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F 000 | INITIAL COMMENTS F000| This Plan of Correction constitutes a
written credible allegation of compliance
The following reflects the findings of the for the deficiency noted. Preparation
California Department of Public Health during a and/or execution of this Plan of
standard abbreviated survey regarding Correction does not constitute admission
investigation of a complaint conducted on and/or agreement by the provider of the
81017, 8/11/17, 8/22/17, and B/5/17. truth of the facts alleged or canclusion set
forth in the Statement of Deficiencies.
For Complaint CAOQ547588 regarding Guality of The Plan of Correction is prepared and/or
Care and Treatment, the Department did not executed solely because it is required by
substaptiate a violation of federal o sltale the provisions of Federal and State laws.
regulations. However, a federal deficiency was
identified for a violation unrelated to the complaint
(see F281).
;o Inspection was limited to the specific complaint
e investigated and does nat represent the findings
of a full inspection of the facllity.
¥ Representing the California Department of Public
Health; 35091, Health Facilities Evaluator Nurse
and 39238, Health Facilities Evaluator Nurse.
F 281 | 483,21 (b)(3)(i) SERVICES PROVIDED MEET Fo81| F 281 483.21 (b ){ 3 ){ i ) SERVICES
58=D | PROFESSIONAL STANDARDS PROVIDED MEET PROFESSIONAL
STANDARDS
{b)(3) Comprehensive Care Plans n o
o ) . Director of Nursing (DON] and/or designee
The Se‘i'VICE;S pravided or arran_ged by the facility, will be responsible for carrective action.
as outlined by the comprehensive care plan,
Ll Corrective actiop far resident found to have
() Meet protessional standards of quality. heen affected by this deficiency:
_g}f:'rs REQUIREMENT is not met as evidenced Resident 1 1s stillin the faciltty. 091537
Based on Interview and record review, the facility
failed to provide services for the treatment of
pressure uleers (injury to the skin and underlying
tissue resulting from prolonged pressure on the
skin) according to the accepted standards of
_|ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE _ TITLE (X6) DATE

0951

f Jficiancy statement ending with an asterisk (*} denotes a deficiency which the Institulion may be excused from correcting providing it Is deiermined that

. o\iﬂér satequards provide sufficient pratection o the pafients. (See instruclions,) Excapt for nursing homas, the findings staled above are disclosable 90 days
—fallowing-the-date of survey whathar-ornot-a-plan-ot-correction-is- provided—For-nursing-homes;the-above-findings-and- plans of-correction-are-disclosable-14- —

days following the dale thase documents are made available to the facility. If defictencies are cited, an approved plan of correction is requisite to continued

program particlpation. q{-n ( !7 F ﬁ f_&f zh :
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¢linical practice for one of three sampled
residents (1). For Resident 1, there was no
repositioning schedule and the facility had no
evidence indicating the resident was turned and
repositioned every two hours. This failure had the
potential to cause or warsen a pressure ulcer,

Findings:

Review of Aesident 1's clinical record indicated
diagnoses including general body weakness and
multiple sclerosis (nerve disease which could
cause numbness and weakness on one side of
the body), Her minimum data set (MDS, an
assessment tool) dated 7/10/17 indicated she
was totally dependent with her bed mohility (ability
o change position while in bed).

Review of Resident 1's Resident Data Collection
dated 7/3/17 indicated she had pressure ulcers
on the left and right buttocks, and on her sacral
area (triangular bone in the lower back).

Heview of Resident 1's Pressure Ulcer Risk care
plan indicated staff should assist in turning and

‘repositioning if needed.

Review of Resident 1's clinical record indicated
there was no repositioning schedule and there
was no evidence indicating the certified nursing
agsistant (CNA) had turnad and repositioned her
every two hours. The licensed nurses (LNs) did
not consistently document the changing of
positions in their daily or weekly notes.

During an interview with registered nurse A (RN
A) on 8/11/17 at 1 p.m., she stated Resident 1
had no repositioning schedule, She stated
Resident 1 should have a repositioning schedule
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f 281 Continued From page 1 F 281| Corrective action for other residents that

may be affected by this deflciency;

All residents are at risk, and, therefore the
DON, Nurse Supervisors and/or designee
will conduct regular observations of
residents needing to be re-positioned .
during their daily facility rounds and ensure
that no residents with pressure ulcers are
affected by this deficiency. 10/05/17

Measures that will be put in place to ensure
that this deficiency does not recur:

DON, DSD,- Nurse Supervisors and/or
designee will hold additional in-services to
all staff regarding F 281 Services Provided
Meet Professlonal Standards with emphasis
on ensuring that residents needing to be re-
positioned are done. 10/05/17

Measures that will be implemented_to
monitor _continued _effectiveness of _the
correction actions taken to ensure that the
deficlency has been corrected and will not

recur:

All Depariment Managers will monltor
compliance through direct observations in
their daily facility rounds n the next 3
months and/or until 100% compliance is '
achieved, On-going |
ADMTR will be notified of any deficient
practice. All results will be evaluated and
corrective actlon taken, if necessary, All
findings will be integrated in the facility’s
quarterly Quality Assurance (QA) Meetings. | On-going
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F 281

Continued From page 2

to ensure all staff would turn and reposition the
resident every two hours.

During an interview with RN B on B/11/17 at 4
p.m., she stated the CNA should turn and
roposition Resident 1 and it needed to be
documented. BN B siated she did not have the
evidance to prove the GNA was turning and
repositioning Resident 1 svary two hours. AN B
stated the LN could also monitor and document if
the resident was turned and repositioned,
however the LN had nat consistently documented
it in their daily notas or waekly summary.

During an interview with the director of nursing
{DON) on 8/22/17 at 3:15 p.m,, she stated
Resident 1 had multiple pressure ulcers and it
was important 1o turn and reposition her. The
DON said staff should document the time and the
pasition of the resident when she was turned.

Review of the facility's 3/2000 policy, "Pressure
Ulcer and Skin Care Management", indicated the
tacility should establish a repositioning schedule.
Chalr and bed bound (confined mustly to chair or
bed) residents should bs repositioned every two
hours. Staff need to document an the treatment
record the care rendered and the adjustmant to
the intervention.

Review of the National Database of Nursing
Quality Indicators (NDNQI, nursing database
which utilizes nursing measures to promate
quality patient care) program website
{hitps://members.nursingquality.crg/ndngipressur
eulcertraining/Module3d/PressureULcerSurveyGul
de_16.aspx ), indicated it was a common practice
for patients who were unable to turn or reposition
thernselves to be turned every two hours in hed.
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A patient who was a higher risk of pressure ulcer
would likely need to be turned more frequently
than every two hours. It also indicated to
document the time the patient was turned and
repositioned, and the position adopted.
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