DEPARTMENT OF HEALTH AND HUMAN SERVIGES |
G

PRINTED: 12/01/2020
FORM APPROVED
OMB NO. 0938-0301

NAME OF PROVIDER 0t SUFFLIER

DYCORA TRANSITIOMAL HEALTH - GLOVIS

STATEMENT OF DEFICIENGIER (1) PROVIDER/SUPPLIER/GLLA £c2) MULTIFLE GONSTRUGTION {53 DATE SURVEY
ANTH PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMBELETED
C
DE5338 B. WING 1H01/2020

KTREET ADRRE&ES, CITY, STATE, 2P CODE
111 BARSTOW AVE,
CLOVIS, CA 93612

§5=03 | CFR(s): 483.21(b}3)7)

~i| §4B3.21(b)(3) Comprahensive Care Plans

| The sarvices provided or arrangad by the facility,
:| @ outlined by the: comprehensive cara plan,

i| Mugt

| () Mot prafesslonal standards of quality.

'| This REQUIREMENT is not met as evidenced

i by

;| Based on inteview and mmrd review, the fagility
| tailed to meet profasgional standerds of practics

i| and follow ihe faclity skin integrity policy end |

'| procedure for ona of three samplad residents

.| (Resident 1) when Licengsd Nurse (LN) 1 ¢id not
. ment and dosumant & of
'] condition for Residantt's sacral (tall bone)
pressure uler (wouhd created due fo pressung),

This failure hag'the potential for Resident 1's
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&‘;ﬂ'&ﬂgﬁnﬁ?w’a;:ﬁ:m ° Services Provided Meet Professional
ABBREVIATED SURVEY for Complaint -
| CAODBTRR0S. a) The resident, {Resident 1) dischargad '
‘| Representing the Califomia Dapartment of Public on 09/02/2019
Health - Licansing and Cettification: Fedearal 1D .
| 29150, b) Al residents that have skin
‘ SUR 1o the conditions andfor wounds have the
|| The ABBREVIATED VEY was limite 9 otential to affected. wound
| epecific Complaint investigated and does not PS N t he- I in Eh The - c? ur;:
| reprasent tha finding of a full inspgction of the assessments on a Quse residents
| facility, with wounds were completed and
, found no further deficient practice.
1| One deficiencies wene lssued for Gonplaint The physician  was notified onl :
:| CAODG79H55. 08/10/2019 of the change in the i
F 658 | Servicea Provided Meet Professional Standards . Foga| 08/107 © & wound j

| Completed by the Director of Staff]

and came Into the facility to see and
assess Resident 1 and new orders were)
given, The new orders weara carried out]
by the Director of Nurses on
08/10/2019. T \

¢) Licensed Nurses and C.N.A.'S Were in
serviced on skin conditions on:
09/09/2019, 09/13/2019 and|
12/20/2019. Licensad Nurse  aril
C.N.As will receive an in service upon
next scheduled day, if they are not
avallable the day of in service,

Development and Director of Nurses,
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change of condition to not heing addressed by the
riursing staif which resuling In & delay of
| treatment andfor gervices.

Findings;

During a eoncanract interview and record review

'| with the Director of Nuraing (DON), on 610/20 at

| @ p-m., the BON reviewad Resident 1'a adimission

‘| record dated 8/8/19 and stated Resident ! had a
suspacted daep tasue injury (DTI- parsistent

non-blenchable deep red, purple or maroon

‘I colored Intact siin, nan-Intect skin or blood-flled

‘| blisters caused by damage to the underlying soft

| tissuos, caused by prassurs) on tha admission

| skin asswssment daoument. The DON stated on
871119, the Medical Doctar (MD) ordered ’

!| During & concument interview with the DON and
alinfoal recard raview of Resldent 1's "Qrdar

‘| Summary Report” dated 3/16/20, Resldent 1's

-1 "Order Summary Report” indicated, .. fbrand
name] Ointment {medication to remove dead
tiasue [T 260 unit/GM {gram) (unit of
measuremnent) ... Fressure ulcer of eacral region

.| {indivicdiual's tailbone), unatzgeable ...Order Date
;1 8/11/2019 ... Start Date H/12/2019 ..." The bon
reviewed Residant 1's clinical record and wag -

|| unable to find & shange of condition assessment
i} indicating Residents 1's DTt had gone from intake
‘| akin to an opan wound, The DON state LN 1 did
not complete & shange of condition skin integrity
assesament after there was a eignificant change
in Realdent 1's pressure ulcer, The DON statad:
Resident 1% pressure ulcer had become an open
-| wound, The DON atated the open wound sheild
‘| have heen measured for size but wes not. The

i| DON statad the changes of aonditlon skin

| cintment for an unstageable prassura ulcer (DTI).

d} The facility will monitor compliance
of the wound assessments being
completed by the wmedical records
conducting audits in the daily dlinical
review meeting, by using the follow up
correction form. Any issuas with non-
compliarce will be corrected by the
Licensed Nurse immediately {As soon
#s possible no longer than 24 hours)
and a report made to the Director of
Nursing . The Director of Nursing
Services will bring trends from the
audits to the monthly QAP committee
for review and recommendation. If no
trends are noted after auditing for 90-
tays, the item will be removed from the
agenda.
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agsessment was important becatse it .
documentad the measutements (size) and
staging (severlly of tissue damage) of the wound,
The DON stated the full asssssment of the
wound wag important to evaluate the healing or
decline progess of the wound. The DON stated

'| tha expactation of the LNs was 1o complete a
wound assessment for Regident 1's wound and

| the: policy process of the facllily, and that was not
.| done. The DON stated a potentisl negative
sutoame of LNs not completing a change of
condition wound assassment was that staff
providing care to Resident 1 would not ke able fo
.| see if the: wound was geiting better or worse,
placing Resident 1 at rigk for ushoticed wound
complivations. A request wai made to interview
LN 1 and the DON state LN 1 waz not availzble

Y for intarview.

.{ During n interview with LN 2, on 6410720 at 2:42

"I p.m., LN 2 stated the process for residents with
physics! change of condilion, stoh 23 2 wound, a

‘| change «f condition skin assessment ghould have

-| been completed and documented. LN 2 stated

the a=seszment would have included a visual

inspaction of the wound, taking pictures,

measuring the wound, observe for wound

.| drainage, unusual wound odor, colar, depth and

A natification ta the MD of the wound candltion. LN

'| 2 stated the wound assessment would lso

| indiude educating the resident on meastires to

| help te irnprove wound healing, |.N 2 stated the

final and very important step was to ensura all

| assessment infarmation was fully docurnented in :

| Residant 1's clinizal record, ;

| Buring a review of the fagliity's policy and

'| pracadure fitled, "Skin Inbegiity” undated,

! Indicated, "Procese; Residents will have skin
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integrity reviews compiete upon admigsion,

.| weakly, bafore a {ransfer ... and as necassiteted
| by a change of condition .."

'| The "Lippihcott Mankal of Nursing Prastice” 10th

Edition dated 2044, page 18-17 indicated,
Standards. of practice General Principles... 1 b.

| These sfandards provide patients with a means

of measuring the cuality of care they raceive.
Commaon Departures from the Standards of

‘| Nursing Care.., fallure to manitor or olsserve
'l ...communicate or document a slgnificant changa

in & patient's condition...”
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