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' This plan of-  correction as
F 000 | INITIAL COMMENTS F 600 submitted shall serve as
' provider’s letter of credible
urveyor. 40995 allegation in reference to the
e following refiects the findings of the California survey findings. Preparation
Dppartment of Public Health during the and/or execution of this plan
investigation of a complaint. of correction do not constitute
' admission or agreement by
bmplaint number: CA00650742 the provider of the truth of -
Representing the Department: 40995, HFEN the  facts  alleged or
' conclusions set forth on the
Be inspection was limited to the specific statement of deficiencies. This
cgmplaint investigated and does not represent plan of correction is prepared d i li .F
the findings of a full inspection of the facility. and/or executed solely because l\ [ % l{
. . : it is required by the provisions
Ope deficiency was issued for complaint number of Health and Safety Code ‘
100650742, ' Section 1280 and 42 CFR
F 686 | Trpatment/Svcs to Prevent/Heal Pressure Ulcer F 686 . 405.1907
$s=D | CFR(s): 483.25(b)(1)(i)(ii) ' '
§483.25(b) Skin Integrity
§483.25(b)(1) Pressure ulcers
Based on the comprehensive assessment ofa
esident, the facility must ensure that-
(i)|A resident receives care, consistent with
fessional standards of practice, to prevent
pressure ulcers and dees not develop pressure
iers unless the individual's clinical condition
demonstrates that they were unavoidable; and
(i)} A resident with pressure ulcers receives
essary treatment and services, consistent
h professional standards of practice, to
premote healing, prevent infection and prevent
new ulcers from developing.
This REQUIREMENT is not met as evidenced
Syrveyor: 40995
Baged on interview and record review, the facility
to administer two medications (Arginaid

TILE 0HDATE |

OR'SOR PR“ERISUPPUER REPR?TA'I’NE‘S SIGNATURE
prid ent ending with an asterisk (*) a deficlency which the institution may be excused from comecting providing it is dehtm%é Q a
cthor safeguands provide sufficlent protection to the nts. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days f
(oitmwlng the date pf survey whether or not a plan of comection is provided. For nursing homes, the above findings and plans of comection are disclosable 14 |
|
1
+

these documents are made available to the facifity. If deficiencles are cited, an approved plan of comrection Is requisite to continued
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l RD reviewed physician orders for
F 686 * Continued From page 1 F 686 * Resident 1. Resident was readmitted

ndings:

gsidents (Resident 1). This deficlent practice
placed Resident 1 at risk of delayed wound
baling and a worsening pressure ulcer/injury.

Alreview of Resident 1's.admission record
indicated the resident was admltted to the facility

eview of Resident 1's History and Physical
amination, dated 7/31/19, indicated the

A review of Resident 1's Minimum Data Set
MDS-a comprehensive screening and care

- | pignning tool), dated 8/13/19, indicated the
esident required extensive assistance (resident

to the facility on 9/4/19. Arginaid and
Pro Stat AWC orders were active

post admission. Completed
10/14/19,
RD reviewed nutritional

recommendations for all patients for
the previous 30 days to ensure that
proper  nutritional  interventions
were  implemented per RD
" recommendations and MD approval.
No other residents were affected by
omission of orders. Completed
10/18/19.

DON completed an in-service with
licensed nurses regarding
communicating with MD regarding
RD recommendations and
implementation of RD
recommendations in the electronic
medical record. Completed 10/18/19.

Medical Records Director or
_designee to review input of RD
recommendations in the electronic
medical record at least 3x a week X 4
weeks then 1 X a week X 3 months
to ensure that RD recommendations
are carried out properly. Any
findings will be reported to the DON
immediately. On-going. '

‘Medical Records Director to report
any findings regarding RD
recommendations not being carried
out properly the quarterly quality
assurance meeting. On-going
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olved in activity, staff provide weight-bearing
pport) in bed mobility (how the nes:dent moves

ie) and personal hygiene (how the resident
aintains personal hygiene). The MDS also

ssessment, dated 7/31/1 9, indicated the
bgistered Dietitian (RD) recommended the

etite, pressure injuries and protein-energy
Binutrition), and add Prostat AWC 30 mL daily.

5 ... d/c[discontinue] Prostat 30 mL QD [daily],

Prostat AWC 30 mL QD ...add Arginaid BID
[twice daily] r/t [related to] wound management.
ders noted and carried out.”

A eview of Resident 1's physician order report
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F 686 | Continued From page 3 . F 686
(ROR) indicated Resident 1 was prescribed a

ohe-time dose of Arginald, with a start and end
dateé of 8/1/19. The POR also indicated the
gsident was prescribed Prostat Sugar Free on
7/80/19, which was discontinued on 8/1/19. The
POR indicated Prostat Sugar Free 30 mL was
gordered on 8/9/19 until the resident was
ransferred fo the general acute care hospital
(GACH) on 8/15/19.

Afeview of Resident 1's Medication

Iministration History indicated the resident
eteived Arginaid once on 8/1/19 at 9:00 a.m.

e resident also received Prostat Sugar Free 30

eview of Resident 1's care plan for the stage 4
‘pressure ulcer indicated interventions included
consuit and supplements/vitamin as ordered.

ed, "For the Prostat Sugar Free, | think she
ontinued the order on 8/1/19 and was
posed to put in the érder for the Prostat AWC,
forgot to putit. The [treatment nurse] added
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L Prostat Sugar Free to the Prostat AWC
ecause It was better for wound healing. The RD
stz ted, "Thera's a general Sugar Free Prostat that

e the resident was still meeting her protein
epds through her tube feeding.

pview of the facility policy, tittled "Administering
gdications,” dated 4/2007, indicated,

pdications must be administered in accordance
h the orders, including any required time

e.”

]
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