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The following reflects the findings of the i rlarwood Post Acute shares
Californta Department of Pubtic Health during an the state’s focus on the health, ;
abbreviated survey for the investigation of safety and well-being of facility
complaint #CAQ0714945. residents. To remain in

compliance with all federal and
state regulations the facility has
taken and will take actions set
The inspaction was limiled to (he specific forth in the Plan of Correction.
complaint investigated and does not represent
the findings of a full inspection of the facility.
F 656 | Develop/implement Comprehensive Gare Plan F 656
$5=D| CFR(s): 483.21(h){1)

Representing the Department of Public Health:
Health Facilities Evaluator Nurse, 43247

F656

Corrective action for residents

§483.21(b) Comprehensive Care Plans
§483.21(b){1) The facility must develop and found to have been affected by

implement a comprehensive parson-centered this deficiency:

| care plan for each resident, consistent with the
resident rights set forth at §483.10(c)(2) and Resident #1 is no longer in the
§483.10(c)(3), that includes measurable facilit |
objectives and limeframes to meet a resident's 4 }
madical, nursing, and mental and psychosocial :
needs that are ideniified in the comprehensive How the facility will identify '
assessment. The comprehensive care plan must other residents having the
describe the following - :

| () The services that ar (o be furished to attain | potential to be affected by the

I or maintzin the resident's highest practicables : deficient practice:
physical, mental, and psychosocial well-being as
required under §483.24, §483.26 or §483.40; and Director of Nursing and Nursing ]
(ii) Any services that would otherwise be required Supervisor review residents !

under §483.24, §483.25 or §483.40 hut are not

provided due to the resident's exercise of rights who have pressure ulcers or

under §483.10, including the right to refuse pressure injury risks. No other
treatment under §483.10(c)6). residents were affected by the
(ifi) Any specialized services or specialized above deficient practice.

rehabilitative services the nursing facility will i
provide as a result of PASARR ] li
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Ay deficiéricy state ntending witkan asterisRy*) denates a deficiency which the institution may be excused from correcting providing itis detzrmined that
GHhersz ardsprovide sufiicient protacion 1© the pafients. (See instnuctions.) Except for mursing homes, the findings stated above are disclasable 90 days
following the date of survey whether or not a plan of comection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foflowing the date lhese documents are made aveilable to the fadility. If deficiencics are cited, an approvesd plan of comrection is reguisile lo conlinuei

program participalion.

if confinuation shest Page 1 of 12

FORM CMS-2587(02-99) Previous Versions Qbsolels Event 10: UN1T Facility iD: CAO30000091




g

Tae ke WARTM

DEPARTMENT OF HEALTH AND HUMAN SERVICES

[

PRINTEED: 03/24£202°

i ! O T
CENTERS FOR MERICARE & MEDICAID SERVICES CWIE ﬁg%@gﬁ%\%
STATEMENT OF DEFICIENGIES (%1} PROVIDERAGOPPLERCLIA (K2} BRILTIRLE CONSTRUGTION (X3) DATIE SURVEY
AN PLANOF ORRECTION CENTIFIDATION NUMBER: A HULDING COMPLETEN
C.
056050 B. WING Q3240021
L L I ) TR AR RES b F, avor e o f6 o ts ’
BRIARWOOD POST ACUTE BOO LEMON HILL AvE
) _ _ 3 i SACRAMENTO, CA b5824
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R . ! Measures that will be putinto
F 656 | Contieued From page 1 Fess  place and systemic changes

| prosaire ulears (damage ko the skin and

rsoommendations. If o fagility disagrees with the
findings of the FPASARE, it must indicate its
raliohals In the vesident’s madical record,

(W)In eonsultation with the restdent and the
residunt's representative(s)-

(A) The residents goals for admission and
duslad outcomes.

{B) The resident’s praference g potential for
future disehargs. Fagililies must docisiant

L comenunity was assesued and any welamals u
incal contaot agencies andicr other appropriale
entitlos, for this purpose. :

(C) Discharge plang in the comprehensivo care
plan, as Spproprate, In accordance with the
raquireinénts set forlh (n paragraph (6} of this
sacton,

This REGLAREMENT Is not met as evidenced
bys

Based on interview and cecord review, the facility
falled to provide comprehenslva persorcenterad
care plans for one (Resident 1) of three sampled
residents whon:

1. There was not an updated ware plan pravided
that accurately reflecied Resident 1's wounds,
prasatre: wournds, and pressure ejury visk.

4. There was not a nutritlonat care plan provided!
for Rusidant 1 who expetionced a desling jn fhld
ard oral Intake.

Those failures had the polential for Resident 1 o
not recelva nonsislent nursing care and {o
coniibute ko tha developmert of additicnal

underlying tssue),

Findings:

made to ensure that this
deficiency does not recur:

Director of Nursing and/or DSD
reeducate LN on facility's policy
and procedures and protocol
for developing and
implementing care plan based
on patient’s ongoing risk
pressure areas on April 2, 2021.

The MRD will complete Care
Plan QA audit at the following
intervals: Pressure injuries on
admission, quarterly, annually,
and significant changes in
pressure Injuries documented
with change of condition.
Findings will be reported to the
administrator and DON dally for
appropriate corrective actions.

The MRC on scheduled facility
visit will randomly review skin
records for timely completion
of care plan, Findings will be
reported to the administrator
and DON for appropriate
corrective actions.
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| any unhealed prossure ulcers, bt was ot riak for

Areview of Resident 1's Admiasion Regord,
indicated Resident 1 was admitted in 2016 with
multiple diagneses including encephalopathy
(damags or disoase that affects the braln),
oerabral infarction (damage to the brain), and an
apen waund to the left knee,

i Adovow of Rouident s Mininwn Data Set
{MIS) {an nssessmant faul) dated B/7/2020,
Indlcated Resident 1 had a Brief Intervisw for
Mental Statua (BIMS) (a cognitive assesgment

e o Of B et of 15 which St o B b
I was seversly cognitively impaired,

A review of Resident 19 MDS-Funclional Status,
dated 9/772020, indicated Resident 1 required
superviston for eating.

Areview of Resirlent 1's MDS- 8kin Gonditions,
dated /712020, indicated Resident 1 did not hava

daveloping préssure ulcers or injurles,

Ruring an irferview on 12/11/2020 at 2:50 p.am.
with tha MDE ooordinator (MDS), he stated
Residant 1 was admiied o an acute care
tospiial on 11716/2020 due to altered mental
stalug {change in cognilion). He was Yoated for
encephalopathy, bacteremia (bacterla in the
‘blood) and & prostate abscess (an Infection of the
prostate gland) at the soute care hospitet,
Resident 1 was readmitted to the faciilty on
PRNETI Sy oo Tor Gt o e Ly Tt T
| madical care) after the acute hospital stay.
Rasident 1 diad al the facility on ’_12f1 112020,

During an interview on 162021 at 1:2:55 p.m,
| with the Diractor of Nursing (DON), she staled

monitor its performance to
make sure that solutions are

sustained:

The DON will provide a

summary trend analysis of the :

BRIARWOOD POST AGUTE fn gy s potgden o e
. e et e e e | LR )
A} SUMMARY STATEMENT OF DEFICIENGIES n PROVIDER'S FLAS OF CORRECTION e
PREFX | - (BAGH DEFIGIENOY MUST BE PRECEDED BY FULL | PREFIX EAGH CORRECTIVE ACTION SHOULD BE COMPLERIDH
Al REQULATORY ORLEC IENTIFYING NFORMATION) i TAG , CROSS-REFERENCED TOTHE APPROPRINTE e
; K DEFICIENGY) }
* |
F 686 | Continued From page 2 Fosg  How the facility plans to =

review findings to the monthly

further review and
recommendations.

Compliance Date:
By April 22, 2021

CQl steering Committee for

BORM CME-%W{G&!}S} Provious Versiens Chgalota Evant i UN1D11
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, Rosident 1 had daily skin shanges beoause he
was et the and of life and was not sating or
teinking.

During an interview on 1/612021 at 1:06 p.r, with
the Wound Care Nurse {WON) stated the
resident had & wound on left knee and an open
arag indar bl slaht ass VO afodmdd By
Hasient 1's winnds were gelling worse besause
he wis not sating or drinking.

During a concurrent interview and record review
on 2/3/2021 al 3:05 p.m. with the DON, she
stated Resident 1 had fragife sién and had naw
reddened areas fraquently. She stated, *If the
foot was gently placed on a pillow, it would have
new radnoss,”

Reviewed With the DON the "Emergency
Depariment Physictan Nole” from the acute care
hospltal, daled 11/16/2020 4t 10:05 am.; for
Residant 1, that stated, "Physical Exam... Skin:..
Comments: Saoral Dacubilus (pressure) Uloer...”
The DON acknowledged that the sacral pressure
ulcer {PU) was identifled upon arrival at the mcute
[ care hospital on 11/16/2020,

Continued docuent review from the acute care
hospital with thae DON, including 2 "Wound aare
consult note", that was dated 11H17/2020 at 219
p.m. This note identifisd mulliple pressure
wounds for Restdent 1, The DON acknowledged
( thal the stage 3 PU to the sacrum, anrd the
mulliple other pressure weunds, were identified al
i the acuts care hospital,

Argview with the DON of the facllity's "Non
‘Prassure Skin Problem Report,” dated 94 12020,
_reflected that Resident 1 had a lrauma injury to

FORM CMS.2657(0-09) Praviiun Varsions Obsolets Eventic: UN1[1 |
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. During an Interview on 2/3/2021 at 6:00 p.m, with

the leit antariar knee,

Further review with the DON of the faclitys "Mop
Pressure Skin Problem Report.” datael
10/2712020, reflected that Resident 1 had MASD
(Molsture Associated Skin Damage) to the right
pastarior knee. :

Areview with the DON of the facllity's "Prossurs
Injury Assessinents,” dated H/40/2020, reflectad
that Restdent 1 had a DTP (Deep Tlssue
Pressure Injury) to his right heel, loft lataral foot,
and left medial fool. The DON confimiad thal the
facility had nol identified any other skin issuag,
Including the aacral pressure vlger an multiple
pressure wounds, that were identiffed on
admisslon to the acule care hospltal, The DON
confirmed that the sacral wound, the ighl lower
extremity wounds, ard the right foot wounds did
not recaive treatment at the facliity as they had
tol been idantified,

Puring the same inlerview on 2/3/2021 at 3105
P the DOM eaviewad Restdent 1 daprpnsart
ol intake, She slated that sice he relusned
from tha hospitad In Ootober 2020, he had not
been eating. She stated a referral lo the dintitian
had bean made,

LN 2, LN 2 sald that Resident 1 did npt pat very
musch aftar his refurn from the hospital in October
2024. He required assistance with feeding from J
the CNAs. She stated he was not taking n ]
enaugh flulds. He wag refusing to eat or diink
vary mueh. His condition bagan lo dedline. She
stated a referral to the distitan is made by the
desk nurse, LN 2 stated sha didnt know if a
refaral to the diolitian was made,

|

3
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During a telephong interviow on 2/4/2021 at 9:12
&.m. with the Diefitian (RD), she stated she was

" awares of Resident 1 but did not personally sec
him. 8he started working at e fagiily in
November 2020 and was not schecluled 1o sse
him untl 11720/2020, since he had been seen by
the prior RO on 1 0/20/2020. The RD statect that
the DON sends her thé monthly waights and the
- WCN notifies her of any wounds. She stated she
is nol notified of referrals by the front desk. She
was not aware that Resldent 1 had wounds. She
stated, "He was |irobably on the liat to be seen by
the prior RO RD stated Resident 1's weight in
Oclober was 132 pounds and wags 127 potngds in
November, R sald she would have seen
Resident 1 for signiflcant walgi change, hut ha
left the facltity prior to 11/20/2020.

Araview of the "Nubrllonal Gare” doe mant,
dated 10/20/2020, for Resident 1, indicated hlg
weight wes 150 pounds. It indicated his ntake
was poor at 0% and fluld Inlske was falr &t 1000
ml {millifters) to 1499 ml por day.

Review of & "Nubrition Sereening,” daled
10/21/2020, for Resident 1, Indicated his Walghi
was 127 pounds. The screening Indlcated that his
appetile was poor, eating 40% to 49% of meals,

Review of & "Diel Requisiion,” updated on
10/22/2020, for Restdent 1, indicated an order for
[nutrltional liquid supplement) three tmes o day,
[forlified snack] two times a day with Junch and
dinner and forlifled meals.

Review of a "Nutritlon Report” for 11/1/2020
through 11/16/2020, Indlcated Resident 1 ate
16% o 100% of his muwvals.
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Raview of the “Intake and Output Record” tor i
TO/26/2020 through 1171472020, indicated
Resldant 1's fluid intake was from 120 mi to 1680
hil ped day.
Araview of Resident 1's "Ordar Summary Report®
for active onders as of 11/30/2020, indicaled |
wound cara arders for the left anterfor knee, left
. lateral foot, left medial foot, right posterior kneo
. and right hesl, :

Areview of the WCP Surgical Constlt notes,
dated 10/20/2020, 10/27/2020, 11/5/2020 and
T1A0/2020, indieated tha only wounds assessad
ahd troated were the left anterlor knse, the rlght
distal postetior knee, the right heel, the left fatera)
fool, and e left madial foot,

A raview of the "Braden Seale for Pradicling
Prassure Sore Risk" (a1 slandardizad too! to
anapnn fpe viols of APGRIra e am b fe s PV
daled 10/20/2020, indiealed Resident 1 had a_
seore of 18 out of 23 which indicated he was at
maderata risk to develop prassure sores.

o

err U SN | F Ukl oboL tens Ll
Flan,” dated 8M9£2020, refiected problem of scab
with redness on right kriee, andf wag discontinted
&/172020, I

A review of Resident 1's "Skin Short Term Care
Plan," last updated 9/6/2020, statad:

{ "Prablern- Trauma left antorior knoe

Lol BRI L PSRRI da o GOIGY ..

, (discontinued 94222020}, Morilor for -
siginfsymploms of infaction (redness, pain,
presence of drainage), Utilize precauytion during
pare, Ohserve gentle handling of the resident, E
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Report skin conditions to the responaible parly
and MD (medioal doclor), Handla affected area
during care, Assess for pain and discomiort
{verbalf nonverbal),” '
Goal- Will promole healing without
samplications.”

Areviaw of Resident 1's "Resldont Care Plan
Pressure Ulcer Risk," last updated 87712020,
slatid:

“Problem/ Need- Risk for pressure ulcers. ..
Appreach plan- Pressure reducing mattress to
bed, Pressure relleving mattress to bed,
Repasiiion avery one to iwo hours, Vitamin and
midnaral supplements per orders, Dietary
supplenisnts par ordere, Paln management per
orders, monior effectivenasy, Encourage to
glevate heels off of bed wilh pillows.

Resldent Goal-Will have no pressure ulcere by
next raview, Wil show no signée and devalopmant
of infeetion.®

Duting & subsequent Inlerview and racord raview
on 2A32021 at 510 pom, with the DON, sha
confirmed that Resident 1's "Skin Short Torm
Cara Plan" daled 9/89/2020 did nat nddress
troatment for the loft anterlor knee, right posteriar
knee, loft lateral foot, left medial fuot, and right
heel. She stated she s unabls to provide any
wound or skin care updatad care plans, DON
aaknowledge: that a nutrltional care plan Is not
avallable that addressed Rosident 1's declining
oral infgke for Octaber 2029 and November 2020
i and walght logs,

Raquests for nuiritiunal care plans and AD.
(Activitles of Dally Living) care plans feom facility
: by phone and emall an 1/27/2021, 1/29/2021,

|

212021, and 2272021 and during an onsite vistt {
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s sk w18 GNADIG O provide any |
additional care plans as they are unable to i
aeuess the records, i

: ; Areview of Ihe faciliy polley "Pressure Injury |
Management,” revised 3/27/2017, indicatee! . I
Update the resident's care plan as negessary.,."

Araview of the Tacllity policy "Skin and Wound ]
Management " ravisad W2772017, indinated )
“..The liconsed nurse will document the slatug of !
skiry conditions at least weekly or as otherwise
indicaled in the resident's Care Plan...Update the
r@:aidenl‘sht’.:ara Plan as necessary,."

I'Requastad nutritional paticy from faciity by phone
| and amail on 1/27/2021, 1/29/2021, 2/1/2021 and
222021 and during onsite visit on 27312021 . Thal
DON provided a document titled *Nutrtton
| Committoe Guldelines,” ravised May 2007. A
raviow of "Nulrition Committes Guidelines”
indizsted, "The Nutrition Gominillee membare wil
usg the data from (he resident's clinical record to |
, ilentity factors that may affecting the resideni's
rtatritinnal sdalie sl dewvafon o cmene wf i -
e cormites roviews (he plan of care, makes
recommendations and evaluates the
effectivenass of the recommandations.,. The
cancems and wishes of the family and resident
Wik e Includad In developing tha plan of caren.,”
FUB6 Traatment/Sves to Prevent/Heal Prossure Ulear
B8=(3 | CFR({s): 483, 26(L)1){I)H)

§483.26(b) Skin Integrity |

f | §483.25(b)(1) Pressure ulcers.
Based on the comprehensive assessment of a l
! [ resident, the facility must ensurs that-

£
H '

LM LANS-GIET0299) Pravious Vesdions Obsolide
)

Evant [D:18101)

- Avdn .

F 666]

F686

I Corrective action for residents
found to have been affected by
, this deficlency:

Resident #1 is no longer in the
facility,

How the facliity will identify
other residents having the
potential to be affected by the
deficient practice:

F 8686

DON/Designee checked
residents who were identified
as high risk for pressure injuries

Fanfiity 10, GAGI0000094

PROVINER'S PLAN OF CORREATION ! w

It conlinuation sht Page G .




PR 1 dar S 1 TS

DEPARTMENT OF HEALTH AND HUMAN SERVICES

P

PRINTED: 03/24p00
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¢
_ 058956 BWING oo B3/28/2024
NAME OF PROVIDER OR GUPPLIER GTREET ADDRESS, CNY, STATE, 91P GODE '
” BE0Y LEMON BILL AVE
BRIRRWOOD POST AGUTE SACRAMENTO, GA 05824
v | SHMMARY STATEMIENT (11 Ry ipen N s 1t e ot et 7
e VAN LAY MUST BL #RECEDED B UL, bOPREFIC {EACH CORRECTIVE AGTION SHOULD i Y
TaG & REGULATORY ORLSG IDENTIEYING INFORMATION) Imae | CROSSREFERENGED TO THEAPRROPAINTE | oarie
1 ; - DEFIGIENCY) i
. . * and residents with pressure '
¥ 806 | Continted Frogi page O F a6

() Aresident recelves care, consistant with
professional standards of prastice, to prevent
bréssure ulcers and does not develop pressure
Weers urless e Mdividuals clinical conditlon
demonstrates hal thay were unavoidable: and
{if) A resldent with prassure T.ars racelves
necessary reatment and services, conslstent
with professi?naf standards of practice, 1o

RRGLEE LT § 3w b

[ e "'r‘\W-M..-hi Tk oe
| new ulcers from developing,
This REQUIREMENT is not mel s evidonced
by: ‘

"¥”'=N* et bndeo g ot e 1 S e g
aited to idenify the developmant of multiple’
pregsurg Woeors (damage to the siin and
undanlying tissue due ko locallzed pregsura) for

one (Resident 1) of three sampled restdents,

This failure resulied In Resldent 1 not recaving
swound care for multiple pressire wounds which
had the potenlial to cause wound infection or
sapsls,

Findings:

Areview of Residant 1's Admisslon Raoaord,
inetlonted Residant 1 was admitted iy 2046 with
nultiple diaghoses including ancoplislopathy
(domage or disease that aifaots the brain),
carabral infarction (damage to the brale) and em
open wourd 1o the lefl knea,

A raview of Resident 1's Minkmum Data Set
(MDR) (an asgagsment tnol). Saction .
Liognitive Patterns, dated §/7/2020, ndicaled i
Restdent 1 had a Brief thierview for Montat Status
{BIM3) (& cognitive assessment toal} score of 8
out of 15 which Indlcated thal he was saverely
cognifivaly impalred.

injuries; and no other residents
were affected by the above
deficient practice.

Measures that will be put into
place and systemic changes
made to ensure that this
deflciency does not recur:

DON and DSD re-educated
licensed nurses and treatment
nurse on providing nursing care
hased on t resident assessment
according to professional
standards, emphasizing on
resident with high risk of
pressure injuries and residents
with ongoing pressure Injuries.
The staff who are not able to
attend the tralning by 4/1/2021
will be educated prior to the
start of their shift.

The DON will conduct skin
wound/treatment meeting
weekly with treatment nurse
and dietary manager. The

| resutt will be provided to the
administrator for appropriate
corrective actions,

[ro——
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'{ SYATEMENT OF DEFIGIENCIEG (1) PROVIDEIVSUPPLIERICLIA (X2) MULTIPLE GONSTRUDION (%3) DATE SURVEY
i{ ANDPLAN OF GORREGTION IDENTIFIGATION NUMBER: A BUDING COMPLETED
H85958 D, Wing ©
N ‘ . ' : _ 0312412021
NAME OF PROVIDER OR BUPPLIGR STREEY AVDRESS, GITY, STATE, 21 GODE
- 8909 LEMON HILL AVE
BRIARWOOD POST AGUTE
_ SAGRAMENTO, GA 05824
Dy 1 SUMMARY STATEMENT QF DERICIENSIES Foom PROVIDERS PLAN OF CORREGTION 0
pngﬁx (FAGH DEFICIENCY MUST BE PRECEDED DY FyL). | PREFIX (EAGH GORRECTIVE AGTION SHOULY BE: | .
TG REGULATORY ORLSG IDENTIEYING INFORMATION) TAG . CROSIREFERENCEOTOTNBAPPIOPRIATE | DA
! ; DEFICIENCY) i
f . By7/19/21, the DON, DSD, o
£ 888 | Continued From page 10 t Feasi  and/or Nurse Corisultant will
i
4

Aroview of Resident 1% MDS-Functional Siatus,
dated 9/7/2020, ndlcated Retident 1 requived -
oxtensive asslstance with bad mobility and had
fimited range of rootion in his lower extremitiey

(tags).

Areview of Resident 1's MDS-Skin Conditions,

dated 9/7/2020, Indloated Resident 1 did not have

any unhaaled pressure ulcers (PU), but was at
rigk of developing pressure ulcers or ijures,

During an interview on 12112020 at 2:60 p.m,
with the MIS coordinator (MDS), he stated
Resident 1, was sdmitted to an soute vare

+ hospital on 111612020 dde to altered mentat

i status (ohabge ih cognition). He was treated for
: ensaphalopathy, bacteremta (bacteria it the

! Maod) and & prostate abscess {an infection of the
| prostate gland) at the acute care hospltal,

E Resldent 1 was readmiitted to e facllity on

| 1218/2026 for comfort care measures (end of fife
, medloal cae) alter the acute hosplial stay,

| Residont 1 died at the faclity or 42/11/2020,

L

During an Interview on 12M1202G at 1:47 p.n.
with Licensed Murse (LN) 1, he stated that they
used to have a spacific wound freatment nurse,
bt dus to tha COVID-AL outbreak that nurso was
perfarming a regular nirsiig role. He staled 2l
the ntirses ware providing wound care,

DCuring an interview on 17612021 at 12:55 pa.
with tha Dirsstor of Nursing (DON), she staled
thers Is currenty a wound care nurse (WEON)
working at tha facility. Residenls are refarred to

admit and s needed. Realdent 1 was belg
follower] by the WCN and WGP, The DON stated

the WEN and waund care physician (WCP) upon |

reeducate CNAs on facility’s
pressure infury prevention and
management P&P, emphasizing
turning and repositioning every
two hours; observing for any
skin issues during ADL care and
showers; and communicating
any issues/concern to the
licensed nurse for follow up.
Any CNA unable to attend this
reeducation by 7/19/21 will be
reeducated prior to the start of
their shift.

[SRp—

How the facility plans to
ronitor its performance to
make sure that solutions are
sustalned:

The DON will provide a
summary trend analysis of the
weekly meeting trends
evaluated after week
skin/dietary meeting to the
monthly CQF Steering '
Committee for further review
and recommendations.

Compliance Date:
By April 22, 2021

Amended 7/16/2021
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) 1
PREFX
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i Lt

+ have aturning lag to record the turning of patlents

Laningad Froms page 11 i
Resldent 1's skin condition worsened dally-
because he was atthe end of life and was not
eating or drnking.

During an inferview on 1/6/2021 at 1:05 p.rn. with
the WON, she stated Residerd 1 had an open
woind on s left kiies and an gpen ares under
tis right knee. She staled that he did not have a
sacral (region at the bittom of the spine) wound.
The WCP was-following his care weekly, The
wWON swiled thar Regident 15 wourius were
getting worse because he was not eating or
drinking. Shae stotad that regidents are turned
and repositloned every two hours by the Cerfifled
Nursing Asslstants (CNA) aceording to stindards
of practice. She statad that the facility did not

T pross o,

Dudng ar nterview orr 1/612024 at 11:48 pm, with
CNA1, she stated sha turns the residents svary
two houre, but does not record it in a turhing log
orin the charl, Bhe stated, "l just ramamber to
oy It fuening} while I'm daing my rotrds.

Exeing & sonsurrent intenview sod recond review
o 22021 at 508 p.o. with the DON, ghe
atated that the WON stariad at the end of October
[2020] but was pulled to he o regilar staff nurge
during the COVID-10 outbreak. Nurses were
doing the wound cara, The UON stated Resldant
1 had fragiie skin and had new reddensd dreas
freguenily,

Reviowad with the DON the “Emergency

Reparment Physician Nota” from the acute care
cusial, dated THTHR026 &0 10:08 &, for .
Rasldent 1, that stated “Physieal Exam.., Skin!., |
GComypents: Sacral Dacubitus (pressure) Ulcer...” |

Fois

i R
TAG E CROSB-REFERENCED TO THE APPROPRIATE i
i , i
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DEFICIENGY)

l
F 686 | Continued From page 12 !
" Tha DON acknowtedged that the sacral préessure
i Wcer (PU) was Identiflad upon arrival al the acule
| cave hospital on 117162020, ,
Reviewed with the DON a "Wound care congLlt |
note" fron the acute care hospital, dated
111712020 at 2:49 pan., Tor Resident 1, fhat [
idontifled multiple wounds: |

Full thickness wound (wound extends beyond ail
tavers of skin behind the rinht knea :
RLE (gt Jower extremily) 1ull thickness wound
covered wilh dry black eschar (dead HESTI)
RLE wound above the ankle with dark red
discoloration and partial thickness skin logs,
Riglt heel full thickness wound covered with ]
. black dry eschar, :
f s Faieen {uuel by ot fus PUHG BN
i diseokoration. :
Right madial {(towards the middle) foot, near fiest
metatarsal hoad (hane In the ball of the foot), had
- ool siddr dpaanlpyating
b Lot niedial foot had purple skin disealnratinn and

IS SRCTE TR0 (I ENE (NRICART § 15N

I Left lateral foot hed black esclwar extending to the
4th and Bth metatarsal hegd,

i‘ Right isehial {lower hip bone) was a dosed stage
3 (il thicknuss skin loas that sxtends Into the fat

| leryar) B, : '

' Sacral area bad a superfioial but full thickness

, wound with purple discoloralion in the wound bed |

' Y BTN RIIT, iy das UG qiuinyg thea

| - Wound present on admission to hospital?
IY@&" |

The DON acknoMedged that a Stage 3 PU to the l
I sacrum and mulliple other pressure wounda were |
| idantifiod at the acute core hospifal, '

F GBG'

L, —

|

|

H i
s

i
1
i
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F 686 . Gonlinusd From page 13 F 686

DON staled, "l don't know what happened, the
ADL {Activities of Dally Living) care.”

Areview with the DON of the facllity's "Non
Prassure Skin Problany Report," tated H2020,
reflectad Resident 1 had 2 rauma injury to the
left anlerior knge. ‘

Areviow with e DON of the facility's "Non
Prassure Skin Prablor Report,” dated
1012712020, reflected Resident 1 had MASD
(Molslure Assuciated Sidn Darnage) to the vight
poslarior knea,

Further review with the DON of the facility's
"Pressure Ijury Assessments.” dated
MMDL2020, rofiected Resident 1 had a DTP}
(Deop Tissue Pressure Injury) to his right hesel,
fefi Jateral foot, and left medial foot,

The DON confirmed that the Tacility had not
identifisd the sacral presaure ulcer and the
multiple pressure Injurtas identiffed on admigsion
to the acute care hospltal, The DON confimed
that the sacral wound, the RILE wounds, and the
tight foot wotinds didl nat receive treatment at tha
factlity as they had nof bean identified.

Raviewed with the DON Restdant 1's "Resident
Admission Assessment,” datad /| 041972020,
Residant 1 was readmitiod to the facllity on
1019/2020 after a stay o the acute care hogpital,
This assessment identifiad wounds at tha lft
Kknee, the right postarlor knee, bruising on arms
and butlocks, and redness on both hesls,

The DON ﬂcknowleclged that Resident 1 did not
have a sacral uloer or pressure Injuries recordad

CNAs are supposed to check during showers and *

r— 1 — 2

!
|
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L upon raaddmigslnn to fanilihg an 40 ARt B
stated hal the sacral wound and pressure

.| wounds aceurred after the 10/1972020
readmission to faciity.

Term Care Plan," tast updated 9/9/2020:
- "Prablem- Trauma lefl anterior knee
Interventions- "Treadment a8 ordered...
I LY

R Lt o T TN .

P : R AL PR L B RV B
¢ signfsymptoms of infoction {reciness, prain,
presence of drainage), Utilze precaution durlng

I Gare, Qbserve asntle handlinn of the racidant

ind W (maedical doctor), Handle affected area
1 during care, Assess for paln and discondort
{verbal/ nonverbal).

Goal- Will promote healing withaul
complications,”

| Roviewead with the DON Resident 1's "Rosldent
Care Plan Pressure Uloer Risk " lasl updatex
92020,

"Problem/ Need- Risk for progsure ulcers...

| Approach plan- Pressure reducing mattress to
beil, Pragsure relioving mallress to bed,
Hepasition avary one to twe lours, Vitamin and
mineral supplements per orders, Dietayy
supplements per prdars, Pain management per
orders, monitor effacliveness, Encourage to
elavate heels off of bad with plllows,

Resident Goal-Will have no pressure ulcers by
next review, Wil show no sign/s and development
of infection."

Redquests for updated wound, pressurs
ménagement, or skin freatment care plans that
reflected care for left anterior ee wound, right
diatal posterlor wound, right heel, laft lateral and

Reviewed with the DON Resident 1's "Skin Short ‘

|

|
|
|
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I
1 Fous _
1 left medial foot was not provided, “The DON

Conlinued From bﬂge 16

stated she is-unable to provide any updated care
plans, She acknowledgad that the care plans are
incomplete.

During 2 joint interview an 2/3/2021 at 4:40 ., I
with GNA 2 and CNA 3, they slated they cheok for
any skin changes during shower s arid repord J
to the nurse,

During an Interview on 2/3/2021 ak 5:00 p.m, with ’
LN 2, she statad that Resident 1 had a knee l
wound, bt did not remember any other wounds, |
She statad she dld net do any wound eatments

pe tha

" P P [ . »...-J .';i'\!ﬁ .:c'"f.;Iu'll .
asiked how new wounds are idenlified, she sizted |
the CNAs document on the shower sheat and
netily the nurse, .

Araview of Resident 1's “Order Summary Repoit® [
for active orders as of 11/30/2020, Indivated
wolnd care orders for the loft anterior knee, laft
lateral foot, lefl medial foot, right posterior knea
ane Hoht heo!,

Sl ul BTGP Sarga ol nomws
duated 10/20/2020, 10/27/2020, 1132020 and. |
HI0/2020 for Rasldant 1, Indicated the only
wounds aissessed and treated were the |sft
anterior knies, the right distal posterior knea, the
right heel, the left fateral foot, and the left medlal
fool,

Areview of tha "Braden Scale far Pradioting ]
Pressure Sors Risk” (a standardized tool o
aesess for rlsk of pressure sores) for Residen] 1 l
datedt 10/20/2020, indicaled Rasident 1 had a

score of 13 out of 23 which indicated he was at l
muoderata risk to develop pressure sores.

F 636

s

s———
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F 886 Continued From page 18 1 FF 686

"Skin Monitaring: CGomprehensive ONA Shower
1 Review" shiests for Resldent 1, dated DHB2020,
t 232020 and 9/26/2020, were reviewed. These
4 shogdy Indicatad Residamt 4 bt cnfy e o
shower on those Ihree days. Requested from the
DON additianal shasts for lhe months of 102020
arid 1172020, The DON did not provide sny
additional "Skin Monitoring: Gomprehensive GNA
Showar Review" sheels,

Areview of tha MICU {medical intansive care -
. unit) "History and Physical,” dated 1116/2020
from the acute care hospltal for Resldent 1, ;
indicated Resident 1 had “mulliple pressura ‘
ulgers along bany aspects of bllataral feat,.

Requests for nutritionsl care plans and ADL care
plans for Resldent 1 from the faclity by phone .
and emall on 12772021, 112002021, 21/2021,
and 2212021 and durlng an onglte visit on . : ‘ : !
21312021 were not provided, The DON stated she
Is unable to provide any of thase care plans.

A review of tie Faclitty policy "Pressurs injury - . i
Management” revised 3/27/2017 stated, ", The i
lieonsod nurse will notify the Director of Nursing . |

! Services of any new pressure Injury... The Distary | :
Depariment or RD (Registerad Dietitiag) will be i

nolified for nutrltonal assessment...A llcensed
nuree Wil develop a care plan for the resident
o ekt OB GGG LRI to 1L :
{Interdisciptinary Team), diatary, rehabilitation and « _ !
the attending physician....CNAs will compileta i
body checks on resldent’s shower days and !
reporl unusual findings to the Livensed
Nusse...Any new pressure infury will be .
documented on the 24 Mour Leg and g Change of , |

t Condltion will be dosumented by the licensed | i | :
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!
di developen. of the pressure i jury...”

- A ramnact fevr AT malia fravee fo-itin 0 1

" ADL or a repositioning and turning policy.

]
|

I

| Gl emani on 17272021, 129/2021, 2112021 and :
2/2f2021 and during an onsite visit on 2/3/2021,
The DON stated that the facility does not have an .

?
|
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