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C 000 C000 ~ Please accept this Pian of
C 000] Initial Comments goraaction_ris %urﬁc.rediple lc\'il atiiﬁn
The following reflects the findings of the California | be corrscted 8 speciiod and they
snt of Public Health during &8 COVID-18 will be monitored to prevent recurrence ;
SKILLED NURSING FACILITY MITIGATION no later than 12/22/2020. Preparation
" PLAN IMPLEMENTATION MONITORING and /or execution of this Plan of
. SURVEY. ~ Corraction does not constitute
P ) admigsionf%r‘ agr&?'.mc-i\rtirt1 bghe :
. y provider of the truth of the facts
! efowaégmﬁggg g;?,;%‘gﬁ?ﬁo n alleged or conclusions set
! Da”% nt of Publlc Health on 08/28/2020 forth on the Statement of Deficiencies
[ Lreparme ang p_Itanﬂc:if ch:lrrectifocn:.o Thetl?rovidgﬁrh
submits this Pla
The faclity was found to not be In compliance the iniention that it is inggfnilsogigglb
with Title 22 Callfomia Cade of Regulations any third party in any civil or crimina
section 72523(c) patlent care polices and action or proceedings against the
procedure regulations, and has not kmplemented Provider, its employees, agents,
their Skilled Nursing Facllity Mitigatién Plan for officers, directors, or shareholders.
COVID-19. Plan of Correction is submitted to
meet requirements established by
one deficiency was written. state and federal law,
Representing the California Department of Public g
Health: .
Health Facllitlies Evaluator Nurge: 40737 I
3 z
Total Residents: 75 }
€4180{ T22 DIV5 CH3 ART5-72523(c)(3) Patlent Care C41e0 C4190 - Patient Care Policies and !
Policles and Procedures . Procedures ’
(c) Each fallity shal) establ!?hd?nd émplelpuen;e , | !
rocedures, not im .
E);ﬁclesand P ures, Including bt no A. The 2 residents (resident 2 and ! 9/25/2020
) trﬁsnfiaeqlt n?,’:‘r“.’é‘f were retad?ittr?gd to
e faci were not coho '
(3) Infection control poficies and procedures. with non suspected COVID-19 were .
immediately moved to the quarantine;
zone for residents suspected of :
having COVID-19 on 7/29/20 i
1~ This Statute s not met as evidenced by: - - i - Co ot i -

3
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Based on observatlon, interview, and record
review the facllity falled to implement thelr
mitigation plan as part of thelr infection control
program when

a. Two Residents (Resident 2 & resldent 3) who
were readmiited to facllity dld not cohorted with
non-suspected covid-19 (a viral resplratory
disease that spreads from person fo person).
{residents .

b. Ensure two reskdents’ In the quarantine
(separates and rastricts ie movement of psaple
who were exposed to a contaglous diseass to
gee If they become sick) rooms (Reeldant 3 &
resident 4) had personal protective equipment
(PPE) slgnage and PPE outslde thelr vom door,
and staff wore the proper PPE to enter the room.

c. Ensure staff used environment protective
agency (EPA) reglstered disinfecting products to
clean the resident's room.

d- Ths miflgation plan was not aligned with tocal,
state, and federal guldefines

This fallure Increased the rigk of transmission of
COVID-19 to non-infected patients.

a- During an Interview with the Pirector of Nursing
DON on 7828/20, at 11:17 a.m,, she stated the
facility did not have any residents In quarentine.
The DON stated the facllity had readmissions In
the last 14 days. She staled Resident 2 was
readmitted on 8/22/20,

During an interview with the Director of Staff
Development on 8/28/20, at 11:28 a.m., he stated
patients who were readmitted were consldered
under investigation for COVID-19. Readmitted
patients were put In the quarantine room and
isolated for 14 days. .

Durlng an interview with the DON on 7/28/20, at
-11:42 am,, she steted residents whowere .
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€4180| Continued From page 1 C4160 To identify other residents having :

the potential to be affected by the :
same practice , the LN
supervisor and DON assessed
all in house resident's and no
other resident’s were noted to
be affected by this practice.

To ensure that this practice does
not reoccur, on 7/29/20 the CQI
nurse in-serviced the DON and
all licensed staff to make sure
that all readmissions will be
tested negative and placed in
the quarantine for 14 days.

Also, that all new admissions
will be placed in a single room

in the quarantine area for :
14 days from the date of X
admission and will not be

refeased without a negative .
test result. !

The DON will conduct )
weekly rounds to ensure

that all new admissions

are placed in the appropriate
zones ie. yellow zone for new
admissions with negative test
results.

@ oo oo oes

All neﬁative findings will be
brought to the Administrators
aftention by the DON. The
Administrator will present all
negative findings to the QAA :
committee quarterly for review |
and recommendation.

Corrective actions were
completed on 9/25/20

_._mm
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c4180| Continued From page 2 C4190 B. On 7/28/20 the 2 yellow zone | 9/25/2020
admitted and readmiited were quarantine In the {,?33’23 %3 tsﬂehf\'/’»}hseﬂgg?ﬁ;ir. ;
yellow zone. PPE carts were placed outside -
each room and signs for proper .
During an Interview with Certifisd nurse assistant PPE usewere placed onall
{CAN 1) on 8/28/20, at 12:23 p.m., she stated the doors on 7/28/20, The '
residents who were In the yellow zone were PPE isolation carts included .
quarantine for 14 days. masks, face shields, disposable,
g g e,
signs indicated appropriate .
During an Interview with llcensed reglstered nurse in?ection control procedures |
{LVN 1), on 8/28/20, et 1:20 p.m,, he stated for droplet isolation of g
residents In the yellow zone staff wear gown, COVID-19 and appropriate
shield, mask, gloves, and shoe covers. ?hongnpq and doffing of ;
e s. H
During an interview with CAN 2, on 7/28/20, at :
1:50 p.m., she stated room 12 had twe residents. ,
CAN 2 stated Realdent 3 went to the hospital on To identify other residents !
8/27/20. having the potential to be :
. - affected by the same practice, .
During an intesview and concurrent record review - the LVN supervisorand DON
with the DON, on 8/27/20, at 2:17 p.m., she assessed all in house resident’s
stated Resident 2 and Resldsnt 3 were and no other resident’s were
non-compfiant with quarantine, refused to stay in noted to be affected by this
a quarantine room, and rel’udsecti,t t: :éay In their practice. ,
‘room. DON stated she could n any care : .
plans about Resldent 2 and Resident 3 baing To ensurs that this practice |
non-compliant with quarantine. DON stated if in-serviced all staff regarding |
Resident 2 became confirmed with COVID-18, he infection control guidelines to
would comply with isclation. DON agreed that prevent the spread and
readmissions should be separated from transmission of all
non-covid-19 residents. The DON stated communicable disease
readmissions could come out of quarantine after including COVID-19 on 7/29/20. !
14 of two negative COVID-19 tast results, . !
DO?;laWstated a reaegl?'llsston had a 60% chance of The DON will conduct weekly
rounds to ensure that all .
being Infeoted with COVID-18. uarantine rooms have their !
, priate
Resident 2, the Face Sheet indicated Resldent 2 signage displayed outside the
was readmitted to the facliity on 8/22/20. room, and have fully stocked
During a review of the Medica( Records for PPE/isolation carts outside
Resldent 2, the West Pack Labs, indicated . each room. ©o
- = - [-Rosident 2was tested for COVID-1S0n 82620 | - - |- - --
T STATE FORM e mzvott " coniaton shast 3 016
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on 8/26/20,

During a review of the Medical Records for
Resident 2, the Resldent Care Plan dated
8/28/20, Indicated non-compllance to order for
| isolation/quarantine .

During a review of the Medlcal Reoords for
Resldent 3, the Specimen Enquiry Report dated
8/20/20, Indicated Resldent 3 was negative for
COVID-18

During a review of the Medlcal Records for
Resident 3, the Face Sheet indleatad Resldent 2
was readmitted to the fecilty on 8/25/20

During a review of the Medlical Records for
Reslident 3, the West Pack Labs, Indlcated
Residant 3 was tested for COVID-19 On 8/26/20
and the negative COVID-19 result was reported
on 8/26/20.

During a revisw of the Medical Records for
-Resldent 3, the Reskient Care Plan dated
8/28/20, indicated non-compllance to erder for
Isolation/quarantine

The facility mitigation plan undated indicated the
faclfity would ensure that resldents were tested
prior to admission or readmission, including
transfer from hospitals and other heakficare
facilities. The plan Indlcated If the hospital did not
tost the resident, the facllity would test and
quarantine upon admisslon. The plan hdicated
resldents who were admitted from the hospitel
| would be tested prior to admission and if they
testad negative, would be quarantine for 14 days
and then retestad. If negative, the resldent would
be releassd from quarantine. The plan indicated
the faclity would ensure that upon admission, -
new and readmitted residents with unknown
GOVID-19 status were place in a single
oceupancy room or a separated obseivation unit,
wing, or bullding.

C. On 8/28/20 the housekeeper : 9/25/2020
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4180 | Continued From page 3 C4180 Ag negative findings will be
and the negative COVID-19 result was reported addressed by the Administrator

to be presented to the QAA .
committee quarterly for review |
and recommendation.

Corrective actions were
completed on 9/26/20

was immediately given the
correct bottle of EPA registered
disinfectant effective against
COVID-19 and educated in its
use to prevent the spread of
COVID-19 infection. !

To identify other residents
having the potential to be
affected by the same practice,
the LVN supervisor and DON
assessed all in house resident's
and no other resident's were
noted to be affected by this
practice.

To ensure that this practice does
not recccur, on 8/29/20 the .
housekeeping supervisor
in-serviced the housekeeping
staff regarding the use of EPA
registered disinfectants to use '
which are effective against !
COVID-18.

The housekeeping supervisor
will conduct weekly rounds to
ensure that all housekeepers :
are using the proper disinfectant :
for use against the COVID-19  ;
virus,

Fhe facliity's policy fitled "Coheirting of Resldents”

" STATE FORM
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G4190| Continued From page 4 94190 All negative findings will be .
undated, indicated the yellow unit or quarantine brought to the Administrator's
was for residents who have been In close contact : attention by the housekeeping . |
with one or more known cases of COVID-10 or l supervisor. The Administrator .
for newly admitted or readmitted residents. willpresent all negativa flndings |
| Patients In this area should be placed in a private o ho s aggmm'ﬁee qugﬂgr y i
room if pos?ible. lndlvlt;:loa!s &hogge bgf ke[;li' In recommendation. ;
quarantine for 14 days from the thelr ’
exposure, or admittance date. Patients who E:.{,’g%{:ﬁ ?,,";“3 ,’5%,”;3’9
received two negative test resulls at least 24 1
hours a part can be transfer to the non-COVID-19 - '
patisnt care area. D. On 8/31/20 the mitigation plan . g/25/2020
The facliity policy titted "Novel Coronavlrus, Plan, was implemented to be aligned
Prevention, and Response® revissd 2020 with the local, state, and federal |
Indicated nterventions to preve% tt}l;te Wdl;g t;;d guidelines.
respiratory garms for residents undiagno Hant ; .
respiratory infection, the faclity would use },‘;‘33{2‘,%;;‘?: L?:m;%h@'mge
standard, contact, and droplet precaution with eye same practice, the LVN
protection, The policy Indicated resldents who supervisor and DON assessed i
were suspscied of having COVID-19 were the all in house resident's and no
staff would Implement standard, contact, and other resident’'s were noted to be
alrbome, The policy lndleat;d sta}f‘ft;vou!q wear ) affected by this practice.
gloves, gowns, goggles or face shields, and mas . .
(respirators) upon entering room, Igt?ggumr?j;hgtntg;g Ir2a0c’5t:r<‘:g g%e!s
b-During an interview with the DON on 8/28/20, at nurss in-sefviced the
any residents In quarantine, mitigation plan and to make sure |,
During an Interview with the Director of Staff thatitis aligned with the local, -
Develspment on 7/28/20, at 11:28 a.m., he stated state, and federal guidelines.
patiants who were In the yellow zone were . , .
considered under investigation for COVID-19. The administrator will conduct |
During an observation on 7/28/20 in the hailway, weekly rounds with the DON to
room 30 and room 31 were marked as yellow ?"fSlI'I”e thgt thg n;iltlgagon. plan :
zone and were ccoupled with one residant each. ocul atate o Tl l“’“h the |
Raom 30 and 31 doors were open. There was no guidsiines. edera
signage or PPE oart outside the dgor. ) :
During an Interview with Certified nurse assistant !
(CAN 1) on 8/28/2), &4t 12:23 p.m., she stated |
residents who were in the yellow zone were |
quarantine for 14 days '
- During-an interview with fioensed registered nurse| - - - o
——Lcsnelng-and Coniication DAtaion
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C4180 | Continued From page 6 C4180 é\ll ne%ta%iv?hﬁngidng? gill be 3
rought to the Administr :
(LVN 1), on 8/28/20, at 1:20 p.m,, he stated attention by the housekaeping
residents in the yellow zone staff wear gown, supervisor. The Administrator
shield, mask, gloves, and shoe cover will present all negative findings
During an interview with LVN 2, on 8/28/20, at to the QAA committee quarterly
1:67 p.m., he stated readmisslon residents and for review and recommendation. °
hemodialysls residents were cohorted in the . .
yellow zone. Corrective actions were
During an Interviaw with the DON, on 8/27/20, at completed on 9/25/20

2:17 p.m., she stated hemadialysls resldents
were cchorted In the yellow zone. The DON
stated the yellow zone rcoms should have PPE
cart and signage by the door, the door sheuld be
close, and the staff shoukd wear mask, gloves,
and a gown to go Into the reoms In the yellow
zone to prevent COVID-19 infection.

The facility mitigation plan undated Indicated the
necessary PPE would be made avafiable directly
outside the resldent's rooms In the red zone in
accordance with current Center for Disease
Control and Prevention (CDC) guldance, The
plan Indicated the facliity would have an isolation
set-up outsids resident rooms when necessary to
meet this requirement. The plan Indicated all staff
would wear recommended PPE while in the
building per curent Califemia Department of
Public Health (CDPH) guldance. The plan
indicated signs were posted immediately cutsida
the rasident rooms Indicating appropriate
Infection control and prevention precautions and
required PPE in accordance with CDPH
guidelines. The plan indicated the faclliy -
designated space for safe care and treatment of
COVID-19. The plan Indicated the quarantine
yellow space was deslgnated for unknown
a'symptcmattc resldents and/or developed a safa
ptan )

The facllity pollcy titled “Novel Coronavirus, Plan,
Prevention, and Response® revised 2020,
Indicated interventions to prevent the spread of

- - | rosplralory-gemms; residents with undiagnosed - R

T §TATE FORM - MZYON if continuation sheot 6 of 8
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resplratory Infaction faclility would use standard,
contact, and droplet precaution with eye
proteotion. The pofioy indicated the facliity would
use posting signs on the door or well cutside of
the resident room that clearly described the type
of precaution nesded and required PPE. The
policy indicate the PPE, Including face mask, eye
protection, gowns, end gloves, available .
Immediately outside of the resident’s room. The
polioy inclcated resident's who were suspectad of
having COVID-19 were placed ih a private room
with the door closed.

d- during dn observation and concurrent Interview
with housskeeping (HK 1),0n 8/28/20, at he had
a cleaning cart In the heliway. HK 1 stated he

: cleaned the floors, the resident's side table,

nureing stetion, and facillly spifls. HK 1 showed a
bottle with a purple liquid lebsled biilloso and
statad that was the product he used to clean.
Facliity surfaces. HK 1 stated the iiquld has a 20
seconds contact time. HK 1 stated the facllty
used a yellow Aquid only when the bad was
stripped. HK 1 showed the botile for brilloso
praduct and stated he could not find a labef that
indicated uss for corona virus and EPA
reglstered.

During an Interview with Supervisor of
housekeeping, on 8/28/20, 3 p.m., he staled the
facllity should not uge the product calied brilloso
product to disinfect the facllily and brilloso was
not EPA reglstered.

The facllity’s policy titled “Novel Coronavirus,
Plan, Prevention, and Response" revised 2020,
indicated the facility would perform routine and
terminal cleaning using disinfectants known to be
effective against emerping viral pathogens or
novel coronavirus SARS-CoV02 (EPAlist N
agents),

d- Buﬂng an lntewlewwiﬁ: the DON on- 8/28/20,

C4180

!
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at 14:17 am., she stated the facility did not
cohorted symptomatio residents who were not
confirmed with COVID-18 In the red zone. The
DON stated the mitigation plan was not correct.
The facilly mitigation plan undated Indlcated the
facllity had developed procedures to safe care
and treatment of COVID-19 in designated
spaces. The pollcy indicated residents who were
confirmed positive for COVID-19 and Jor were
symptomatic suspected would be in the red
space. '
The facility's policy titled "Cohurting of Residents”
undated, indicated the red unit or izolation Include
residents who have been tested positive for
COVID-19 and individuals who developed
symptoma of COVID-18, who were walting test
resulls, orwho have tested negative a single time
should ba placed in the quarantine area.

The center for Disease Control and Prevention
dated 7/16/20, Indlcated pationts who had
COVID-19 should only be cohorted with patients
with the same respiratory pathogen.

The Los Angeles Acute Communicable disease
manugl dated 8/17/20, Indicated The fecillty
should deslgnate an area for the placement of
suspsct and confirmed residents.

i
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