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Country Oaks Care Center submits this
response and Plan of Correction as part
of the requirements under state and
federal law. The plan of correction is
submitted in accordance with specific
regulatory requirements. It shall not be
construed as admission of any alleged
deficiency cited or any liability. The
provider submits this plan of correction
with the intention that it is inadmissible

by any third party in any civil, criminal
action of proceedings against the
provider or its employees, agents,
officers, directors, or shareholders. The
provider reserves the right to challenge
the cited findings if at any time the
provider determines that the disputed
findings are relied upon in a manner
adverse to the interests of the provider
either by the governmental agencies or
third party.

COCO Initial Comments COOQ

The following reflects the findings of the California
Department of Public Health during a COVID-19
SKILLED NURSING FACILITY MITIGATION
PLAN IMPLEMENTATION MONITORING
SURVEY.

ACOVID>19 Mitigation Plan Implementation and
Infection Control Surveys was conducted by the
Callfomla Department of Public Health on 8/24^0

The fodlity was found not to be In compliance
with THIe 22 Callfomla Code of Regulafions
section 72523(0) patient care polices and
procedure regulations, and has not implemented
their Skilled Nursing Fadllty Mitigation Plan for
COVID-19.

Represenb'ng the Callfomla Department of Public
Heatth;

Health Facilities Evaluator Nurse: 36290

Total Residents: 78

C4190C4190 T22 DIV5 CHS ART5-72623(c)(3) Patient Care
Poiides and Procedures

C4190

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

deficient practice and.facility
will maintain 40 hours of IP

coverage weekly.

a)
(c) Each facility shall establish and Implement
policies and procedures, Including but not limited
to:

(3) Infection control policies and procedures.

This Statute Is not met as evidenced by.
Based on interview and record review, the facility
failed to Implement the Coronavirus (COVID-19,
a serous respiratory illness caused by a virus that
can spread from one person to person) Mitigation

I Plan and the COVID19 Infection Control policy |
JoBnatng and CefVtolkfl OMsion
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C4180 Continued From page 1

and procedure. The factlify failed to have a
fufLfime, dedicated Infection Preventionist (IP).

This deficient practice had the potential to result
In the IP duties and responsibilities not being
fulfilled and could have resulted in toe spread of
COVID19 amongst residents and staff.

Rndings:

On 8/24/20 at 10:50 am., a surv^ visit was
conducted to ensure toe tecOity was Implementing
the Coronavtois Disease 2019 (COVID-19)
Mitigation Plan.

On 9/24/2020 at 13:03 pm, during tel^hone
interview, the Director of Nursing (DON) stated
toe 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, toe
Administrator stated toe IP was out due to fomOy
emergency, and there was no one with an IP
certificate to cover this IP role.

(M190 On September 21, 2020, the

facility hired an Infection
Prevention Nurse dedicated

solely to infection prevention.

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.

Infection prevention is a topic

at our monthly 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.

The deficient practice has been

corrected and facility is in

compliance.

c)

d)

On 8/26/2020 at 11:40 am, attempted to conduct
a telephone Interview with facility's IP, but the
Administrator stated toe IP called off and the

facility do not have anyone who had the trednlng
certificate to cover the IP role.

e)

A review of toe Coionavinjs Disease 2019

(COVlD-19) SNF (skilled nursing focOity)
Mlt^iation Plan Qlossary, ̂ tachment from All
Facilities Letter 20-52, indicated that the deftoWon
of a full-time infection preventionist was:
One or more individuals who are responsible for
toe facility's Infection prevention and Infection
control program. The IP must work 40 hours per

STATE FORM ircontinuation sheet 2oT3TCUW11
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C4180C4190 Continued From page 2

week at the feic^ for the duration of the deidare
emergency (COVID19} and have c»mpleted
spec^ized treeing on infection prevention and
«mtiol.

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
services b^ond the hours required to carry out
the duties of the IP role, if these acfeitlonal
nursing hours are separately documented.

Review of the fedlit/s Coronavirus Disease 2019
(COVID-19) Mitigation Plan (undated) indicated,
under the Infection and prevention control
category the fecdity shall have a full time,
dedicated Infection Preventionist (s). The IP/s
shall spend adequate time in the building and
shall focus primarily on activities dedicated to
infection control.

A review of the fiaciliVs policy and procedure
fitted "Role of the Infection Preventionist in

Long-term Care Facill^, inchcated that one
qualified person should be assigned the task of
overseeing the Infection control prc^ram.

Joensing and CeifiBcaBon DivMon
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Country Oaks Care Center submits this
response and Plan of Correction as part
of the requirements under state and
federal law. The plan of correction is
submitted in accordance with specific
regulatory requirements. It shall not be
construed as admission of any alleged
deficiency cited or any liability. The
provider submits this plan of correction
with the intention that it is inadmissible

by any third party in any civil, criminal
action ofprocee^ngs against the
provider or its employees, agents,
officers, directors, or shareholders. The
provider reserves file right to challenge
the cited findings if at any time the
provider determines that the disputed
findings are relied upon in a manner
adverse to the interests of the provider
either by the governmental agencies or
third party.

FCOO INITIAL COMMENTS FCOO

The following reflects the findings of the
California Diriment of Public Health during a
Focused Infection Control Surv^.

Representing the Califbmtei Department of Public
Health:

Health Faefities Evaluator Nurse: 36290

The inspection was limited to a focused infeotiQn
control survey and does not represent the
findings of a full Inspection of the facility.

One deficisRcy was written as a result of the
Inspection.
Infection Prevention & Control

CFR(8):483.80(a)(1)(2K4)(e)(f)

§483.60 Infection Control
The fodlify must establish and maintain an
Infsction prevention and control pre^ram

comfortable environtrant and to help prevent toe
development and transmission of cominunicablB
diseases and infections.

F880 F880
8S°E

F880

a) The facility has ensured that

there are 40 hours of coverage

of infection prevention each
week,

b) Other residents have the

potential to be affected by this

deficient practice and facility
will maintain 40 hours of IP

coverage weekly.

§483.80(a) Infection prevention and control
program.
The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, toe following elements:

§483.80(aK1) A system for preventing, identifying,
reporting, investigating, and controlling Infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other Individuals
providing services under a contractual

(XaiDATE

AT. -
/i(aWu‘ia is^:

OR PROVIoeR«UPPUER REPRESENTATIVES SIGNATURELABORATORY!

Y

eiKSiQ><m an asterisk (*) donotos a defidMicF wMcti the litttibjtion may be einusad from correcting prevtefiRg tt b detsimtned that
sufficient protection h) the patianta. (See Inatrucrions.) Exo^fbr nursing homes, ttw findings stated above are iffsotosable so days

Any
other safeguards
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above flnrSngs and pMns of ooneeffon are rOsdesabla 14
days foOowtr^ the date these documerris are made avaffable to ttofedHly. If deficiencies are dted, an approved plan of correction Is requiste to contimied
program paifidpatfon.
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c) On September 21,2020, the

facility hired an Infection
Prevention Nurse dedicated

solely to infection prevention.

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.

Infection prevention is a topic

at our monthly 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.

The deficient practice has been

corrected and facility is in

compliance.

FBBO Continued From page 1
arrangement based upon the facility assessment
conducted according to §483.7(}{e) and following
accepted national standards;

§483.80(a)(2) Written standanfo, policies, and
procedures for the program, which must include,
but are not limited to;

(I) A system of surveillance designed to identify
possible communicable diseases or
Infections before they can spread to ofoer
persons in the fadllt;^
(II) When and to whom possible incidents of
communicable disease or Infections should be

reported;
(Hi) Standard and transmission-based preoautions
to be followed to prevent spread of Infections;
(lv)When and how isolation should be used for a
resident; including but not limited to:
(A) The type and duration of the isolation,
depending upon the Infectious agent or organism
involved, and
(B) A requirement that the Isolation should be the
least restrictive possible for the resident under foe
circumstances.

(V) The circumstances under which foe facility
must prohibit employees with a communicate
disease or Infected skin lesions from direct

contact with residents or their food, if direct
contact fransmit foe disease; and
(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact

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

F880

d)

e)

§483.80(e) Unens.
Personnel must handle, store, process, and

^continuation sheet Page 2 of 5Event ID; 0J0311 FaclBtylD;CASS0000040FORM CMS-26e7(Q24S) Frevlous Versions Obsolete
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transport linens so as to prevent the spread of
infection.

F880

§483.80(f) Annual reviov.
The fedlify will conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced

by:
Based on Interview and record review, the fedlity
felled to implement the Coronavirus (COV1D-19,
a serous respiratory illness caused by a virus that
can spread from one person to person) Mitigation
Plan and the COVID19 Infection Control policy
and procedure. The fecillty felled to have a
full-time, dedicated Infection Preventionist (IP).

This deficient practice had the potential to result
in the IP duties and responsibilities not being
fuifilied and could have resulted in the spread of
COVID 19 amcmgst residents and staff.

Rndings:

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

On 9/24/2020 at 13:03 pm, during teiephone
interview, the Director of Nursing (DON) stated
the Director of Staff Devek^^hisrit (DSD) has a
combine role of DSD and IP, tor a total of 40
hours per week.

On 8/24/2020 at 1:40 pm, during an interview, the
Administrator stated the IP was out due to family
emergency, and there was no one wife an IP
certificate to cover Oils IP role.

If cominustion sheet P898 3 of 5Event ID; CM0311 PacBIYlo: cassodoiuhoFORM cws-2sa7((&49) Pravtow Veniona Obsolste
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F880 Continued From page 3
On 8/25/2020 at 11 ;40 am, attempted to conduct
a telephone interview with fadliVs IP, but the
Administrator stated the IP called off and the
facility do not have anyone who had the training
certificate to cover the IP role.

F880

A review of the Coronavlrus Disease 2019
(COVID-19) SNF (skilled nursing facility)
Mitigation Plan Glossary, attachment from All
Faculties Letter 20-52, Indicated that the definition
of a full-time infection preventionist was:
One or more individuats who are responsible for
the ^11^8 Infecton prevention and Infection
control program. T)« IP must work 40 hours per
week at the facility for the duration of the declare
emergency (COVID19) and have completed
spedafized training on infection prevention and
control.
More than one staff member can share this role;
however, only direct care hours can be counted
towards direct care service hours per patient d^
staffing requirements. An IP 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.

Revfewof the facility's Coronavims CKsease 2019
(COVID-ig) Mitigation Plan (undated) indicated,
under the infection and prev^on control
category the facility shall have a full time,
dedicated Infection Preventionist (s). The IP/s
shall spend adequate time in tte buBdIng and
shall focus primarily on activities dedicated to
infection control.

A review of tire facility's policy and procedure
titled ”Role of the Infection Preventionist In
Longterm Care Facility*, Indicated that one

FOBlI CMS.2887(02‘«e) Ptwkxit Visions Otnoicaa Ifconfinuation shaet Pc^a 4 of SEvemiD;CU0311 FadtlylD;OASS0000040
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qualified person should be assigned the task of
overseeing the Infection control program.

F880
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