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This Plan of Correction constitutes a

The following reflects the findings of the written allegation of compliance for the

. deficiencies cited. Submission of this Plan
California Department of Public Health fora of Correction is not en admission of guilt.

complaintinvestigation during an abbroviated This Plan of Comection is submitted to
urvey. mieet requirements esteblished by State and

Complaint Number: CA00769749 Federal Law.
Rep tina the D sment: Health Facilitios Infection Prevention & Control:
Evaluator Nurse #43185 : Corrective action(s) for those residents that
The inspection was limited to the spacific have been affected by the practice:
complaint investigated and does not represent .
the findings of a full inspection of the facilty. {,m%';n aﬁm 1%@%&%
T — ook e e o et
number CAD0769749. e e

F 761 | LabeV/Store Drugs and Biologicals F 761 ;‘;?fxl". were subsequently refused by

88=D | CFR(s): 483.45{g}{(h)(1}{2)
2. RN Supervisor made rounds to all

§483.45(g) Labeling of Drugs and Biologicals PP :

Drugs and biclogicals used in the facility must be resident zym,;;“sdeﬁﬁ‘;;':wm were

tabeled In accordance with currently accepted

professional principles, and Include the 3. LVN 1 was provided 1:1 in-service on

appropriate accessory and cautionary the facility’s policy on Storage of

instructions, and the expiration date when Medications. Al the licensed nurses were

applicable. inserviced beginning March 25, 2022.
| LVN 1, as well as all licensed nurses, will

§483.45(h) Storage of Drugs and Biclogicals be trained by pharmecy consultants

§483.45(h)(1) In accordance with State and g rocgcation administrtion. on

Federal laws, the facility must store all drugs and
biclogicals in locked compartments under proper
temperature controls, and permit only authorized
personnel to have access to the keys.

§483.45(h)(2) The facility must provide separately
locked, permanently affixaed compartments for

>

LABCRATORY DIRECTOR'S OR PROWI PUER REPRESENTATIVE'S SIGNATURE TINE {(8) DATE
é]/g_/1 frdmini shvator 3)25]2022

Any deficlency statement ending with an asterisk (*) denctes a deficlency which the Institution may be excused from comrecting providing it Is detemiined that
other safeguards provide sufiicient protaction to the patients . (See (nstructions.) Except for aursing homes, the findings stated above are disclosable 80 days
folowing the date of survey whether or not a plan of corraction s provided. For aurging homes, the above findings and plans of comection are disclosable 14
days following the dato these documents aro made availablo to the fecllity. (f deficiencies are clted, an appraved plan of corraction is requisito to continued
program participation.
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storage of controlled drugs listed in Schedule [l of
the Comprehensive Drug Abuse Preventionand
Control Act of 1976 and other drugs subject to
abuss, except when the facility uses single unit 4. The Director of Nursing (DON) or
package drug distribution systems in which the designee  will randomly  monitor
quantity stored is minimal and a missing dose can medication administration practices of the
be readily detecied. licensed nurses to ensure that the company
This REQUIREMENT is not met as evidenced policies and procedures are being followed
by: for at least one month. During Angel
Based on observation, interview, and record Rounds, Department Managers will ensure
review, the facility failed to store medication for that medications are not left at bedside.
one of one sampled resident (Resident 1) per Results of the monitoring will be
facility’s poticy. forwarded to the Quality Assurance &
Performance  Improvemeat  (QAPI)
This deficient practice had the potential to result Committee for further review.
in tampering of Resident 1's medication and other
residents taking and consuming unattended Completion date: April 29, 2022.
medication.
Findings:
A review of Resident 1°s Admission Record,
indicated the resident had a history of dementia
(loss of memory, language, problem-solving and
cther thinking abifties that are severe encugh to
interfere with daily life), major depressive disorder
(persistent feelings of sadness and loss of
Interest), psychosis (a mental disorder
characterized by a disconnection from reality),
hypertensive chronic kidney disease (high blood
pressure caused by the narrowing of blood
vessals that canry blood to the kidneys), transient
Ischemic attack (TIA, temporary period of
symptoms similer to those of a stroke) and
cerebral infarction (occurs when the blood supply
to part of the brain is interrupted or reduced).
During an observation of Resident 1 on 1/20/22 at
10:57 em, Resident 1 was asleep in bed and
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there were 3 tablets In a medication cup, and 1
capsuie on a napkin on Resident 1's bedside
table.

Ouring an interview with Resident 1 on 1/20/22 at
11:00 am, Reslident 1 stated he did not know
what the medications on his bedside table were
for. .

During a concurrent observation and interview
with Licensed Vocational Nurse 1 (LVN 1) on
1/20/22 at 11:10 am, LVN 1 stated she did not
know that Resident 1 did not take his medication.
LVN 1 stated it was not the facility's poticy to
leave medications at the bedside. LVN 1 stated
the policy indicated for staff to observe and wait
until the resident swallowed his medications and
that staff should waited. LVN 1 compared the
medications to Resident 1's medication blister
pack (packaging in which medications were
sealed between a cardboard backing and clear
plastic cover) and over the counter medication.
LVN 1 verified that the 3 tablets were Amlodipine
besylate (high blood pressure medication) 10 mg
tablet, Metropolol Succinate (high blood pressure
medication) Extended Release 25 mg tablet,
Plavix (blocd thinner, medication to prevent
stroke, and heart attack) 75 mg tablet, and Fish
Oil (used to treat high triglyceride) 1000 mg
capsule.

During an interview with the facllity's MDS
Coordinator (MDSC) on 1/20/22 at 11:29 am, he
stated that Resident 1 did not self-administer
medication, did not have an order to
self-administer, and did not have a medication
self-administer assessment.

A review of Resident 1's Physiclan Orders,
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indicated the resident had medication orders for
Amlodipine Besylate 10 mg tablet daily for
hypertension, Metropelol Succinate
Extended-Release tablet daily for hypertension,
Plavix 76 mg tablet daily for deep vein thrombosis '
prophylaxis (blood clot prevention), and Fish Oil
1000 mg capsule daily for high friglyceride.
Areview of the facility's policy, titled “Storage of
Medications,” dated April 2017, indicated that the
facility shall store all drugs in a safe and secure
manner.
F 880 | Infection Prevention & Control F 880

§S=E | CFR(s): 483.80(a)(1)(2){4)(e)(f)

§483.80 Infaction Control

The faciiity must 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 transmigsion of communicable
diseases and infections.

§483.80(a) Infection prevention and control
program.

The facility must establigh an infection prevention
and control pragram (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, Investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing sefvices under a contractual
amangement based upon the facility assessment
conductad according to §483.70(e) and following
accepted national standards;

This Plan of Correction constitutes a
written allegation of compliance for the
deficiencies cited. Submission of this Plan
of Correction is not an admission of guilt.
This Plan of Correction is submitted to
meet requirements established by State and
Federal Law.

Infection Prevention & Control:

Corrective action(s) for those residents that
have been affected by the practice:

1. On January 21, 2022, the Infection
Preventionist Nurse (IPN) started N-95 fit
testing for all current staff who are not up
to date with their tests, The facility
developed N-95 Respirator Testing Policy
and Procedure in accordance with
Department of Public Health and Cal-
OSHA guidelines.

2. No residents were affected by the
deficient practice.
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§483.80(a)(2) Written standards, policies, and
precedures for the progrem, which must include,
but are not fimited to: . . o
() Asystem of surveillance designed to identify 3. A it testing log will be maintained and
possible communicable diseases or updated by the IPN indwatm.g the dates of
infections before they can spread to other the most recent N-95 fit testing of all staff
persons in the facllity; to ensure that all current staff are tested
(i) When and to whom possible incidents of upon hire and annually thereafter. On a
communicable disease or infections should be monthly basis, the IPN will refer to the log
reported; to identify staff who are due for fit testing.
(iil) Standard and transmission-based precautions . .
to be followed to prevent spread of Infections; 4. The Administrator and/or Director of
(iv)When and how isolation should be used fora Nursing (DON) will randomly check the
resident; including but not limited to: fit testing log to ensure compliance.
(A) The type and duration of the isclation, Results of the monitoring will be
depending upon the infectious agent or organism forwarded to the Quality Assurance &
Invoived, and Perforqmnce Improvement  (QAPI)
(B) A requirement that the isolation should be the Committee for further review.
least restrictive possible for the residentunderthe .
circumsiences. Completion date: March 14, 2022,

{v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct ..
contact will transmit the disease; and :
(vi)The hand hygiene procedures to be followed SR
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80{e) Linens.

Personnel must handle, store, process, and
transport {inens so as to prevent the spread of
Infection.

§483.80(f) Annual review.
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The facility will conduct an annual revisw of its

IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced

by:

Based on interview and record review, the facility
failed to implement interventions to prevent end
control the spread of COVID-19 (Coronavirus, a
savere respiratory iliness caused by a virus and
spread from person to person) in accordance with
local Public Health guidelines, and Califomia
Division of Occupational Safety and Health
(Cal-OSHA), by failing to ensure 84 of 79 staff
were fit tested (a test conducted to verify thata
respirator is both comfortable and provides the
wearer with the expected protection) initially and
annualily for N95 respirators (protective device
designed to achieve a very close facial fitand
very efficient filtration of airbome particles).

This deficlent practice had the potential to spread
COVID-19 to residents, staff, and visitors.

Findings:

During an interview with the facility’s Administrator
(ADM) on 1/20/22 at 5:08 pm, the facility did not
have a NS5 fit testing policy in place.

During a concurrent interview and record review
with the Infection Preventionist Nurse (IPN) on
1/20/22 at 7:13 pm, the IPN stated that of the 79
curmrent staff members, 59 staff were fit tested in
2020, and § staff were missed and not fit tested
by the facility. The IPN was not aware that N85 fit
testing should be done annually because the
facility did not have a policy in place. The IPN
stated fit testing is Impertant to ensure proper fit
and reduce risk of COVID-19 transmission in the
facility.
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A review of the local Department of Public Health
guidetine, titled "Guldelines for Preventing and
Managing COVID-19 in Skilled Nursing Facilities,”
updated on 1/2/22, indicated annual N85
respiratory fit testing is required for all staff per
Cal-OSHA. Retrieved from
hitp://publicheatth.laccunty.gov/acd/ncorona2018/
healthfacitites/snt/prevention/

A review of the facility's COVID-19 Outbreak
Notification Letter from local Department of Public
Health, dated 1/18/22, indicated that initial and
annual NS5 respiratory fit testing is required for ali
staffper Cal/OSHA.

Areview of the Cal-OSHA's Title 8, California
Code of Regulations, Secticn 5144, Respiratory
Protection, updated 7/14/21, Indicated that in any
workplace where respirators are ngcessary to
protect the health of the employes or whenever
respirators are required by the employer, the
employer shall establish and implement a written
respiratory program with worksite specific
procedures. The employer shall include in the
program the following provisions, as applicable:
procedures for selecting respirators for use in the
workplace, fit testing procedures, and tralning of
employees in the proper use of respirators
including putting on and removing. Retrieved from
hitps:/fwww.dir.ca.govitiie8/5144 html.
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