DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED:11/9/2020

CENTERS FOR MEDICARE & MEDICAID SERVICES FORM APPROVED
OMB NO. 0938-0391
STATEMENT OF (X1) PROVIDER/ SUPPLIER [(X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
DEFICIENCIES /CLIA A.BUILDING COMPLETED
AND PLAN OF IDENNTIFICATION B. WING 05/27/2020
CORRECTION NUMBER
555867
INAME OF PROVIDER OF SUPPLIER ISTREET ADDRESS, CITY, STATE, ZIP
FOREST HILL MANOR HEALTH CENTER 551 GIBSON AVENUE
PACIFIC GROVE, CA 93950

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)

F 0830 Provide and implement an infection prevention and control program.

Level of harm - Minimal Based on observation and interview, the facility failed to implement infection control practice when the staff responsible

harm or potential for actual | for screening staff/visitors did not disinfect the reusable thermometer scanner after it was used to check three

harm staff/visitor's temperature prior to entry in the facility. This failure had the potential to place residents, staff and

visitors at risk for transmission of infection. Findings: During an observation on 5/27/2020 at 9:00 am., the facility
Residents Affected - Some | screener (FS) checked surveyor's and two other facility staff's temperature using the reusable forehead scanner and did not disinfect
the thermometer after each use. During an interview on 5/27/2020 at 9:10 am., with the health sciences
administrator (HSA), she validated the observation with the FS. The HSA stated, the FS had been in-serviced to disinfect
reusable equipment like the thermometer and he should have disinfected it using the disinfectant wipes after each use to
prevent possible spread of infection.
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