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[nitial Comments

The following reflects the findings of the California
Departrment of Public Health during the
investigation of complaint incidents.

Complaint Number: CA00762980 and
CAQ0763200

Representing the Department: Health Facilities

‘Evaluator Nurse 27532

The inspection was limited to the specific
complaint investigated and does not represent

the findings of a full inspection of the facility.

Gne deficiency was identified for the complaint
nurmber: CA00762980 and CAD0763200,

T22 DIVE CH3 ART3-72315(f)7) Nursing
Service--Patient Care

(f) Each patient shall be given care to prevent
formation and progression of decubiti,
contractures and deformities. Such care shall
include:

{7) Carrying out of physician's arders for
treatment of decubitus ulcers. The facility shall
notify the physician, when a decubitus ulcer first
occurs, as well as when treatment is not effective,
and shall document such notification as required
in Section 72311(h).

This Statute is not met as evidenced by:

Based on interview and records review, the
facility failed to update a resident's care plan with
treatments prescribed by the physician and did
not monitor the progress with.healing and
effectiveness of treatment for one of two sampled
residents (Resident 1), when Resident 1
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developed an unstageable pressura injury on the
coceyx {or taltbone - the very bottom portion of
the spine) after admiasion, This fallure had the
potentlal to result in disabillty or death,

Findirgs:

On 1173021 at 3:59 p.m., the Department
recelvad a report of Resldent 1 developing a
stage 3 pressure ulcer (full-thickness skin loss
potentially extending info the soft tissues
surrounding the bones and joints) on the coccyx
after admisslon to the facility.

A review of records, indicated Resident 1 was
admitad to the facilty on 10/1/21 after surgary for
fractura of the left hip bones, atheroscleratic heart
diseage (hardening of the arteries of the heart),
anamia {lower-than-normal amount of heglthy red
blood cells in the blood), and unspecified
dementia (the loes of cognitive functioning -
thinking, remembering, and ressoning - 1o such

Can extent that it Interfares with & person's dally life

and activities) among othars,

Curng an interview on 12/8/21 at 1:28 p.m., the
Diractor of Nurging (DON) stated Resident 1 was
originally admitted on 10/1/21, was transferred to
the hogpltal on 10/28/21 and tame back to the
facilty an 117121 with @n unstageable (njury on
the coccyX.

During a review of a fax message sent by Nurse
Aon 10/23721 to the faciilty physiclan, a reporf
anel treatment request Indicated Rasldent 1 was
found with unstageable presaura Injury on the
coooyx and excorfations to the right buttoek, The
treatrment raguest to apply Allevyn diassing
{absorbent foam dressing to cover wounds at risk
of infaction) every 3 days and as neédad when

Mow corrective action(s} will ba
accomplished for those residents
found to have been affected by
the deficlent practice:

The resident idantifiad as being
affected by the allegad deficient
practice no longer resides at the
facility.

How the facitity will identify other
residents having the potential to
he affected by the same deficient
praciice and what corrective
action will be taken;

All residents with treatment orders
have the potential to be affected
by the sama alleged deficient
practice. Resident care plans will
he audited by Medical Records or
designee to Identlfy those
residents wha do not have
treatments specified in their care
plans, Those potential residents
will have updates to thelr care
plans by Licensed Nurses to include
their treatment orders by October
14, 2022,
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dresaing was solled or dislodged was approved
as indicated by a check mark on the box, besgide
the Yas option,

During an inferview on' 12/8/21 at 2:63 p.y.,
Nurse A stated Raaldant 1's coceyx had intact
skin during her skin assessment on 10/23/21.
Nurse A stated she was not sure if the skin on the
coceyx was blanchable (tuna white when
pragsed) had redness or not. Nurse A stated this
was reported In & fax meessage to the physician
with a freatment request on 10/23/21,

Areview of Resident 1's cara plan dated
10/23/21, Indicated the interventions for
unstageable prassure Injury to the coceyx was o
natify the physiclan, monitor daily, and notify the
physiclan of changes. The treatment order for
Allevyn dressing to cocoyx avary 3 days and as
needed when dislodged waes not added to the
cara plan althowgh reflected in the treatrment
adiministrator record, The DON and Medical
Records staff whan notified of this on 4/25/22 via
slectronic mall was not able to provida an
updated cara plan,

Areview of the weekly avaluation raport of
Resldent 1 datad 11/1/22, the day Resident 1
returned to the facilify from the hospital indicated
the unstageable injury fo tha cocoyx measurad
1.5 am. {pentimetars - 2 unit of measurement that
is 1/100th of & meter or approximately 4/10ths of
ant inch or 0.3% inch) in lenath and 2 om in width.

Areview of tha weakly evalyation raparts of
Reaidant 1 dated 11/6/21, 114 321, and 11/18/21,
indicated the unstagﬂable uleer oh the GOGCYX
wag hot measured and described tb indicate
progress ¢ healing or worsening, On 4/26/22 the
DON and Medical Records staff was notlﬂed by
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What meaasures will be put into
place or what systemic changes
the facility will maka to énsure
that the deficient practice does
not recur;

Licensed Nurses were educated

regarding the Policy and Procedure
titled “Skin Integrity &

© Management.” Medical Records

will conduct weekly audits to

ensure treatment orders are

included In resident care plans,

How the facility plans to monitor
its performance to make sure that
solutions are sustained. The
facility must develop a plan for
ensuring that correction js
achieved and sustained. This pian
must be implemented, and the
corrective action evaluated for its
effactivaness. The POCIs
-integrated-into the quality
assurance system;
Madical Records or designee with
audit weekly for compliance with
Policy and Procadure. Finding will
be submitted to the QAP
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alactronic mall of the missing measuremant to
indicate prograss or decline. The Medical records
siaff responded via electronle mail oh 4/27/22 and
indicated the daily wound monitor was in the
Treatment Adminietration Record (TAR), as the
nurse performs the dressing change and

monifors the pressure area, then documents it in
the TAR. A raview of the 11/2024 TAR did not
indicate measurements of tha unstageable vlcer
on the coceyx,

A raview of Resident 1's waakly avaluation dated
22121, et 7235 pom., Indicated Nureing staff
saw the injury on the coscyx when the solled
dressing was changed after the resident's howel
mavament, Nursing staff noted the worsened
unstageable pressure injury meastred 3,5 % 3,0 x
2.1 em. with necrotic (dead tissus) wournd bed
covared with pus, thick, opaque, tah or yetiow
exudate (fluid leaking out), red border, saturating
26 10 75% of the dressing, Nursing staff rotifled
the facility physician who ordered woynd clinic
avaluyation, ealcium alginate dressing covered
with Alkevyn, and a wound culture for MRSA, The
ordens were samed out and confirmed
fransaribed in the TAR.

Arveview of Resldent 1's care plans dated
10/14/21, indicated Interventions included:
"waekly treatmant dosumentation to include
maasurament of area of skin breakdown's width,
length, depth, type of tissue and exudate”,
Another carg plan was written on 10/23/21 afier
Resident 1 developed an unstageabls prassure
injury on the coccyx. Both care plans did not
include treatments ordered for the unstageable
ulcer excapt to notify the physician of adverse
ehanges, The missing documentation was
akrearly made known o bothh DON gnd Medica)
Records staff but no updated care plans were

‘committee monthly Tor review and
recemmendations. Monitoring will
continue until three consecutive

months of compliance is achieved.

Dates when corractive action will
he comvieted, The corrective
agtion completion date must be
picaptable to the Department,
The defictent practice should e
sorrected immedigtely, This date
shall be no more than 30 calendar

tlays from the date the facility was
natified of the non-compliance,

The Director of Staff Development
or deslgnee will provide Licenzed
Nurse education to faciliti; Policy R
Procadure titlad “SKin Integrity &
Management” hegan on
09/22/2022 and will continue to
reach additlonal Licensed Nurses
who may not be currently
available,
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provided,

A raview of the pollcy tithed Skin Integrity and
Managerment, revised 6/2020, Indicated, "care
plan intervantions for traatment of opan skin,
whsther pressura or non-pressure skin
discoloration and /or breakdown should include
the treatment prescribed by the physician ,..will
be manitored at least weskly and with any
treatment or dressing change, Assessments
ghould Include a description of the pressure ulcar
in messurable terms: size, depth, exudates, odor,
color, stage and necrogls, Commeants should
include nursing assessment of the resident's
responae to treatment and progress with haaling.”
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