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San Diego Post-Acute Center 1201 South Orange Ave.
El Cajon, CA 92020

F 0880

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

Based on observation and interview, the facility failed to ensure staff used the appropriate Personal 
Protective Equipment (PPE) when entering a room placed on Transmission Based Precautions (TBP 
&ndash; a sign outside of a resident's room which indicated that visitors had to wear PPE to avoid catching 
an infection from the resident) for two of three staff observed entering rooms on TBP.

This failure placed the facility's residents at an increased risk of infection.

Findings:

On 6/3/25 at 10 A.M., an observation was conducted of Housekeeper (HK) 1 entering the room of resident 
on TBP. The TBP sign at the entrance to the room directed visitors to wear eye protection before entering 
the room. HK 1 was not wearing eye protection while he cleaned the floor in the room on TBP.

On 6/3/25 at 10:07 A.M., an observation was conducted of Certified Nursing Assistant (CNA) 2 entering the 
room of a resident on TBP. The TBP sign at the entrance to the room directed visitors to wear eye protection 
before entering the room. CNA 2 was not wearing eye protection while she went into the TBP room and 
spoke with a resident.

On 6/3/25 at 10:11 A.M., an interview was conducted with CNA 2. CNA 2 stated, she forgot to put on eye 
protection before entering the TBP room.

On 6/3/25 at 10:14 A.M., an interview was conducted with HK 1. HK 1 stated he did not wear eye protection 
when entering the TBP room because he thought the facility had ran out of the supply of eye protection.

On 6/3/25 at 10:22 A.M., an interview was conducted with the Director of Nursing (DON). The DON stated 
the staff should have worn the correct PPE, including eye protection, when entering the room of a resident 
on TBP.

Per the facility's policy, titled Coronavirus Disease (COVID-19) &ndash; Using Personal Protective 
Equipment revised May 2023, Personnel who enter the room of the resident will adhere to standard 
precautions and use .eye protection .Eye protection .is applied upon entry to the resident room.
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