POC accepted 10/8/20

#36290
* PRINTED: 09/28/2020
FORM APPROVED
(X1) PROVIDER/SUPPUIER/CUA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETEOD
CAS50000040° 8. WING 08/24/2020
NAME OF PROVIDER OR SUPPLIER STREBET ADDRESS, CITY, STATE, ZIP CODE
216 W PEARL ST
COUNTRY QAKS CARE CENTER POMONA, CA 91768
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S FLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CONPLETE
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
BEFICIENCY)
C 0CQ) Initial Comments C 6oo Country Oaks Care Center submits this
response and Plan of Correction as part
TDEB Mm?ﬁ ;‘%ﬁﬁg 519 f:&dénglﬁ of ﬂ\ceo%a"gq"gla of the requirements under state and
partment of Pu ealth during a - law. The plan of tion i
SKILLED NURSING FACILITY MITIGATION ::%f:n’.ﬂue?;n o
gumhwfl.euewmou MONTORING regulatory requirements. It shall not be
' ' construed as admission of any alleged
A COVID-19 Mitigation Plan Implementation and deficiency cited or any liability. The
Infection Control Surveys was conducted by the provider submits this plan of corrcction
California Department of Public Health on 8/24/20 with the intcntion that it is inadmissible
by any third party in any civil, criminal
-’Mhue] fangéngzwg:f"ﬂ; n(;:dt: g?é"e;:mpll & Iagee action of proceedings against the
saction 72623(c) patient care polices and provider or its cmployecs, agents,
re regulations, and has not implemented officers, directors, or shareholders. The
thelr Skilled Nursing Facility Mitigation Plan for provider reserves the right to challenge
COovID-18. the cited findings if at any time the
provider determines that the disputed
ngl%enﬁn' the Callfomla Department of Public findings are relied upon in a manner
adverse to the interests of the provider
Health Facilities Evaluator Nurse: 38280 either by the governmental agencies or
third party.
Total Resldents: 78
C4180] T22 DIV5 CH3 ARTS-72523(c)(3) Patient Care c4180 | CA190
Policles and Procedures .
a) The facility has ensured that
(c) Each facility shall establish and implement there are 40 hours of coverage
;gltdes and procedures, including but not limited of infection prevention each
' week. _
(3) Infection control policies and procedures. b) Other residents have the
T ———— | by: potential to be affected by this
Based on interview and record review, the facility deficient practice and facility
fafled to lmplmnenpmt ulllle Comnavis;uds b(GOV\:IDd:‘.at will maintain 40 hours of |P
a serous res ry lliness cau y a virus
can spread from one person to person) Mitigation BYSEERWESKY.
Plan and the COVID 19 Infection Contral policy
Licanalng and Caftficadan Division
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C4180] Continued From page 1 , C4180 c) OnSeptember 21, 2020, the
and procedure. The facility failed to have a facllity hired an Infection

full-time, dedicated Infection Preventionist (IP).

This deficlent practice had the potential to resuit
in the IP duties and responsibilities not being
fulfilled and coutd have resulted in the spread of
COVID 19 amongst residents and staff,

Findings:

On 8/24/20 at 10:50 am., a survey visitwas -
conducted to ensure the facility was Implementing
the Coronavirus Disease 2019 (COVID-19)
Mitigation Plan.

On £/24/2020 at 13:03 pm, during telephone

" | Interview, the Director of Nursing (DON) stated

the Director of Staff Development (DSD) has a
combine role of DSD and IP, for a total of 40
hours per week.

On 8/24/2020 at 1:40 pm, during an Interview, the
Administrator stated the P was cut due to famly
emergency, and there was no one with an [P

| certificate to cover this IP role.

On 8/25/2020 at 11:40 am, attempted to conduct
a telephone interview with facility's IP, but the
Administrator stated the IP called off and the
facility do not have anyone who had the training
certificate to cover the (P role.

Aveview of the Coronavirus Disease 2019
(COVID-19) SNF (skilled nursing faciity)
Mitigation Plan Giossary, attachment from All
Facilities Letter 20-52, indicated that the definition
of a full-ime infection preventionist was:

One or move individuals who are responsible for
the faciiity's infection prevention and Infection
control program. The IP must: work 40 hours per

Prevention Nurse dedicated
solely to infection preventlon.
One other nurse in the facility

* completed the IP course
through the CDC on October 6,
2020 to serve as a backup IP
nurse. Also, the DSD is currently
taking the course online in
order for the facility to have 2
backup IP nurses.

d) Infection prevention is a topic
at our monthiy QAPI meeting.
The IP nurse will be present to
evaluate infection prevention
practices of the facility and
report on best practices and
areas of opportunity for the
facility to ensure the facility is
doing its best to safeguard the
residents and staff.

e) The deficient practice has been
corrected and facillty is in
compilance.

and
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Continued From page 2

waekatmetaeultyformeduraﬁonofﬂtededm
emergency (COVID 18) and have completed
spedatmdhalnmgonmfeoﬂonmwwﬁonand

Momﬁ\anonestaﬂ‘membarmsmmlsm
however, only direct care hours can be counted
towards direct care service hours per patient day

staffing requtmmems. An (P may be considered a |

direct caregiver only when providing nursing
services beyond the hours required to carry out
the duties of the IP role, If these additional
nursing hours are separately documented.

Review of the facility's Coronavirus Disease 2019
(COVID-18) Mitigation Plan (undated) ndicated,

under the infection and prevention control

category the facility shall have a full time,
dedicated Infection Preventionist (s). The IP/s
shall spend adequate time in the bullding and
shall focus primarfly on activities dedicated to
infection control.

Areview of the faciiity's poficy and procedure
tited “Role of the Infection Preventionist in
Long-term Care Fagcliity”, indicated that one
qualified person should be assigned the task of
overseeling the infection contro!l program. -

C4180
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F 000 | INITIAL COMMENTS Foog| Country Oaks Care Center submits this
: response and Plan of Correction as part
The following reflects the findings of the of the requirements under state and
Califomia Department of Public Health during a federal law, The plan of correction is
Focused Infection Contro) Survey. submitted in accordance with spocific
regulatory requirements. It shall not be
sepmenﬂng the California Department of Public .construed as admission of any alleged
ealth: ‘ -deficiency cited or any liability. The
. . provider submits this plan of correction
Health Faciitiea Evalustor Nurse: 38280 with the intention that it is inadmissible
The inspection was (Imited to a focused infection by any third party in any civil, criminal
control survey and does not represent the action of proceedings against the
findings of a full Inspection of the faclity, provider or its cmployecs, agents,
' officers, directors, or shareholders, The
gmw was writien s a resit of the provider reserves the right to challenge
F 880 Infection Prevention & Contro! Fagg| the cited findings if at any timo the
8s<E | CFR(s): 483.80(a){1)(2)4)(e) provider detcrmines that the disputed

§483.80 Infection Control

The facifity must establish and malntain an
infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and fo help prevent the
development and transmission of communicable
diseases and infections.

§483. 80(a).lnfeeﬂon bmvenﬂcn and control
program.
The facility must establish an infection pmventlcn

and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for preventing, idenﬁfvm
reporting, investigating, and controlling Infections

andccmmunﬁcabbdlsmesforallm!dem,
staff, volunteers, visitors, and other Individuals
provldhtgsewbasunderaeomacmal

findings are relied upon in a manner
adverse to the interests of the provider

-either by the governmental agencies or

F880

a) The facility has ensured that
there are 40 hours of coverage
of infection prevention each
week.

Other residents have the
potential to be affected by this
deficlent practice and facility
will maintain 40 hours of IP
coverage weekly.

b)

TITLE
Adnin i3 peato -

l:)l:el o

Gngo mmmm «mmmmm

mm

mmmammmm Mam of correction s provided. For

program

o excused from coecting providing & is determined that
m.) wwnmmmmm
days following the date thesa documents are made avaiiabie to the faciily. Hdeﬂchndasmehd an

gbove are disclosable 80 days
and pians of coraction are disciosable 14
planofmmubmmitebmued
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F 880 | Continued From page 1 Feso] ¢ OnSeptember 21,2020, the
arrangement based upon the facility assessment facility hired an Infection
conducted mW to 54?.70(0) and foflowing .Prevention Nurse dedicated
o8 slanderd solely to infection prevention.
§483.80(a)(2) Written standards, policles, and One other nurse in the facility -
gm&s Ig{g: [rogram, which must includa, completed the IP course
() Asystem otsumii!anoe_deslgned to identify through the CDC on October 6,
possible communicable diseases or 2020 to serve as a backup IP
fﬂmﬂs’ mﬂ‘ faggy'y can spread to other nurse. Also, the DSD Is currently
persons in the .
(1) When and to whem possible Incidents of taking the course online in
communicable disease or infections should be order for the facility to have 2
reported, backup IP nurses.
@m@mﬁﬁ o d) Infection prevention is a topic
(iv)When and how lsolatlo: should be used for a at our monthly QAPI meeting.
x%mtw:nmbut &ﬂﬁ;ﬂﬂ;ﬁb;d ‘:g;m The IP nurse will be present to |
@ type and dura "ﬂ h evaluate infection prevention
dwmg;ldm the infe agent or organism practices of the facility and
@A requlremnt that the isoclation should be the report on best practices and
m circumstances under which the facility facility to ensure the facility is
must prohibit employees with a communicable doing its best to safeguard the
disease or tﬂm skin leslons fmn:fm residents and staff.
mwmm wm direct e) The deficient practice has been
(Vi)The hand hygiene procedures to be followad corrected and facility is in
by staff involved in dlmct resident contact compliance.
§483.80{a)(4) A system for recording incidents
Identified under the faciity's IPCP and the
corrective actions taken by the facility.
§463.80(e) I.!nena
Personnel must handle, sble. process, and -
FORM CM8-2587(02:09) Pravious Versions Obsolets Evant (D: 03031 FaciBty (D: GA950002040 if continuation shest Page 20f8
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FGSO Continued From page 2 . F 880

transpost (inens so as to prevent the spread of
infection.

§483.80(f) Annual review.,
The facliity will conduct an annus] review of its

(PCP and update thelr program, as necessary.
This REQUIREMENT is not met as evidenced

by:

Based on Interview and record review, the feolitty
falled to implement the Coronavirus (COVID-19,
a sarous respiratory iliness caused by a virus that
can spread from one person to person) Mitigation
Plan and the COVID 19 Infection Control policy
and procedure. The facilily falled to havea -
full-ime, dedicated Infection Preventionist (IP).

This deficient practice had the to resuit
. |in the IP duties and not being

fuffilled end could have resulted in the spread of
COVID 18 amongst residents and staff,

Findings:

On 8/24/20 at 10:50 am., a survey visit was
conductad to ensure the faciiity was implementing
the Coronavirus Disease 2019 (cOVlD-19)
Mitigation Plan.

On 6/24/2020 at 13:03 pm, during telephone
interview, the Director of Nursing (DON) stated
ﬂteDttectorofStaﬂDovelopment(Dso)hasa
combine role of DSD and IP, for a total of 40
hours per week.

On 8/24/2020 at 1:40 pm, during an interviaw, the
Administrator stated the [P was out due to family
emergency, and there was no one with an IP

certificate to cover this [P role.

FORM CMS-2537{02-09) Pravious Versions Clsolats Evont (D: 050811 Facillly (D: CAS500G0D40 tf continuation sheet Pegs 3 of§
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On 8/25/2020 at 11:40 am, attempted to conduct
a telephone interview with facllity's [P, but the
Administrator stated the [P called off and the
facliity do not have anyone who had the training
certificate to cover the [P rofe.

A review of the Coronavirus Diseass 2019
(COVID-19) SNF (skilled nursing facility)
Mitigation Plan Glossary, attachment from All
Facllities Letter 20-52, indicated that the definition
of a full-time infection preventionist was:

One or more individuais who are responsible for
the facllity's infection prevention and infection
control program. The IP must: work 40 hours per
week at the facility for the duration of the declare
emergency (COVID 19) and have completed
epe::,@d training on infection preventian and
con

More than one staff member can share this role;
however, only direct care hours can be counted
towards direct care service hours per patient day
staffing requirements. An IP may be considered a
direct caregiver only when providing nursing
servicas beyond the hours required to carry out
the duties of the IP role, if these additional
nursing hours are separately decumented,

Review of the faciiity's Coronavirus Disease 2019
{COVID-19) Mitigation Plan (undated) indicated,
under the infectioh and prevention control
category the facliity shall have a full time,
dedicated (nfection Preventionist (s). The (P/s
shall spend adequate time in the bullding and
shall focus primarily on activities dedicated to
infection control.

Areview of the facility's poticy and procedure
fitted “Role of the Infection t;yrevenﬂonls! in
Long-term Care Facifity”, indicated that ane
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qualified person should be assigned the task of
overseeing the infection control program.
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