training in infection prevention and control.

This REQUIREMENT  is not met as evidenced

by:

Based on interview and record review, the facility

failed to employ a qualified full time Infection

Preventionist (IP, the person(s) designated by the

facility to be responsible for the infection

prevention and control program) with primary

professional training, education, and experience

as a Licensed Nurse.

This failure had the potential to compromise the 

facility's ability to maintain a safe and effective 

infection prevention and control program (IPCP) 

for all residents residing in the facility.

Findings:

On 11/28/23 at 12:17 PM an interview was 

conducted with Licensed Nurse (LN) 1. LN 1 

stated the facility's current infection preventionist 

was IP/CNA (certified nursing assistant).

On 11/28/23 at 1:36 PM an interview was 

conducted with the IP/CNA. The IP/CNA stated 

she had been working in role of IP since May 

2023. The IP stated she was responsible for 

educating staff on infection control practices and 

transmission-based precautions as well as the 

monitoring and reporting of disease outbreaks in 

the facility. The IP/CNA stated she had worked in 

the facility as a Certified Nursing Assistant (CNA) 

FORM CMS-2567(02-99) Previous Versions Obsolete LX9O11Event ID: Facility ID: CA080000012 If continuation sheet Page  2 of 4

How the facility will identify other
residents having the potential to 
be affected by the same deficient
practice and what corrective action
will be taken.

All residents have the potential to be 
affected by this deficient practice. The 
facility has employed a qualified full time 
infection preventionist with primary 
professional training, education, and 
experience as a Licensed Nurse. 

What measures will be put into place
or what systemic changes the facility
will make to ensure that the deficient
practice does not recur.

Upon hire of facility infection preventionist, 
Nursing License to be verified to ensure 
that license is active and in good standing 
with the State Board of Nursing, and that 
the infection preventionist has completed 
specialized training in infection prevention 
and control. 
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F 882 Continued From page 2 F 882

and a Unit Clerk prior to being hired in the IP role. 

The IP/CNA stated she was not a licensed nurse 

and had not completed primary professional 

training in nursing. The IP stated she was 

responsible for updating residents' vaccine status 

on the CAIR (California Immunization Registry) 

website but because she was not a licensed 

provider, she had to use the previous infection 

preventionist's login information to sign on.

On 11/28/23 at 2:29 PM an interview with the 

director of nursing (DON) was conducted. The 

DON stated the IP was hired in the role of 

infection preventionist in May 2023. The DON 

stated the IP was not a licensed nurse and had 

not completed primary professional training or 

earned an advanced degree in another 

health-related field. The DON stated he oversaw 

the clinical side of the infection prevention control 

program and that he fulfilled any clinical duties in 

the role.

A record review of the facility's job description, 

titled Infection Control Nurse was conducted. The 

job description was signed by the IP on 7/4/22, 

which indicated, " ...Must maintain all required 

continuing education for licensing. Must remain in 

good standing with the State Board of Nursing at 

all times ..."

On 5/11/23, A review of the All Facilities letter 

(AFL 21-51), dated December 13, 2021, titled 

Assembly Bill (AB) 1585 - Expansion of SNF 

(skilled nursing facility) Infection Preventionist (IP) 

Minimum Qualifications, indicated, Effective 

January 1, 2022, AB 1585 expands existing 

eligibility and minimum qualifications for a SNF's 

IP. The IP must have primary professional 

training as a licensed nurse, medical technologist, 

FORM CMS-2567(02-99) Previous Versions Obsolete LX9O11Event ID: Facility ID: CA080000012 If continuation sheet Page  3 of 4

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

Administrator or designee to review 
employee file of Infection Preventionist 
quarterly ongoing to ensure that facility 
Infection preventionist has an active 
Nursing License that is in good standing 
with the State Board of Nursing, and that 
the infection preventionist has completed 
and is continuing specialized training in 
infection prevention and control. 

Any negative findings to be 
reported to the QA committee 
to ensure facility compliance. 

Individual responsible:

Administrator

Date when corrective action will
be completed: 2/4/24
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microbiologist, epidemiologist ... "
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1/5/23Administrator 
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