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The following reflects the findings of the
California Départment of Public Health during an
abbreviated survey for the investigation of facmty
reported incident #s CAQ0626270 &
CA00B26726.

Representing the Depariment of Public Healti:
Health Facilities Evajuator Nurse, 39797
Health Facilities Evaluator Nurse, 36586 .

The inspection was limited to the specific facility .
reported incident investigated and does not .
represent the findings of a full mspecklon of the
facility. !

F 729 | Nurse Alde Reglstry Verification, Retra ining 3- F 729
§5=E [ CFR(s): 483.35(d)(4)-(8)

§483 35{d}(4) Registry venflcatmn

Before allowing an individual to serve as a nurse .
alde, a facllity must receive registry verification
that the indlvidual has met competency evaluatlon
requirements uniess-

(i} The individual is a full-time employee in a -
training and competency evaluaticn program
approved by the State, or :
(i) The indlvidual can prove that he or she has !
'| recently successfully completed a training and
competency evatuation program or competency
evaluation.program approved by the State and
has not yet been included in the registry.

Facilittes must follow up to ensure that such an
individual actually becornes registered.

§483.35(d)(5) Multi-State registry verification.
Before allowing an individuai to serve as a nurse
alde, a facllity must seek information from every
State registry established under sections 1819{e)

LABORATORY DIRECTQR;WDE SUPPLIER REPRESEMNTATIVE'S SIGNATURE ) TITLE [XB) DATE
’;}Z : Be cottow D{\P\:p"w . 7/2/I°]

Any deficiency statement end:ﬁ'g wﬂh/arf/ asterisk () dencles a deficiency which the institution may be excused from correcting praviding it is determined that
other safeguards provide sufficient protection Lo the patients. {See instructions.) Excepl for nursing homes, the findings slated above are disclosable 90 days
following the date of survey whather or nat a plan cf cerrectlon is provided. For nursing homes, the abave findings and plans of correction are disclosable 14
days following the dale these documents are made available {o the facility. |f deficiencies are cited, an approved plan of correction is requlsite to continued
pragram participation.
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(2}(A) or 1919(e)(2)(A) of the Act that the facility
believes wili include information on the individual,

§483 35(d){6) Required retraining, '
If, since an individual's most recerit completion of:
a training and competency evaluation program,
there has been a confinuous period of 24
consecutive months during none of which the
individual pravided nursing or nursing-related
services for monetary compensation, the
individual must complete a new training and _
competency evaluation program or & new i
| competency evaluation program. _ ol
: This REQUIREMENT is not met as avidenced
by:

Based on observation, interview and record
review the facility falled to ensure a Registry
certified nurse assistant (RCNA) was compatent |
to care for two of two Resudents {Reskdents 1 - ¢
and 2) when: :
1. Resident 1's assessment findings after care
received from RCNA 1 inciuded the foliowing:

“ a. Aright wrist injury described as "Dark purnle

? discoloration” and measured 1.8 cm.
(centimelers, a unit of measure) x 1.6.cm; and ¢
b. A right wrist injury described as "New 4.5 em. x:
3.2 om. x 0.4 cm. open area with no skin flap and'
fatty tissue exposed and Jagged edges (su:) "

2, Resident 2's assessment findings after care
received from RCNA 1 Included the following:

a. Anterior (front) lower right leg (located near the
knee) injury was discalored (purple) and
measured 1 em. x 1.6 cm.;

b, Anterior lower right leg injury measured 2.4 cm.
¥ 1.6 om. the wound was described as discolored
(red) and with an area of 1.5 om. % 1.1 em, (dark
purple inside);

a. Anterior lower feft leg injury measured as 2.2
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cm. X 3.8.cm, with dark purple discoloration,

d. Posterior (back) lower left calf injury discolored
{dark purple) and swallen. The injured area
measured 6.7 om. X 13.7 cm: width; and

e. Inside right posterior calf injury described as
an opened area (no presence of skin fiap) and
measured at 0.8 cm, x 0.6 cm.

/| This failures caused Resident 1 and 2 to
experience physical harm.

Findings:

Resident 1 was admitted to the faciiity in
December, 2016 with diagnoses of stroke,
weakness and dementia (brain disease orinjury |
and marked by memory disorders, personality
: changes, and impaired reascning). On the night

1 of 2/26M9 a Registry Certified nurse assistant

! {(RCNA 1)-was assigned to provide care o
Resident 1. The facility reported to the :
Departmant after RCNA { provided care ta i
Resident 1, a “fresh skin tear” was observed on
Resident 1's right wrist. The skin tear was
described as "Anew 4.5 cm, x 3.2 cm. x 0.4 cm,
] open arga with no skin flap [skin and tissue that | |s
partly or completely detached] and fatly tissue
exposed.”" Resident 1's wound edges were :
desaribed as “jagged [having rough, aharp points |
protrudingl.” :

Resident 2 was admitted to the facility in October,
2018 with diagnoses of chronic patn and
idiopathic peripheral autonomic neuropathy
{symptoms that occur when there is damage.to
the nerves that manage every day body
functions}. On the night of 2/26/19 RCNA 1 was
assigned to provide care to Resident 2, The
facility reported to the Department after RCNA 1
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provided care to Resident 2, Resident 2
complained RCNA 1 "banged" legs against the
furniture during transport o the bathroom, The
facility completed an entire body assessment and
determined as a resuit of care received by RCNA
1, Resident 2 daveloped the foflowing skin
injurles:

a. Anterior lower right leg (located near the knee)
+ injury was discolored (purple} and measured 1
cm. X 1.6 cm,;

b. Anterior lower right leg Injury measured as 2.4
cm. X 1.6 em, the wound was described as ‘
discolored (red) and with an area of 1.5 cm. % 1. 1
cm. and was dark purple Inside;

¢. Anterior lower left leg injury measured as 2.2
em. X 3.8 em. with dark purple discoloration.;

d. Posterior lower [eft calf Injury discolored (dark |
purple) and swollen. The injured area measured .
6.7 cm. X 13.7 cm. width.; and an

&. Inside right posterior calf injury described as |
an openad area (no presence of skin flap) and
measured at 0.8 cm. x 0.6 cm,

| During an interview with the Director of Staff
Development (DSD) on 3/8/18 at 9:10am., the
-| D8D expressed the staffing office cornpletes a |
siall checklist before RCNAs assume Resident
care responsibilities at the facility. The DSD f
confirmed there is not a skills competency
completed on the RCNA,

; During an interview with the staffing coordinator
(5C 1) on 3/8/15 at 10:50 a.m., the SC explainad
a profile was prepared for each RCMNA sent to
wark at the facility . The profile inchided the
following:

“...Tubsrculosls screan (TB, verification of
negative or positive results), picture 10 and social
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security number, abuse, hipaa [privacy), and
dementia training, license varification, and we
also verify RCNA's certification onllne "

During an interview with the facility's Administrator
(ADM) on 8/4/49 at approximately 3 p.m., the
ADM expressed the RCNAs are cleargd through
the Department of Justice (DQJ) by the Registry. -
The ADM shared a "Clearad background check
and active CNA certification was proof of 1
competency.” The ADM was unable to provide
the Department with evidence of RCNA
competency validation,

During an interview with the staffing coordinater
(8C 2) on 6/6/19, at 1:46 p.m., the SC 2
explained, "We do a quick orientation.” Per the
SC 2, the orientation included a tour of the facility,
expianatlon of the services the facility. provides,
call light use and the Resident's right to have their
call lights, standard precautions, location of
emergency and disaster binders, and the linen
barrel assignment process. The SC 2 expressed |

| a skills competency checklist is not part of the
reglstry profile, .

Review of a fagility document fitlad "Reglstry :
Orientation Checklist", no revision date, indicated
the facility provided the following orientation to
RCNA staff:

“Explained/Shown the following: Tour of the

i building, lacation and usa of fire axtinguisher, use
of the call light systern, standard precautions (IC
{infaction control) carts, charting (POC, point of
care), galt belts/transfers, bindars, DO, disaster
P&P (policy and procedure), fire disaster plan
{codes), and staffing modification.”
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Eskaton Care Center Fair Oaks, without admitting fault submils the following plan of correction
in accordance with the regulatory requirements found in Title 42, Code of Federal Ragulations

(CFR) ; State Operations Manual, Section 2612; and the California Health and Safety Code,
Section 1280

F728

A. Atthe time of the occurrence, a CONFIDENTIAL REPORT ~ REPORT OF SUSPECTED
DEPENDENT ADULT / ELDER ABUSE FORM (SOC 341} (3/15) mandated by the State of
California — Health and Human Services Agency / California Department of Social Services
was completed and fransmitted to the State of California Department of Licensing and
Certification. The report was also sent to the LTC Ombudsman, and Law Enforcement as -
mandated by law. The registry for RCNA 1 was also notified and RCNA 1 has been listed
on the facility's “Do Not Return” lists.

B. Following this event, alert residents that received care from RCNA 1 were interviewed
regarding the care recelved from RCNA 1. Skin assessments were conducted to ensure
that no other residents were affected by a failure to verify competency. Only Resident 1 and
Resident 2 were affected.. This was an isolated event and no other residents have been
affected by this practice. ’ ' _

C. Prior to each initial shift, before allowing an individual to serve as a nurse aid, the facility will

- verify that the individual has met competency evaluation requirements. Each contracted

' registry has been notified of this requirement and will provide the facility with a competency
checklist to ensure that the minimum competency evaluation requirements have been met -
prior to the registry personnel reporting for duty on any unit. The staffing coordinator will
review all documents and document the receipt of the competency of the facility registry
checklist. : ' :

- . D:. The Staffing Coordinator and the Quality Assurance (QA) Nurse or designee will meet every
other week to audit and review documents for any new reglstry staff to ensure that all
mandatory documents have been received and filed. The QA nurse will, using the registry
.checklist, log findings and identify and deficiencles and seport finding to the facility Quality
- Assurance Performance Committee monthly for three (3) months,
- E. The facility will ensure substantial compliance by 7/10/2019.
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Transforming the Aging Exper.ie‘nce

.REGISTRY
ORIENTATION CHECKLIST

Facility: Eskaton Care Center Fair | Understood D.ajce & .
Daks Initial of | Comments, Training Needs

YES | NO | Reviewer

Annual Physrcaf and TB cfearance
Mandatory Trammgs
- LGBT
- DOJ (Abuse)
- HIPPA
Copy of License
Background Ciédrance

Explain / Shown the foi!owmg
Tour of Bw!dmg - '

| Location ¢ qnd Use of Fire Extinguishers
Use of the Call Light System
Standard Precautions
| Infection Control Carts
i Chdrtihg B Point of Care
Gait Belts / Transfers
| Fire and Dfsaster Plan (Codes}
| Binders
- Abuse
- Emergency Operations Plan
(EOP)
CNA Skills Checklist
CNA Staffing Modification Inservice
Cell phone and headphone usage

Registry Staff Signature : Date:

Reviewer's Slgnature Date:




