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The following refiscts the findings of the 15 ot an admission or agreement
Callfornia Depariment of Public. Haalth durlng tha by this- facllity of the truth of the
't Investigation of one camplaint duting an .
Abbreviated survay, ) facts alloged on this statemant of
. deficiohcy and plan of jon.
Complsint No: CAG0522685 > ctohcy and plan of correction
. . -in fact, this plan of cavection Is
A Representing the Department of Publjg Health: submitted exclusively 1o comply
Heaith Facliities Evalustor Nurse {D: 36526 _ with stats and federal law, This
The Inapection was Iimited to the specific ' " | Plan of Comaction serves as the
complaint invastipated and does net reprasent cradible allagation of compliance. .
the findings of a full inspaction of the faclity. . .
“Three deficlencles were wrilten as a result of - | E-187) Corrective A tlon far T
cumplaint number CA00522865, | | el Gensalive Aclon tor : ) 4
F 157 | 483.10(5)(14) NOTIFY OF CHANGES F 167| tesidents found to he affacted by ity
* | 9)X14) Notification of Changes, 1
() Afaclilty must Immediately Inform the realdent; On 1/5/17 Residonts number 1
-|'consult with the residents physiclan; and nofify, ‘was transforred to the acute hospital for
cansistent with his ar her Butherily, the resident ,
repregentalive(s) when thera s - ~ evaluation.
(A) An accident invalving the resident which | ' o
resulls in Injury and has the potential for requlring &.“‘Mmgw
physfdal} [nterven!lon: . . Affectod Resldents .
(B) A significant change In the resident's physical, ' .
mental, or psychasoolal statys (thatis, a . ot A
deterloration in health, mental, or psychasoial No other Residents have been affected by
status In alther life-threalening conditions or this daficient practice, Medical Records
hical compiications); .
deslgnae reviewed the fast iwo months o
TE {xe) AT

T e X ) o S N e, AR \ \ .

KN &n aglerlsk () denalss a g aflelancy Which the s Y be axtitad from coneciing providing f |s detamined that
pralaction to the patlants, (8se hw!mclluns_.) Excopt for nursiny homas, tha findinga steled above ap disclusable 80 days
Bther or ot a plan of comrection i providsd, For hurslng hemes, the above,findlys and plana of correctlon are digclosabla 14
8¢ doclimants gre pinda avalleble lo tha feality. I deficienclog Bra cited, an approvad plan of conectian ks requislts {o conthyad

cy stalsment ending
ather nafeguesda provide sulola
{ollewing tha date of suive
day3 following tha dalaims
Pragrem patisipetin,
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CENTERS FOR MEDICARE DICAID SERVICES OMB NO. 0838-0301
SYATEMENT OF DEFICIENC(ES (1) PROVIDER/SUFPLIER/CUIA {X2) MULTIFLE CONSTRUGTION 0(3) DATE SURVEY
AND PLAN OF CORRECTON IDENTIFICATION NUMBER: A BUILOING COMPLETED
. .C -
» 056764 8. Wing 08/29/2017
NAME OF PROVIDER OR SUPFLIER . STREET ADURESS, CITY, STATE, 217 GODE
' 7716 8 PICKERING AVENUE
SHEA REHABILITATION HEALTHCARE WHITTIER, GA 90802
(X4)10 SUMMARY STATEMENT OF DEFICIENGIES o - PROVIDER'S PLAN OF CORRECTION 0
{EACH 8E PRECEDED BY FI1LL EACH CORRECTIVE ACTION BHOULD 52 CONPLETION
TTRo | NEGULATORY BN LoC oL | R cémawmsgg‘%rﬁgg%e APPROPRIATE | - omTe
F 167 | Continved From pagel - ' F1g7| dischamges to acute hospitals for famlly
(C) Aneed to alter treatment significantly (that s, notification and changa of conditien
& heed to discontinue an exlsling form of : . lorts
treatment dua to adverse consequences, or to . glefts.

commence a new-farm of treatment); or

(D) A déclslon to transfer or dlsuh_arga the ‘ Corractive Action/ Syatemic Changes

. Rocur
-{ () When meking notification under paragraph (g) _
(14)(1) of this séction, the facility must ensure that ] .
-all partinent Informatian specified in §483.15(c)(2) Ofi 6/30/17 through 7 /517 the
Is avellable and provided upon requast to the : . ) e
physiclan. _ . : License Nursing Staff and Medicaf

Recowds Staff In-gervi Y
| {1 The sttty must aiso prompty oty the 000148 Staff wers In-serviced on

residsnt and the resldent representative, if any, | the policies related 1o the Change
“when there [g- .o , . of Conditlon notification and Tesponaible
(A) A change In room or reommate assignment family notification of resident canditian

as specified In §4683.10()(8); or

and transfer locations,
i | (B) Achange in residant rights under Federal or ’
State law or regulations as specifiad in paragraph

(e)10) of this section. Mensures Adopted for Systemic Change
(W) The faciity must record and periodicatly | oo Cuelly Assurance
update the address (maling and emall) and

phone number of the resident representative(s). | . S
This REQUIREMENT 15 nat met as svidencsd On & monthly basis, for aix weeks under
N oy: ,

. the supervision. of tha Administrater, the'
Based on Interviaw, and record ravisw, the ' '

facllity.falled to notify a family member/ Power of . | Dlestor.of Nursing or designee and the’
Attamey (POA) of a ehange of condtion (COC) Medical Recards designee wil

| @nd a transfer to a Ganeral Acute Gare Hospital ' . ‘
(GACH) for one of one sample resident (Res!dsnt canuct medical chart reviews of five

, ;L.: g'legﬁ‘:‘:'daﬂ‘fa with the faclllly's palley and " | cument and /or discharged resident's

FORM CM8-2597(02.88) i’mﬁaus Vrsions Ohsolsle Event [D: MG Feclfty 5 CAB40000118 . lFcontinustion shael Pege 2 of 13
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
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Fi )
) . : medical flle to verify that the comect
F 157 | Continued From page 2 F 157

member not being aware of the reside
status and whereabouts.

Findings:

(high levels of sugar in the bload), and

This deficient practice resulted in the family
nt's health

A review of admission record (Face Sheet)
indicated Resident 1 was admitted to the facility |
on 10/11/16, with diagnoses that included ’
cognitive communication deficit, type 2 diabetes

™ " |inaveln located deep inside your body),

‘self-résponsible..

regarding the fesident’s COC arid tianser tc
GACH. The DON stated the facility would only
| inférmy-the POA whien thg‘tesi;ient ig not .

.| thrombosis of unspecified deep veins (DVT) of
lower extremities (oceurs when a blood clot forms

Areview of Resident 1's Minimum Data Set (MDS
- a resident assessment and care planning tool),
dated 11/7/16, indicated Resident 1's cognitive
skills for daily decision-making were intact. The
MDS indicated Resident 1 required limited
assistance of one staff (resident invoived in
activity, staff provided Support with bearing
weight), with most activities of daily living.

During an interview and record review on 3/3/17
at10:25 am,, the Director of Nurses (DON)
stated there was nothirig in Resident 1's record to
confirm-thé facility. informed the rasident's POA

notifications are documented in )
the resident's medical recorg,

The results of such audits ]

shalf be documented on Quality
Assurance form and Submitted to
the Committee for review and
fecommendation of further monitors..

P ure for Mdentifying Potanti
Affected Resldents,

Resident’s currently in house as of July 1 2017
Change of Condltion monitars have been
reviewed by Director of Nursing and Staff
Development to ensure proper documentation

’ and notification ‘have ocourred, No other
residents in house have been affacted.

Cowgctive Action/ Systemic Changes to
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FORM APPROVED
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(X4) ID SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S FLAN OF GORRECTION (x5)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL - PREFIX (EACH CORRECTIVE ACTION SHOULD BE - COMPLETION
TAG REGULATORY OR LSC IDENTIFVING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENCY)
) . ., | of resident's in house weekly to ensure policy
F 187 | Continued From page 3 ‘ F157|is totlowad to included timsly notification of
A review of the Interdisciplinary Woung condion and location of residents to their
-| Management Care Plan (IDTAWMMCP) dated responsible party
1 1229716, indicateg debridement (medical. . :
removal of dead, damaged, or infected tissue to
| improve the healing potential of the remaining
| hiealthy tissue) of the right toe performed by
podiatrist. The wound was observed larger in
size with tip of right great toe black with
surrounding area red/purple in color noteq with
seropurulent (consisting of a mixture of blood
serum and pus) drainage. On 2 weelkdy basio for six weeks under
i the suparvision of the Administrator, the
During a telephone interview on 3/9/17 at 9:28 . ; . .
a.m, Resident 1's POA stated she wag not D'm.m' or Nursing o.r designas and the
™ informed regarding Resident 1's COC of the right Medical Racords designee will
great toe. POA stated she found oyt about the conduct medical Chart reviews of five
right great toe amputation during the resident's ' ) o
hospitalization, cument resident's files for. documentation,
' The results of such audits
A review of the California Advance Health Care ) x
Directive, signed 3/14/10, indicated under clause shall be documentsd on Quality-
three (3) of page 3 of 8, "Give my agent authority ' .
to make health care decisions for me (Resident Assurance form and submitted to
1) takes effect-immediatefy when the box is the Commitiee for review and
inital). . ' , - [Fecommendation of further monitors.
‘A review of the facility's undated policy titied
“Notification of Responsible Parly” indicated the
responsible party will be notified when there is a :
- {change in’ condition. . : L 1 ‘ H-\ 1
F 202|483, 15(c)(2)(ii) DOCUMENTATION.FOR F 202 .
88=D

TRANSFER/DISCHARGE OF RES

(0)(2) Documeitation;.
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(X4} ip BUMMARY STAYEMENT OF DEFICIGNCIES , D PROVIDER'S PLAN GF CORREGTION ko

PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY Fy(L PREFIX {RACH CORRECTVEACTION 8HOULD bz CONFLETtON

TAG REGULATCRY OR LG IDENTIFVING INFORMATION) 10 cnossomsnegscggirgg J%E APPROFRIATE DATE
F 202 Continued From page 4 F202| F-202 . Corvactive Action for

-1 Areview of a.dmlssbn

* | v a veln located deep Inside your body).

{482.16(c)(2)(1) wit be implemented baginning
November 28, 2017 (Phase 2 )] .

(A) The resldent's phystclan when transfer or
discharge (s nacessary under Fraragraph
483.15(c)(1)(A) or (B) of this and

(B) A physician when transfer o discharge Is
Necessary under paragraph 483.15(c)1)(INC) or
D)

This REQUIREMENT Is not mat as avidenced
by:

Based on Interview and record review, the facllity
falled to ensure a dischargs order was written by
the physiclan for one of ong 8ampled resident
(Resident 1), _

This deflclent practice had the potential 1o result
In for inaceurate discharge,

Findings;

record (Face Sheat)
Indiceted Resident 1 wasg admitted to the faciity
on 10/11/16, with diagnosés that includad
cognitive communication teficlt, typa 2 diahates
(high lavels of sugar In the blacd), and '
thrombogls of unspaclfied deep vains (OVT) of
lawer extremities (ocours when a blond clot forms

Aravisw of Residerit 1'g Minimum Data Set (MDS
- a resldent assessment and care planning tool),
dated 11/7/18, Indlcated Resident 18 cogniitive
skills for daily declislon-meking wers Intact, The

MBS Indlcated Restdent 1 required {imiled assist |

of ane staff with moat activities of dally living,
A review of the Intardisciplinary Wound

regldents kfound to bs affectad by
the dafleiant practice, -

On 1/5/17 Reaidents Rumber §
was transferred to the acute hospital for
evgfuation. '

Procedure for ldentifying Potentialty

Affected Resldants

" No other Réskdénte have been affecte;i by
this deficlent practice, i\lledlcel Records

deslgnea mvfeweq the’last two months of
discharges-for written physician discharge
order all were present in"the medicaf files

Corrective Action/ Systemle Changes to |

Ensure the Deficient Practica Does Not
T el 12068 Not
Recur : . :

On 6/30/17 through 7/5/17 the
License Nursfng Staff and Medicat.
Records Staff were in-gerviced on
the Discharge and Transfer policy

FORM GMS.2667(32-69) Pravious Verlons Olaoily

+ Bvenl (B:Mica11

Faciily i: CAg40a0h118
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FORMAPPROVED
CENTERS FOR MEDICARE & MEDICA|D SERVICES : QMB NO. 0838-0391
STATEMENT OF DEFIGIENCIES (X9) PROVIDER/EUPFLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE BURVEY
AND PLAN OF GORRECTION [DENTIFICATION NUMBER: |, poone™ 7 COMPLETED
Cc
' 065764 B. WING 06/29/2017
NAME OF PROVIDER OR SUPPLIER - STREET AGOREBE, GIVY, BTATE, ZF GODE
' 7718 8 PICKERING AVENUE
SHEA REHABILITATION HEALTHCARE ! WHITTIER, CA 80802 . .
o4) 1D SUMMARY STATEMENT CF DEFICIENCIES 1D FROVIDER'S PLAN OF CORRECTION (x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDEQ BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CONPLEYION
TAG REGULATORY OR LBC [DENTIFYING INFORMATION) TAG - cRos&Rsrﬁnegécgg é%%uwnomm DATE
F 202( Gonlinued From page & F20z| With emphasis on the requirement for a
Management Care Plan (IDTAVMGCP) dated wriltan physician’ order.prior to discharge,
| 2128718, indlcated dsbridement (medical o
removal of chs.*z«iit dama!ge(ti‘, or inf"rlactad tfsislt:le fo . .
improve the healing polentlal of the remalalng Measures Adopted for. Systemic Chang
healthy tissue) of the right toe performed by . LM Shange
* | podiatrist with wound cbsesved Jarger,n size with And Quality Assurance
Up of right toe black with surrounding area
red/purple in coler noted with serapurulsnt i
{conslsting of a mixtuie of blood serum and pus) On a maonthly basls, for six waske under
dralnage. : _ - the supervision of the Administratar, the
‘Areview of ths facillty's Transfer Record dated Director of Nursing or designes and the
11617 Indleated Resident 1 was transfarmed to & : .
genera) acute care facllity (GACH) for lschemic | Medical Records dasignee wil
: (m'{(ggm In blood suppiy) gangrene of the right condust medleal chart reviews of five
reat toe, . .
g . . discharged resident’s medicai file to.
D g "
(o was o wien dlats s verfy thet'the correct discharge order
'| Primary Phyeician (PP), In the madical record. Is documented in the restdent’s
During an Interview and racord review on 3/3/17 medical record.
at 10:25 a.m.,, the Dirsctor of Nursas (DON) ) !
stated sha was not abla io locate Regldant 1's The results of such audits
cf!soharge order in the °ﬂ“"?a' record. shall be documented on Quality
Areview of the facliity's undated pollay and Assu fo
procedure fitlsd "Admission & Discharge,” - rence fom and submitted to
indicated the attending physiclan Is to record In the Committee for review and
the medical record &t tha time of admisslon the L .
anticlpaled length of stay; pravida pertinént tecommendation of further monitors.
instructions to the resldent regarding discharge ar | . .
transfers; and Include In'discharge the reasons |-
for discharye, date, and lype of discharge, and : .
ordars for post discharge medications and e \
treatments, : . ' : ﬂ, l\x\ \"]
F 308 | 483,24, 483,25(k)(f) PROVIDE CARE/SERVICES F 308 )
§8=G | FOR HIGHEST WELL BEING :

FORM OMB-2587(02-18) Pravioys Vetsiona Ghsolels

Evenl {M10811

Facillly : CAS40Ddb 118

If continustion shest Pago 8 of 13
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Management Care Plan (IDTAWMCP) dated
12/29/18, indicated debriderment (medical
removal of dead, damaged, or infected tissue to
improve the healing potential of the remaining
healthy tissue) of the right toe performed by
podiatrist with wound obsefved larger in size with
tip of right toe black with surrounding area
red/purple in color noted with seropurulent
(consisting of a mixture of blaod serum and pus)
drainage.

Areview of the facility's Transfer Record dated
1/6/17 indicated Resident 4 was transferred to a
general acute care facility (GACH) for ischemic

: (restriction in blood supply) gangrene of the right
™ great toe.

During a review of Resident 1's closed record
there was ho written discharge orders by the .
' Primary Physician (PP), in the medical record,

During an interview and record review on 3/3/17
at 10:25 a.m.,, the Director of Nurses (DON)
stated she was not abie to locate Resident 1's
discharge order in the clinical record.

Areview of the facllity's undated pelicy and
Procedure titled "Admis'si;'m' & Discharge,”
indicated the attending physician is to record in
the medical record at the time of admission the

for discharge, date, and type of diséharge, sind
| Or&Fs 185 post discharge i cationsand, .+ |

transfers; and include in dischdrge the téasons

reatrients;

{X4) 0 SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (RAGH DEFICIENGY MUST BE PRECEDED By FyLL e PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' i DEFIGIENCY) :
F 202 | Continued From page 5 F 202 ' '

| Cosrective Action/ Systemic Changes
Ensure the Deficient Practice Doss Not

Reg:wr

" | For current discharging‘ rasidents Directer of
Nursing, Assist Oirector of Nursing or designes
Wil review five resident’s discharge orders
prior to dischamge to ensuro notification of
instructions for discharge, ressan for discharge,
date, location and awaléness of medication

" | regiment are clearly communicated to resident

or regponsible party, -

Measures Adog_ ed for Systemie Change

And Quality Assurance

On & monthly basis, for six wesks under .
supervision of the Administrator, the R
irector of Nursing or the
sist Director of Nursing or desighee will
currant chart reviews of five
Hischarglig residant’s medical file to
venfy that the comrect Policy and

L A

PAGE 6-A

R



8189022418 OPH 07:01:03p.m.  06~29-2017 16722
PRINTED: 08/29/2017
DEPARTMENT OF HEALTH AND HUMAN SERVICES - FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENY OF DEFRGIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUGTION {X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ 1 A BUILBING oo comesosicos e oo . .COMPLETED
c
086764 8. Wi . 06/28/2017
NAME OF PROVIDER OR GUPPUER . STREET ADDRESS, CITY, STATE, 2IP SODE
: 7714 8 PICKERING AVENLIE.
Si.iEA REHABILITATIQN HEALTﬂGARE . WHITTIER, CA 80602
()10 SUMMARY STATEMENT OF DEFICIENCIES (/I PROVIDER'S PLAN OF CORRECTION {X&)
PREFIX H DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX {EACH GQRREGCTIVE ACTION SHOULD BE COMPLETION
(7Y \TORY OR LSC IDENTIFYING INFQRMATION) TAG GROSS-REFERENGED 10 THE AFPROPRIATE OATE
? ; DEFICIENGY)
F 30? antlnued From page 6 ) F 308| F-309 Coirectiva Action for
. Idants found to be affect
483.24 Quallty of lfe . - realdants found fo be affected by

Quality of life is a fundemental principie that
appliss to all care and services provided to facility
restdents. Each reaident must recelve and the
facliity must provide the necessary care and
servicas to aftain or maintzin the highest
practicable physical, mental, and psyehosacial
well-being, consistent with the resldent's
comprehensive assessment and plan of care, -

483,25 Quallly of care .

Quelity of care [s a fundamental principle that
applies fo all treatment and care provided to
facility residents, Based on the comprehensive
assessment of a racident, the facility must énsure
that residents receive treatment and care In
accordance with professional standards of
practice, the comprehensive persai-centerad
care plarni, and the residsnts' cholces, Includlng
but not limlted fo the following: )

(k) Pain Management.

The facliity must ensure that paih mariagement is

-| provided fo residents who require such servicas,

consistent with professional stenderds of practice,

the comprehensive person-centered cara plan,
and the residenis’ goals and praferences.

(1) Olalysls. The facllity must ensura that
residents who require dialysis receive such
services, consfatent with professlonal standards
of practies, the comprahensive person-centered
care plan, and the residents’ goals and

. | preferences.

Rased on lnieiview and recard review, the facilty

This REQUIREMENT is not met as evidenced. |

fatled to promptly obtain a physiclan order for

the deficient practice.

On 1/5/17 Resldents number ¥ _
was transferred to the acute hospital for
furthar evaluation. )

‘Pra;:edum for_identifying Potentlally
Affected Residents

Medical Rescords dosignee reviswed
Residents in the facllity with current
changes in conditions to verify care plan
interv'ehtlone ware imp{emenQd, primary
care physi;:ian wes notif:igd and lw'rdent'%
responsible party was notified. No other
Residents were fourid to be affected
by this deficient practice.

Corrective Action/ Systemic Changes to
Ensure the { Practico Doas Not
Racur '

On 7/1/17 License Nurse number 1

FORM CMS-2667(02-%9) Previsus Verslang Gtolsl Evetal (:BA1CETS

Facilty (D: GAB40600118 IF continuation gheel Page 7af 13 °
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.| 1's worsening right great toe waound.

" | ssvere right leg arterlal occlusive (blockage or
'Resident 1 was {rensfarred to the general acute

‘gangrens (death of tissue, a dangeraus and

1| the resident underwent a surglcal a ballaon

medical svaluation and intervention when
Resident 1 had worsening condition of & right
great toe wound. Restdent 1 was at risk for poor
ciroutation, had diagnoses of deep veln '
thrambasis (DVT- a bload clat that forms in @ vein
deep In the body) and venous insufficiency (the

flow of bicod through the veins is inadequate), for |

cna of three sampled rasidents (Resident 1) by
falling to: .

1. Implement Resldent {'s care plén related to
poor circulation of the lower extremities, to
observe and report to the attending physician any
changes in color, temperatufe, pain, sensation, or
drainage of the affected area.

2. I&eqtify as a change of condition, Rasident

3. Implement the facility's "Chengs In Condition®
palicy to ensure the change in condlilon of a
resident's tce wotind was handled pramptly and
to ensure daily assessment of the wound was:
handled by the Nurse Supervieer under the . -
direction of the Director of Nurses (DON).

These fallures resulted in Residant 1's delay of 6
days for medlesal evaluation and inervention for
narrowing of an eriesy in the legs) disease.

care hospital (GACH) emsrgency raom (ER) on .
1/5/17 at 9:27 a.m. for treatment of right great tae

potentially fatal condition). On January 9, 2017,

angioplasty (a method of opening a clegged of
narrowed blood vessel) and stenting (o place a

sarviced one an one by the Clinical
Guality Assurance Consultant Nurse
in regards to the Cﬁange in Condition
Palicy. '
‘Staft Daveloper has in-serviced licen
nursing staff from 6/30717 thmugh.
7/6/17on facilities Changa.in Conditlon
Poiicy. - .

New change In condition records. will be
reviewed dally at Clinical Maating by
Director of Nufs!ng or designee for
compliance with Wp!exﬁenﬁng facilities
Change in Candition Policy. '

wound management meeting weekly to

and treatments.

And Quality Assurance

Medlcal Records wili audit records of
five random selected residents with
change in condition every week for six

Director of Nursing and designee will attehd

roview any changes In condition of wound

Measures Adopted for Systemic chagg'

FORM CM3.2587(02.98) Previaus Verelons Obsclsie

EventiD:Maca11
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F 309 Continued From Page 8 F 3.09 Continuas with imp!ememing Change in
| 8mall, metal mesh tube that keeps the artery " "
oben) of the right superficial artery (artery in the ondiflon Policy.
igh) and popliteal artery (artery in the knee and @ findings of audits ghay bs
the back of the leg) to treat the nght leg ischemia .
(inadequate blood Supply) and right great toe jocumented on Quality
gangrane (decay of flesh), On 1/10/17, Resident Assurance form and submitted th
1 required a right great toe amputation (surgically ] :
Cutting off) for gangrene of the right great toe, he Committes for review and
Findings: commgndation of further monitom.'
During a telephone interview on 3/1/17 ¢ 7-44 . , '
a.m., Resident 1's Power of Attorney (POA-a licum :
responsible party for Resident 1), stated the
facility notified her about the resident's right great

ad bean transferred to the

toe and later hag progressed
amputation of his right fo_ot

Areview of admission record

in the blood), and thrombosis

toe problem (gangrene) on 1/5/1 7, whe

GACH. The POA

stated the resident hag an amputation of the right

to include an

(i}ace Sheegt)

indicated Resident 1 was admitted to the facility
on 10/11/18, with diagnoses that included -
cognitive commiunication deficit (disorders of
communication affacted by disruption of mental
processes), type 2 diabstes (high levels of sugar

of unspecified deep

veins (DVT) of the lower extremities,

plan titled "Resident

at risk for poor circuiation due to lower extremities

.+ | Fetld@hed. swoiert 1

temperature, pain; Serisatisn édema’(y

and 'fﬁ,ﬂamﬁigﬁoﬁ'_(éiért’”édf:ﬁypjj

4y

: ob- and oftei pai
2.._| ArRINGGE of affectet Hroa 'ty

body |
hysl

n Resident

procedure for ideritifying Pote

Affacted Residents
Lument residents with medical conditions putting
em at risk for poor circulation of axtremitios

Bo assessed by treatment nurse, nursing
Siipervisors ‘and Q.A. nurse on 7711217, No other
peidents were identfied 1o ba affectsq by this’

Qarre. 'veAr.tioMSstemicCha ges to Ensurs
3¢ Deficlent Practice Done Not Recur

[feventative treatment will congist of weekly
.. -SKin Sweeps by treatment nurses and staff

cood

;.. developer. Wound Physician:Group wi bs .

CM: 3507 (02

) Previous v Obg
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F 309 | Gontinued From page 9 . : . F 309
' indicated,

Areview of Resident 1's Minimum Data Set (MDS |
- @ resident assessment ang care planning tool),
dated 117116, indicated Resident 1's cognitive up training 10 be sttended by Tr,

skills for daily decision-rnaking were intact. The 9 10 be sitende by Treatment
MDS indicated Residant 1 required limiteq )
assistance of one staff (resident invoived in aftachment,
activity; staff provided Support with bearing
weight) to ambulate with g walker with most
activities of daily living.

A review of Resident 1 's "Wound Progress
Report,” dated 12/16/16, indicated the resident

. developed regness to the tip of the right great foe.
N The report indicated to treat the right great toe as
follows: cleanse with normal safine (salt water),
pat dry, apply Venelex (an ointment used to
promote wound healing), cover with dry dressing
every day. . :

onducted on 7/11,17 by Wound Care

A review of Resident 1's the Interdiscipfina
Wound Management Care Plan (IDTAWMCP)
-dated 12/16/18, indicated the tip of the resident's
tight great toe was bianchable (skin loses
redness ‘with Pressure), and was ordered g

Director of Nursing or dasignae will faview

‘podiatrist (specialist dedicated in disorders ofthe | - binders of skin Sweeps and showar checks
fO_Ot) ConSLfR . o . Weekly to ensure systam remalng intacteq,

| A review of Physician Orders dated 12/16/16 at - Fillow up feview of documantation of Wound
11:32 a.m., indicated Resident 1 was to see an in Cpre Physiclan Group by Director of Nursing to

house podiatrist (the order did not indicate when
the resident was to see the podiatri f).

&isure proper documentation has been complétad,
A review of Resident 1's the Interdisciplinary ' '
Wolnd Management qgr:e'Prag"ap\T/wMQP):, ~ The findings of audits shail be -
dated 12/23/16, indicafeg the tip 6f the'résident's | - ... documented on Quaiiy

. nght great toe continued to b red/purple in éolr. | N ' L
| and appea “PIUraNGe. forih, shd. submitted o, <. -

Faclity CAS40000118; i Z;griﬁpqatjan‘éhééfpagé. 100f13 g
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F 309 | Continued From page 10 - F 309 . .

dry scab at tip of the toe with surrounding area %me Commiitee for roview and .

dark purple in color extending. The note indicated " [recommendation of further monitors.
waiting for an "in-house podiatrist fo see the ' ‘
resident”,

A review of the IDT/WMCP dated 12/29/ 16,
indicated debridement (medical removal .of dead,
damaged, or infected tissue) of the right toe was
performed by the podiatrist. The IDTAWMCP
indicated the wound was observed larger in size,
the tip of the right toe was black, with surrounding
| area of red/puiple in color noted with seropurulent
(consisting of a mixture of blood serum and pus)
drainage,

™ A review of Resident 1's Treatment Record,
Multidisciplinary Progress Notes, Licensed
Progress Notes and Wound Management
Updates dated 12/23/18 to 12/29/1 6, did not
indicate the resident was assessed for the
change of condition of the right great toe wound
promptly, as indicated in the facility policy. There
was no documentation of daily assessments of
the right toe wound handied by the Nurse
Supervisor under the direction of the DON, as
indicated in the facility policy.

A review of Resident 1's, Treatment Record,
Multidisciplinary Progress Notes, Licensed
Progress Notes and Wound Management
Updates dated 12/23/16 to 12/20/1 6, did not
indicate the licensed nurse notified the physician
of the resident's worsening right great toe
condition or requésted a medical evaluation and
| nteNertion. 3¢ Indicated n'the care, piah when:
eré ] ] e LN . A o,
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had seropurulent drainage an 12/29/18.

Buring an interview on 3/3/17 at 10:56 a.m.,
Licensed Vacational Nurse/Treatment Nurse
(LVN/TN) 1 stated she did not notify the MD of
the changes In Resident 's right great toe
Wwoltnd, bacausa she was cleaning the wound
daily, and she did not know [t was a change of
condition. LVN/TN 1 stated she did rot follow up
With Residant 1's physlclan order {dated
12/16/16), for the podiatrist,

During an interview with the Directar of Nurses on
3/3117 at 11 a.m., she statad she dld not know of -
Resident 1's right great loe wound, .

A review of the Lower Extremily Wound
Assessment deted 1/4117; (8 days after the
resldent's right gieat toa wound worsened),
Indicated Resldent 1 had dusky erythema
(reddening of the skin) and serml (body paris such .
@s fingers and toes) deslcoation {the process of : ‘
drylrig out) moving down the toes. The resident ’ )
‘| was seen for fajlow up on ischemla gangrens -
death of fissua due to Insufficient bigad flow) of
the right hallux (big toe). The resldent was
ordered a vascular tonsult (a parson who has g
surgleal subspeclally in diseases of the arlerias
and veins) stat (Immediately), . .

A ravisw of the facillty's transfar farm dated
1/6/17, no time specified, Indicated Resident 1
was transferred to a GACH for Ischemic
(restriction in bload Supply) gangrene of the rght
great toe. . '

Anglographic Progedure (én x-rayto see your |
.| blaod vessels), report dated 1/8/17, by the GAGH
vascular surgery physiclan, indicated Resldant 1
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F 308 | Continued From page 12

had a successful balioon anploplasty (a
Pracedure In which a narroived secllon of an
artery Is widened), and percutanaoys stenting (a
Procedura that Improves biood flow) of the right-
Superficial femoral antery (a blaad vessel I the
thigh), and popliteal artary (a blood vessel aboyg
the knee),

Fang

Arevisw of the GAGH Operativa Report datad
11017, indlcated Resldent 1 hag gangrane of
the right great toe, and required g tight great loe
amputation an 1/10/17, The report indleated
Resident 1 recantly developed right font paln with
right toa gangrensa, dug to right leg arterta|
lechemla {deficignt supply of bload lo 8 bady part
due to ahstruction of the Inflow of arterlal bland).

" . |Areviewof the facillty's undated poficy and

Procedure titled, “Change In Condition® indicated -
&l changes in candltion shall be handia promptly.
.Dally assessments of condition changes shafl be
hendled by the Nurse Supervigor under the
dirgetion of the DON. )
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