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Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview, and record review, the facility failed to maintain a safe, sanitary environment to help

prevent the spread of infections during the Coronavirus ((COVID-19) an iliness caused by [MEDICAL CONDITION] that can
spread from person to person) crisis for 32 of 37 Non-COVD-19 residents, staff members, and visitors by failing to ensure: 1. Staff
and/or visitor did not pass by the clean area (Non-COV ID-19) after going to the dirty area (COVID-19). 2. There

was aphysical barrier separating the COVID-19 area from the Non-COVID-19 area. 3. Staff correctly donning and doffing
Personal Protective Equipment (PPE). 4. Dedicated staff assigned to work only in the COVID-19 area. 5. The doors of the
residents in isolation room remained close. 6. Areas for breakroom, restroom and charting areas were designated for the

staff taking care of residents that are COVID-19 positive. 7. Dedicated entrance and exit for the COVID-19. These deficient practices
caused an increased risk in the development and transmission of communicable disease and infections which could

result in death due to COVID-19 crisis. On 5/24/19 at 10:34 am., an Immediate Jeopardy (1J, asituation in which the

facility's noncompliance with one or more requirements of participation has caused, or islikely to cause, seriousinjury,

harm, impairment, or death to aresident) was identified in the presence of the facility's Administrator (ADM) and the

facility Director of Nursing (DON) for the facility's failure to implement measures to prevent infections that threatened

the health and safety of 32 residents, all staff and all visitors. On 5/27/20 at 12:30 p.m., after the facility submitted

an acceptable plan of action (POA), the survey team verified on on-site the implementation of the POA by observation,
interviews, and record review and confirmed the removal of the immediate jeopardy in the presence of the Administrator. The
Administrator provided an acceptable POA asfollows: A. Location of the residents that are currently affected were

consolidated to rooms 1 & 2 which isisolated to a specific wing of the facility 5/24/2020. B. rooms [ROOM NUMBERS] doors
are kept closed since 5/24/2020. C. A zipper wall barrier will be installed diagonally to accommodate and include room

[ROOM NUMBER] which will separate the COVID-19 area on 5/25/2020. D. room [ROOM NUMBER] will be used by assigned
staff for

arealunch and charting areato prevent mingling of assigned staff from Non-CoViD19 area. E. CNA 1 and all nursing staff

were provided in-service training by DON re: infection control, handwashing, donning and doffing and how to remove N95
masks with gloves starting 5/24/2020 and completed by 5/25/2020. F. Dedicated staff has been assigned for COVID and
Non-COVID area separately. COVID staff can enter and exit thru section of COVID area. G. All CoViD19+ patients were moved
to consolidate the area for which COVID-19 patients will be cared for and was completed on 5/24/2020. H. All nursing staff
were provided inservice training by DON re: infection control, handwashing, donning and doffing and how to remove N95 masks
with gloves starting 5/24/2020 and completed by 5/25/2020. |. The facility will continue to use room [ROOM NUMBER] asa
dedicated areafor COVID19 staff charting and lunch area. J. The Director of Nursing Service (DON) and DSD Infection
Preventionist (IP) Nurse will conduct daily checks of the compliance of the COVID-19 unit and staffing to ensure

continuation of separation of staff assigned for the COVID and Non-COVID Unit. Any non-compliance will be brought up to DSD
IPNurse for further follow up and training needs. K. Hand hygiene, donning and doffing competencies will be completed at

least once aweek by the DON/DSD IPNurse to ensure that staff is compliant with practices. L. Staff will no longer use the

lab coats, instead going to the COVID unit, staff will use the washable gown, then going inside the patient's room using

the disposable gown. (330 in house and 150 at the Corporate). In-service will be done by the DSD IP Nurse on 5/26/2020,
completed on 5/27/2020 for staff regarding using the disposable gowns when entering the residents room to provide care. M.

The Staff working in the COVID Positive areawill be provided a new N95 mask daily at the beginning of the shift. The DSD

IP Nurse will in-service the staff to get a new N95 mask each day at the beginning of their shift on 4/26/2020, completed

on 5/27/2020. The N95 mask will be available at the entrance of the COVID areaat all times. Findings: A review of the

facility's census, dated 5/24/20, indicated the facility had 37 residents residing in the facility. A review of facility's

document indicated the facility had 5 COVID-19 positive residents and 32 COVID-19 negative residents. 1. During an
observation on 5/24/20 at 10:50 am., the COVID-19 isolation area (rooms for COVID positive residents) had no barrier (a
device used to differentiate a hallway area) or separation from the Non -COVID area (rooms for COVID negative residents).
When the staff/visitors entering and exiting the facility, they will pass the COVID-19 area before going to the

non-COVID-19 area. Two of three rooms in the isolation area (room [ROOM NUMBER] and room [ROOM NUMBER]) were
observed with

the door open. During an interview, on 5/24/20 at 10:50 am., Registered Nurse 1 (RN 1) stated that everyone uses the front door to
come in the facility and passing through the COVID-19 areain order to get to the Non-COVID-19 area. RN 1 said the

isolation room doors were supposed to be close. RN 1 aso stated the facility had limited supply for gowns and they used
washable long sleeve lab coats. 2. During an observation on 5/24/20 at 11:35 a.m., the staff who worked in the green zone
(Non-COVID-19) and the red zone (COVID-19) were having meals in the same breakroom. During an interview on 5/24/20 at 11:35
am., RN2 stated the staff, who are assigned to green zone duties, should not eat in the red zone breakroom. RN 2 did not

know why the staff did not follow thisrule. During an interview on 5/24/20 at 11:35 am., Certified Nursing Assistant

(CNA) 1 stated the facility has designated green and red zone breakrooms, but the refrigerator for the employeesisin the
COVID-19 area breakroom. CNA 1 further stated all staff members enter the COV1D-19 breakroom to get food from the
refrigerator and sometimes stay and eat in that break room. CNA1 also stated there is only one charting area for both

COVID-19 and non-COVID-19 staff members. 3. During an observation on 5/24/20 at 11:40 am., CNA 2 entered isolation room,
(room [ROOM NUMBERY]), with no gown and no face shield. CNA 2 was exiting the room with her mask N95 still on and then
removed it without gloves. During an interview on 5/24/20 at 11:45 am., CNA2 stated she was assigned to both COVID-19
(rooms 2, 3, 4) and Non-COVID-19 (room [ROOM NUMBER]) residents. CNA2 stated she was not wearing an isolation gown

se

she had alab coat that she hangs inside the residents’ door and she dons inside the room. She said some of the lab coats

aretoo small for her and will not close, but that she still wears it. When asked if she could get a coat that would fit

her, she said that sometimes they are not washed or ready for her to wear. She said that the coats are not disinfected

after each use, are used for one shift, and then disposesit in the dirty clothes hamper for cleaning. She said sometimes

the N95s are too small for her and they do not fit her. She said she has not had an N95 fit test. 4. During an interview on 5/24/20 at
2:45 p.m., the Director of Nursing stated she tries to assign staff for COVID-19 only but if not, then they need to start caring for the
residents in the green zone (Non-COV I D-19) first, then the red zone (COVID-19). She said the staff

put on the lab coat inside the resident's rooms. During an interview, on 5/25/20 at 10:33 am., Licensed Vocational Nurse 1 stated that
she administers medication to the non-COVID-19 residents first and then goes to the COVID-19 area to administer medication to the
residents with COVID-19 positive. 5. During an observation on 5/24/20 at 2:46 p.m., Visitor 1 walked

inside the facility pass through the COVID-19 isolation areainto the Non-COVID-19 area. Resident 1, who was wearing a

surgical mask that was not covering her nose, passed the isolations (rooms [ROOM NUMBERS]) with open doors. During an
interview, on 5/25/20 at 11:21 am., the Director of Staff Development stated that he in-serviced the staff to Don (to put

on) isolation gear inside the residents' rooms so long as they didn't touch anything. He stated that he told them to reuse

the lab coats because they were short on PPE, and he told them to have one lab coat per room and dispose it at the end of
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the shift. On 5/25/20, the facility did not submit an acceptable plan of action (POA) to the Department. The Department

informed the ADM the 1Jwas not lifted. On 5/25/20 at 3:45 pm, the DON and Nurse Consultant were notified that the POA was

not accepted. During an observation on 5/26/20 at 2:45 p.m., the barrier for the COVID-19 isolation unit was not sealed

aong the top and bottom edge of the barrier. During an interview on 5/26/20 at 2:45 p.m., the DON stated she could see the gapsin
the barrier on the top and bottom edges. She said the barrier should be reinforced and sealed. During an interview

on 5/26/20 at 2:15 p.m., LVNZ2 stated that she uses reusable gowns when entering the isolations rooms. She said that she

puts one on top of the gown she is wearing and then takes the top gown off when exiting the room. She said she putsinin

the hamper in the corridor and if she has to go back into the room she gets new, reusable gown. She said she does not have
access to disposable gowns. When asked about N95 mask, she stated that she gets one N95 mask for three days use. She said
shestoresinitin aplastic bag and reusesit for three days unlessit is visibly dirty or wet. When asked about what the direction for
extended us of N95, she said she didn't know, but she just putsin it aplastic bag until the next shift.

During an interview, on 5/26/20 at 2:30 p.m., CNA3 stated that she uses one N95 mask for three days and putsit in a

plastic bag. She stated that she gets a new one every three days. When asked about procedure to extend the use of N95, she

said she did not know. A review of the facility's Mitigation Management Plan dated 5/28/20 indicated the following: The

facility has a dedicated space within the facility to ensure separation of infected patients and for eliminating movement

of health care practitioner (HCP) among those spaces to minimize transmission risk. All residents with COVID-19 infection
confirmed by testing, or those residents who are recovering from COVID-19 infection, will be separated from residents who

are not infected or have unknown infection status are placed in dedicated COVID-19 positive wings. Residents that are
COVID-19 positive will be placed and cohorted either using in single-occupancy rooms or cohorted into a multi-occupancy

room with other confirmed cases. Symptomatic residents with suspected COVID-19 infection may remain in their room (if
multi-occupancy room, with 6 feet, or as far as possible, between beds and curtains closed) while testing is pending. The

facility hasimplemented a staffing plan to limit transmission which includes: Dedicated, consistent staffing teams who

directly interact with residents that are COVID-19 positive. Limiting clinical and other staff who have direct resident

contact to specific floors or wings. There should be no rotation of staff between floors or wings during the period they

are working each day. An established policy to minimize the number of staff interacting with each resident. The SNF has
policiesin place to address HCP shortages, including contingency and crisis capacity strategies. The facility has personal protective
equipment (PPE) plan for adeguate provision of PPE, including types that will be kept in stock, duration the

stock is expected to last. Signs are posted immediately outside of resident rooms indicating appropriate infection control

and prevention precautions and required PPE in accordance with CDPH guidance. Necessary PPE isimmediately available
outside of the resident room when there are units with separate cohorted spaces for both COVID-19 positive and negative
residents or in the corridor near roomsin dedicated COVID-19 units and in other areas where resident care is provided.

Trash disposal bins are positioned as near as possible to the exit inside of the resident room to make it easy for staff to discard PPE
after removal, prior to exiting the room, or before providing care for another resident in the same room when

there are units with separate cohorted spaces for both COVID-19 positive and negative residents. PPE are also available for all
visitors and are provided upon screening.
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