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The following reflects the findings of the oo
- California Department of Public Health during the . L.
investigation of a camplaint. This plan of correction is being
submitted in compliance with specifi
Complaint number. CA00761623, . i P h specific
reguiatory requirements. Neither its
Reprasenting the California Department of Public completion nor content should not be
Health: HFEN 32717, . ,
construed as an admission by this |
The Inspection was limlted to the specific I provider of the validity of any findings
- complaint investigated and does not represent T .
ihe findings of a full nspection of the faciy, OF citation contained hereln. !
Two deficisncies were written as a result of F 686
compiaint CAQO781620,
F 888 Trealment/Sves to Prevent/Hesl Pressura Ulcer : F 61'36l Corrective Action
88uG CFR(s): 483.26(bY1)i)H) .
§483.26(b) Skin Infegrity Facility will make sure that when any
§483.25(b)(1) Pressure ulcers. resident admit or readmit from the
Baeed on the comprehensive assessment of 2 .
resident, the facity must ensure that. hospital, wound measurements and |
{1) A resident receivas care, consisient with assessments will be done on a timely
professional standards of practice, to prevent
oressure uicars and does not devalop prasetire manner to ensure the healing process
ulcars unless the individual's cfinical condition of the wounds is happening as expected
demensirates that they were unavoidable; and : in case of any discrena T
' () A resident with pressure uicers recelves y d . epancy, f?(:lhty will
nacessary treatment and services, consistent consuit the physician and adjust the
with professional standards of practice, to treatments accordingly.
premmote healing, prevent infection and pravent
naw ulcers from davelaping,
This REQUIREMENT Is not met as evidenced
by:
Biased on interview and record review, for one of
three sampled residents (Resldent 1), the facility [
failed to ensure Residant 1 received treatment

T :
LARORATORY DJRE;‘;‘fOR'SOH FRGVIDER PP'LI_EE, PRESENTATIVE'S SIGNATURE . TITLE {X6) DATE
S g LW e e /%sz’m%ﬁy ¢/29/ 22

Any deficiancy slaterient onding with an aatorid [ e deficiency which the institution may be excused from correcting providing Il is determined that

other aafeguards provide sufficlent protection to th patiants . (See kmtruciions.) Excopt for nursing homes, the findings stated above are disclosabie 90 days

folfowing the date of survey whether er not a plan of comection s pravidad. Eor ninsing homes, the above findings and plang of comention sva disclosable 14

daya following the date these documenis are made avaiablo to the facllly. {f deficisncles are cited, an approved plan of corecion I requishe to oomlmﬁ E C V

program participation, ‘ i E D

FORTd CM$~2-55;(02-991 P?wfws h;arsiann Qbsokie Evant ID: W83ET{ Faclity 3D: CAQ20000121 If continuation \TijtPﬂf961 %hﬂz 2

POC acwepiable 6/23/33 (.ma,Hres

Licensing & Certitication
East Bay District Office



PRINTED: 04/11/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFPROVED
CENTERS FOR MEDICARE & MEDICAID} SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES F(41) PROVIDER/SUPPLIER/OLIA {%2) MULTIPLE GONSTRUCTION (X3) DAYE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
c
_ o8E244 B. WING 040512022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 2IP CODE
3218 WILLOW PASS ROAD
WiLL PASS HEALTHCARE CENTER
OW PASS HEAL N CONGORD, CA 84519
L SUMMARY STATEMENT OF DEFIGIENCIES D f PROVIDER'S PLAN OF CORRECTION ol
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX ! {EACH CORRECTIVE ACTION SHOUWLD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| | DEFIGIENGY)
- . :
F aas’

F 686 Continued From page 1
and services conslstent with profossional
etandards of practice fo promete healing of a
pressung ukeer (othenvise known ag bed sore, a
&kin injury that ropult from unrelleved prassure on
a body part, usually ¢n & bony prominence iike
the tailbone, buttocks and hips) and prevent new
preselirg ulcers from developing whan:

-the facility staff did not continuously provide
assessment, monltoring and physician ordered
traatment to an existing Stags Il (partial thickneas
skin loss that involves the deeper [ayers of the
skin, may appear as a shellow crater) pressurs
ulcer on the cocoyx (faitbune). This failure
resulted in the worsening of Rosident 1's
pressure uicer from Stage Ii to Stage IV (fuli
thickness skin loss with extensive destriction,

. tissue necrosia [tissue deatt], or damage o
bore, muscles or tendons); and
«the facility staff did not provids treatment and did

_ ot monitor the development of a new Stage

" pressure ulcer on the teft buttock. This failure had
the polentiaf to result In delayed management
and treatment of the pressure ulcer,

Findings:

Review of Resident 1's Admission Record
indicated, Resident 1 was initially admitted to the
facility on 9/4/19 with diaghosas that includad
dementia (nemory loss and impaired decision
making sbility), lew back pain and ostecarthritis
(protective tissue st the end of the bones wear

. clown, causes pain in the hands, nack, lower

back, knees and hips).

Review of Resident 1's Situatioh, Background,
Appearance, Review (SBAR, a communication
~ tool among health practitioners) Communication

 Facility will also ensure that there is &
weekly wound assessment done as well.
I

' Any resident under wound care, facility
will make sure there is an adequate
| care plan developed.

Facility will follow up and ensure that
there is enough staff for the treatments
and following up all treatment orders
on a timely manner,

DON in consultation with RD will make
sure that there are recommendations
for the weight loss and proper follow
| UpSs.

_:({7’2.9/&&_
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F 886 | Continusd From page 2
Form and Progress Note, dated 12/19/21
Indicated, Resident 1 was transfered (0 the acute
hospital due to low oxygen saturation (amount of
oxygen in the blood) level reading of 81 percent
(%, normal range is 85% to 100%) at rootm air.
The Progress Note indlcated Raesident 1 had a
primary diagnoais of COVID 19 {a reapiratory
infiection causad by a coronavirus that could have
agvere or fife threatening complications).

" Review of Resident 1'¢ Nursing Admission
ScreeningMistory, dated 12/27/20, indicated
Residant 1 was re admitted {o the facility from the
hospital with a Stage || pressure ulcer on the

* coacyx. The Nursing Admission Sersening/History
did not Indicate measurament of Resident 1s
pressure ulesr on the coceyx. Resident 7 was re
admitied on hospice care (compassionale care
focusing on the guality of life so that the person's
Iagt days may be spent with dignity and quality).

During an interview and congurrent review of
Resident 1's Nursing Admission

_ Beneening/History, dated 12/27/20, and Waekly

- Wound Observation Tool, dated 1/19/21, with
Registered Nurse Consultant (RNGC), on 2/8/22, at
2:56 p.m., RNC stated, Resident 1's pressure

- Wlcer should have been measurad for the staff to

- know the baseline and to be able fo monitor
whiether the wound Is worsening or improving,

 that way, appropriate treatiment and intervention
coltid be provided. RNC stated, aslds fiom the
Weekly Wound Observation assessment dated
171221, Resident 1's clinical record did not
Indlicate a wound assassment was done after
1/18/21. RNC stated there should have been g
wzekly wound assesament for every pressure

ulcar,

follow the pollcy & procedures all the

Facility will make sure all pressure
ulcers are promptly documented and
‘followed up.

Clinical team will ensure that facility will

time. I

Weekly wound progress follow up with
patient/responsible party timely
'manner.

identify Other Residents,

Other residents who have wounds may |
-have a potential to be affected by this
deficient practice.

Y24122]
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F 688 ' Conlinued From page 3
Review of Resident 1's Braden Secale for
Predicting Pressure Sore Risk, dated 12/27/20,
indicated Resident 7 was at "High Risk" for
developing pressure ulcer,

’ Review of Residant 1's Minimum Data Set (MDS,

i an assessmant ool used {o direct resident cara),
dated 1/5/21, indlcated Resident 1 had a Stags Il
pissure ulcer and was at risk of developing
pressure ulcar,

During an interview and congurrent review of
Resident 1's clinical record with Treatment Murse
(TN). on 2/8/22, gt 11.:20 a.m., TN stated, there
was no pressure ulcer care plan to address
Rasidant 1's pressure ulcer despite & high
prassura sore risk basad on Braden Scals

. assassment and MDS asseserment. TN siated
licensed staff should have developed a prossure
ulcer care pian.

* Review of Reaident 1's Skin impaiment
Assessmant by Hospice Nurse (HN) 1 dated
12/27/20, indicated, Resident i's Stage I
prassure ulser on the coccyx measured 2.1
centimetars (cm) x 1.4 em x 0.1 om. The skin
agseasment Indicated, "Noted with [Stags 1]
pressure injury fo cocoyx ireatment initfatad
claanse preasure injury fa cocoyx with NS [nomal
sallng] pat dry apply med honey [medihonay,
used to treat parflal to full thickness prassura
ulears with moderate amaount of drainage] cover
with [dry] dregsing daily until healed."

i Review of Resident 1's Treatment Administration

i Reoord (TAR) for Decembar 2020 indigated thera
wgs no treatment dona on Resident 1's cocoyx
pressure ulcer for three days from 12/27/20 o
12/20/20. The TAR indicated that treatment order

F ooe|

DON and Nursing supervisor In
conjunction with treatment nurses
‘made a teamn and started working on
:the skin and wounds on a daily basis.

_After the morning meeting clinical team'

| will join and go through the IDT notes,
weekly notes, wound assessments,
measurements.on a daily basis. Facility
will ensure that there is a consistent
treatment nurse every day.

| I?/?_?/zz_
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F 886 Continued From page 4
for medihoney, as initiated by HN 1 en 12/27/20
was nat carded out. Review of & telephone visit
by Hospioe Murse 4 (HN 4), titled, "Visit Note
LVN," dated 12/28/20, indicatad current treatment
for Resident T's coctyx prassure ulcer was to
apoly wound gel and cover with dry dressing.

l Further review of Resident 1's TAR for December
2020 indicated wound gel treatment order for the
COGCYX pressure ticer, as indicated iIn hospice
"Visft Note LVIN" dated 12/28/20, was not Inftiated
until 12/30/20.

Raview of Resident 1's Medication Review Report
- for January 2021 Indicated an order dated
" 12i27120 to "Apply skin barrier to per area
{baiween genitals and anus) as preveniative
maasure evary shift". Another ordsr dated
12/30/21 indicated, "Sacral [a iarga, triangular
bone at the bottom of the spine and batween the
two hip bones] cocoyx: Cleanse with NS, pat dry,
apply wound gel (freatmant of choice for minor,
superficizlipartial thickness wounds such as @
Stage || pressure ulcer), cover with a dry dreseing
avery day shift”. The report did not indicate the
treatment Initiated by HN 1 on 12/27/20 {day of
re-admission) to apply medihoney on the
prassure ulcer.

During 2n interview and concurent review of
Resldent 1's clinical record with TN, on 2/8/22, at
1:09 p.m., another Braden Scale for Predicting
Prassure Sore Risk dated 1/7/21 indicated
Resident 1's prezstre sore risk want down from
"High Risk" {fram 12/27/20 aggaessment) o
"Mpderate Risk". TN stated the assesament of
Residant 1's sora rigk was not accuraie and
wriiten hy "Maybz ana of the registry nurses who
would just throw In numbers”. TN stated,

Nursing supervisor and DONs are more
“hands on and invoived with all the
complicated wounds treatments
directly. E

Facility did In-service with the charge
- nurses including treatment nurse
regarding proper wound treatments.

DON and Nurse Consultant planning to
~ continue the in-service

Systemic Changes

| As a systemic change facllity is in the
process of changing the wound
-physician group who does weekly
‘rounds on weekly basis with a new
group with modern wound healing
-equipments and methods.

Staff educated on the skin management
iprogram and change in condition within
!emphasis on weekly and daily skin
[ntegrity checks by license hurses and
!CNAs

| _

l?4/3?122.
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F686 Continued From page 6
Rasident 1's Mutritional Screening deted 1/6/21
indlcaiad Resident 1 had poor appetite and
consumed only soups during meals, an
information that wouid have increasad Resident

s rigk.

Revisw of RD (Registered Disfician) Note dated
1721 Indicated, under skin, "Pressura ulcer. No
presaure injuries and no adema per nursing
weskly summarny §@." RD's recommendation was
for rionthly waight monitoring per hospice
protocol. There was no recommendation for
nuirtional Infervention to address an existing
prossiure uicat,

Ciring an interview and concurrent review of
Resident 1's Weekly Wound Observation Tool,
“dated 1/19/21, with TN, on 2/8/22, at 1:09 p.m.,
the cbsarvation toof indicated Resldent 1's
pressura ulcer on the sacracoceyx (fused taitbone
and sacrum, iha triangular bone just above tha
allbone) area was 2 Stage If that measured 3.5
et x 3.5 om, unable fo determine depth. The tool
indicated Fesident 1's wound was "Worsening"
and had slough {valiow, tan, white stiingy tissus).
TN stated, the prassure uieer should not have
been a Stage |l because of the presenca of
slough that indicaied wound s worsa ihan a
Stage II. The tool listed the current traatment plan
" as; cleanse with nomal saline, pal dry and apply
medilionay to wound bad and cover with dry
dressing. The licensed staff who completed the
_chservation toal and signed off on the TAR was
* not avallable for inferview.

Review of Resident 1's "Visit Note LVN" dated
- 1719421, indicated "[HN 4] Spoke with ix [wound
treatment] nurse. New left buttock wound

detariorating.”

F 888°

License nurses will complete skin
assessment on each resident at the
time of admission and as needed.

Weekly wound assessment and
. document findings in the weekly
progress notes for the current wounds,

‘New treatment nurse joined with the
facility who Is focusing more into the

. complicated wounds. She will be send
to the wound certification.

. Facility clinical team Is doing a special |
emphasis on treatment, wound
measurements & assessments.

@/29/ 22
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F &85 Continued From page 6 F 638
Monitoring Process

Review of Resident 1 Physician's Order from
hosplce dated 1/19/21 indicated to change the
treatment to Resident 1's left butteck and cocoyx
pressure ulcers to; "Gleanse with NS, pet dry, and
apply medihaney. Then cover with a foam

dressing daily.”

Revilew of Resident 1's TAR for January 2021

indicated physlolan ordered treatrments from

hosploe for the existing pregsure ulcer on the

cocoyx and the new pressure ulcer on the left
¢ huttock were not provided from 1/19/21 fo
“1i3121.

Raview of Resident 1's TAR for February 2021
. indicatad the physician ordered treatment from

hosploe for Resident 1's loft buttock pressure

ulcar was not provided from 2/1/21 to 2/11121,

| Review of Residant 1's Skin Impairment
Assessment by Hosplee Nurse (MN} 2 dated
28121 indicated Resident 1 had fwo prassure
uicars, ona with an open date of 12/27/20, and &
naw one with an open date of 2/8/21. The

| aszessment indicated the following:
#1, open date 12/27/20, coccyx area, Stage IV
pressura Injury that measured 3.5cm x 3.8 cm x
0.4 cm.,

' #2, open date 2/9/21, left buitock area, Stage il
pressure Injury that measured 25 cm x 1.7 om x

_ 0.1 om.

During a talephone Inteiview with Regislered
Nurse Suparvisor (RNS) on 3/14/22 at 2:53 p.m.,
RS stated Resident 1's ¢linical record did not
have any documentaiion of a new open area on
laft buttocis,

DON will monitor for compliance on a
weekly bases,

' Nursing consultant will review & Audit
in a monthily basis to ensure the system
fs working as expected.

QA Process

! This plan of correction will be
integrated to monthly QA system.

POC will be reviewed during the CQI
meeting for compllance. !

Completion Date

7 Plan of corraction will be completed on |
; 04/30/2022 '

!‘/‘/2? /ziz,,_
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Review of Resident 1's Health Status Notes dated
- 2112121 indlcated Rasident 1died on 2/11/21.

Review of Resident 1's Situation, Background,
Appsarance, Review (SBAR, & communication
tool among health pracifioners) Communication

_Fom and Progress Note, dated 12/18/21,

! indlicated, Resident 1 was transferred fo the acute
care hospital due to low exygen saturation
(amount of oxygen in the blood) level reading of
81 percert (%, nomal range is 95% to 100%) at
roof aif. The Progress Note indicated Resident
1 had a primary diagnosis of COVID 19 {a

| respiratory Infection caused by a coronavirus that

| could have severe or iife threatening
complications).

During & telephons intanview with Hospica Nurse
{HN) 3 on 2/9/22 at 3:02 p.m., HN 3 stafed, on
21121, when Resident 1 died, Resident 1's
prassitre on the eacrococcyx area looked “big

" and really bad” and had odor to it HN 1 alse
siated, thore was part of the ulcar that was black,

During an Interview and conclirrent reviaw of the
facility's undated "T timeg" (tuming scheduia, when

_ resldents are turned and repesifionsd) schedula

" with TN on 2/8/22 &t 1:08 p.m., TN ataied, for all
regidenta who had
pressure ulcers, T Time was implemented. TN

; stated all stalf, icensed nurses and Certifled
Mursing Assigtanis (CNAS), made rounds every
two hours fo make sure residenis weare ina
cartzin poaltion while in bed (l.e., at 2:00 p.m.,
rasldants were to faca the window, at 4:00 p.m.,
the residents ware to be on their back, ete.). TN
stated, because T fime was universal for all
residents regardiess of where tha pressure vlcer
wag located, it was not applicable for Resident 1
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FB86 Coniinued From page 8

becaues of the location of the ulcer. TN siated,
Resident 1 was to be positioned on the hack only
o eat, otharwise, Resident 1 should be on either
side to reduce preesure on the buttock area and
tailoone. Review of the facility's T thme would
have Resident 1 positioned on the back, two
hours at a time, for a total of ovar nine hours a

day.

' During an inferview with Restorative Nursing
| Asslstant (RNA) 1 on 2/8/22, at 2:48 p.an.,
Resident 1 was one of the residents who was
turned and repositioned evary iwo hours because
Rasident 1 reguired fotal assist with all activities
of dally living (ke turning and repositioning while
in bed). RNA 1 stated, around lunch ime,
residents that inchaded Resident 1, needed to be
on their back, after two hours, they were
repositioned to face the window.

During a review of the facility's policy and

procedurs (P&F) fitled, "Wound and Skin

Management," released on 9/1/08, the PEP

* Indiceted 2ll staff are rasponsible for the prompit
raporting of any skin refated groblems and any
resident who has pressure sores will reselve the

nigcossary treatment and sarvices to promote

- haaling and prevent ulcers from developing. The
P&P indicated under assessments, the
procadures included, licensed nurse will assess
each resident’s skin condition weekly and

; documant findings in the waekly pregress notes
andlor the skin sheeat. Interdisciplinary team (IDT,
a group cormposed of individuals representing
different deparimants of the facility) and licensad
nurse will assure care plans and progress notes
reflact resident's currant status and appropriate
interventions. Licensed nurse will refer newly
idantified presaure ulcer o 10T for further

e

|

iWZ?/zi&
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F 686 Confinued From page §

assessment and care planning. The P&P also
indicated, licensed nurses will document pressure
ulcer siatue at least every seven days and should
record the status of the uleer, location, size and
stage. IDT will enter el skin related issues on the
resident's care plan and there will be an
interdisciplinary approach io skin cere.

Hospice Sarvices

CFR(s). 483.70(0)(1)-{4}

F 840
85=E

§463.70(0) Hospice services.
§483.70(0)(1) A long-term care (LTC) facility may
do either of the following:

- (1} Arranga for the provision of hospice services
through an agreemsnt with one or more
Medicare-certified hospices,

- (¥} Not arrange for the provision of hogpics
services af the facility through an agreement with
a Medicars-cartified hospice and assist the

. resident in fransferring to a facility that will
arrange for the provision of hosplos sarvices
when a reshdent requests a transfer.

| §483.70{0)(2) i hospice cars is furnished in an
LTC facility through an agreement as specified in
paragraph (o){ 1)) of thiz section with a hospics,
the LTC fasility must mest the following
reguirements:
(1) Ensure that the hospico services meeot
professional standards and principlos that apply

- to individuals providing services in the facility, end
to the timeliness of the services.
() Have a writtan agreement with the hosplce

- that is signed by an authorized representative of
the hosples and an authorized raprasentative of
the LTC facility before hospice care Is fumished to
any resident. The written agreament must set out
at loast the following:

F 849
! Corrective Actions

: Facility will make sure that whenever a

' resident admitted to the hospice

service, IDT will meet and develop a

care plah and the team will make sure

- that this care plan is followed up and
resident care adequately met.

| Facllity will ensure that whenever a
patient admitting to the facility who
- requires a wound treatment daily,
' " facility will ensure that wound
. treatments are done as orders by the
 physician.

We will pay more emphasis on the
residents whose risk score is high in
developing pressure uicers; we will

] ensure that wounds treatments are
dene on a daily basis.

} lH29/2
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F 842 Continuad From page 10

{A) The services the hospice will provide,

*{B) The hosplee's respensibilites for detamnining
the appropriate hosploe plan of care as specified

, in §418.712 {d) of this chapter.
(C) The services the LTC faciiity will continue to
provide based on each resident's plan of care.
{D} A communication process, including now the
communication will ba documentad between tha

- LTC facillly and the hospice provider, to ensure
that the needs of the regident are addressed and
met 24 hours per day.

- (E) A provizion that the LTC facility immediatety
notifies the hospice about the following:
(1) A significant change in the resident's physical,
mental, social, or emotional staius,
{2) Clinical complications that suggest & need to
gilter the plan of care,
{3 A nead to transfer the resident from the facility
for any condition.
{4} The residenti's death,
{F) A provision stating that the hospice assumes
rasponsibllity for datermining the appropriate
course of hosplce care, including the
determinaiion to change the level of services
provided,
{G) An agreement that it is the LTC facility's
responsibility to furish 24-hour roam and board
cara, meet the resldent’s personal care and

- hursing needs In coordination with the hospics
represantative, and ensure that the lave! of care
provided |s approprigtely based on the individual

- yasident's neads.
(H} Adelineation of the hospice's responsibiliies,
including but net limifed to, providing medical
direction and manegement of the patient; nursing;
counseling (Including spiritual, distary, and
bereavement); soclal work; providing medical
supplies, durable medicel equipment, and drugs

F 849

lTreatment nurses will be in-serviced on
how to clear slough and do the correct
wound measurements and apply the
'treatments as prescribed by the
physician,

Nurses will be in-serviced on the
importance of developing a care plan
on a timely basls especlally with the
residents who has high risk score.

Facillty will make sure that there wiil be,
all the IDT members are present to
develop 2 care plan; in case of hospice!;
resident we will ensue there is hospice ]
representative present,

1 1DT will contact Hospice and make a '
hew plan to meet with them on a

, weekly basis to discuss the care lssues,
Especially for the residents with more
complicated Issues fike wounds l

29/22
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| conditions; and all other hospics serviees that are

J necessary for the care of the resident's terminal
iliness and related conditions,
() A proviaion that when the LTC facility
parsonne! are responsible for the administration

{ of prescribed therapies, Including thoss therapies
determined sppropriate by the hospice and

_delineated in the huspice plan of care, the LTC
facilily personne) may administer ths therapies
where parmitied by State law and as specified by
the LTC facllity.
() Aprovision stating that the LTC facility must
raport &l alleged viclstions involving
migireaiment, neglsct, or verbal, mantal, sexual,
and phyaical zbuse, including Injuries of unknown
source, and misappropriation of patient property
by Hospice parsonnel, to the hospice
admin(strator Immediately when the LTC facility

. becomes aware of the alleged viotation.
{K) Adelinsation of the rasponsibiiities of the
hospice and the LTC faclly to provide
bereaverment sarvices to LTC fagility ataff.

' §483.70(c)(3) Each LTC facility arranging for the
provision of hospica care under a written
agreement must deslgnate & member of the
factlity's irterdisciplinary tsam wha is regponsible
for working with hosplce representatives fo
coardinate care {o the resident provided by the
LTC faclity staff and hospioe staff. The
interdisclplinary team member must have
glinical background, function within thelr State
scope of practice act, and have the ability to
assoss the resident or havs access to someone
that has the skills and capabiiities to assess the

resident.
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F 849 Continued From page 11 F ml
necesseary for the palliztion of pain and symptoms
agsociated with the terminat iliness and related Identify other residents

Other residents who have wounds may -
have a potential to be affected by this

' deficient practice.

DON and Nursing supervisor in
" conjunction with treatment nurses

made a team and started werking on
. the skin and wounds on a daily basis. I

. After the morning meeting clinical team
) will join and go through the IDT notes, l

weekly notes, wound assessments,
- measurements on a daily basis, Facil
will ensure that there Is a conslstent
| treatment nurse every day.

Nursing supervisor and DONs are more _

hands on and involved with all the
complicated wounds treatments
directly.

ity['

l{#/ 2912
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F 848 ! Continued From page 12 % F 849
The designated interdisciplinary team member is Facility wiil involve hospice nurses more
onsible for the followi i
responsible for the following: ! lopi
() Collaborating with hospice representatives when deve ‘op g care r:)Ians for t}?e
and coordinating LTC facllity staff participation in ‘haspice residents, nursing supervisor |
, the hospice care planning process for those |will sure that IDT is complete when
! resigents receiving these services. . .
{ih Communicating with hospice representatives doing IDT meetings
arid other healihcare providers participating In the
provision of care for the terminal llness, related Facility did some in-service with the
- conditions, and other gonditions, to ensure quality h includi ‘
of care for the patient and family, | charge nurses including treatment
(i} Ensuring that the LTC facilily commuricates ‘nurse regarding proper wound
with the hespice medical director, the patiant's
aitending physician, and ofher practitioners treatments.
participating in the provision of care to the patient
as neaded to coordinate the hospica care with the
. medkeal care provided by cther physicians. S
 (iv) Obaining the following information from the ystemic Changes
hospice: : "
{A) The most recent hospice plan of care specific Facility made some systemic changes to
to each patient. improve hospice servi j
(B} Hogpios election for. : p P ces at the facility.
{C) Physiclan cariification and recertification of : . . ;
the terminai iiness specific to each patiant. DON in conjunction with the nursing
(D) Names and contact information for hospice - supervisor developed a new team to
parsonnel involved in hosples carg of each -ensure that h ospice Is provi di"ng
patient.
(E) Instructions on how to access the hospice's adequate care for the residents who are
24-hour on-call system. under hosplce care. New t i
“{F}y Hospica medication informafion specific to | P ew team consists |
esch patient, of CNAs, Charge Nurses, Social Service
() Hospice physician and atiending physician (if Director, Nursing supervisor & DON.
any) arders specliic to each patient. '
{v} Ensuring that the LTC facllity staff provides I
orientation in the policies and praceduras of the
facility, including patient rights, appropriste forms, J
and record keeping raquirements, to hospice staff
fumishing care to LTC residents, ¥ 29/ 2¢
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F 848 [ Continuad From page 13

§483.70(0)(4) Each L.TC facility praviding hospice
cara under a written agreement must ensure that
2ach resident's written plan of cara includes both
the most racent hospice plan of care and a
description of the services furnished by the LTC
facility to aftain or maintair the resident's highest
practieabla physical, maentel, and psychosocial

» wall-being, as required at §482.24,
This REQUIREMENT is not met as evidenced
by
Based on interview end record raview, for one of
thres sampled residents (Resident 1), the facility
failed to coordinate Residant 1's care, who was
en hospice {compassionate care focusing on the
quality of life so the person's last days may be
spent with dignity and quality), when the faclity
did not have a designated interdisciplinary team
(I3, a group composed of individuals

: representing differant depariments of the facility)
member responsible for working with hospice
staff to provide quallly of care to Resident 1 and
Resident 1's family, and a care plan was not

" developed and impleriented ragarding pressure
ulcer (a skin injury that result from unrelieved
pressure on a bady pari, usually on a bony
prominence lixe the tailbons, buttocks and hips)

These failures resulted fn Resident 1 developing
a new pressura ulcer and Resident 1's pressure
ulcer on the coccyx (tailbene), worsened from
Stage Il (partial thickness skin loss that involves
the deeper layers of the skin, may appear as a
shaltow crater) to Stage IV {full thickness skin
loss with extensive destruction, tissue necrosis
[tissue desth), or demags to bone, musclas or
tendons). (Refer to FE68)

Findings:

I
F 849 More Hosplce Involvement ’

iPart of the new systemic changes
Facility IDT will meet with Hospice team
on a weekly basis and discuss the
progress of residents under hospice.
[Any discrepancies will address
'immediatefy.

Facility will closely monitor the patients
care by hospice in all areas Including the
lhospice ald visits, nurse’s visits, social
service visits and Chapiin visits extra.
| Team will make sure that during the
Ivisits they are meeting the needs of the
residents,

Any discrepancies will bring it to the
attention of the DON and Soclal Service -
Director right away. Facility will contact
the hospice company Immedlately to
Icorrect the deficient practice,

Corporate Nurse Consultant will
- monitor for compliance on weekly
* basis through her audits.

Braden scale to be completed on all
residents to identify resident on high
risk t0 develop pressure sores,

je"/zwz;

¥

FORM CMS-2567{02-89) Provioua Verslons Ghsolata

Evont il WEIEH

1§ eontinuation shaot Page 14 of 19

RECEIVED

JUN 16 2022

Licensing & Certification
East Bay District Office

Faciiity ID; CA020000121



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED; 04/11/2022
FORM APPROVED
OMB NO. 09380381

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES { (K1) PROVIDER/SUPPLIERCLIA (%2) MULTIPLE CONSTRUGTION (43) DATE BURVEY
AND PLAKN OF CORRECTION 1 IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
C
088241 B. WING 4/0B/2022
NAME OF PROVIDER OR SUPPLIER B STREEY ADDRESS, CITY, STATE, ZIP CODE ’
3318 WILLOW PASS ROAD
WILLOW PASS HEALTHCARE CENTER
CONCORD, CA 9451¢
oA D SUMMARY STATEMENT OF DEFICIENCIES s} 3 PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENGY MUST DE PREGEDED 8Y FULL PREFIX  ° (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE
BEFIGIENCY)

F 848 Continued From page 14

Reviaw of Residant 1's Admission Recond

- indicated, Resident 1 was initially admitted to the

i facility on 94718 with diagnoses that included
dementia (memary loss and Impaired
decision-making ahility), low back pain, and

_ osteoarthiritis (when protective tissue at the end of

“ the bones waar down, causes pain in the hands,
nack, lower back, knees and hips).

Revigw of Resident 1's Situation, Background,
Appearance, Raview (SBAR, a communication
fool among health practitioners) Communication
Fam and Prograse Note, deted 12/19/21,

, indltated, Resident 1 was transferred to the acute

" pare hospitel due to low oxygan saturation
(amount of oxygen in the biood) lsvel reading of
81 percent (%, nemal range s 95% to 100%) at

1 raom gir, The Progress Note indicated, Resident

"1 had a primary diagnosts of COVID-19 {a
respiratory infection caused by a coronavirus that
could have severe of life-threatening
complications).

Review of Resident 1's Nursing Admission
Screening/History, dated 12/27/20, indicated
Resident 1 was re-admitted to the facility from the
hosgital with a Stage N pressure ulcar on the
cocoyx and on hospice care,

Review of Residant 1's Skin impairment
Assessment by Haspice Nurse (HN) 1, daied
12127120, indicated, on 12/27/20, the day
Resident 1 was re-admitted to the facility,
Resident 1's Stags |! pressurs ulcer on the

' cpooyx measyred 2.1 centimetars (om) x 1.4 ¢m
x 0.4 em. The skin assessment by HN 1
indicated, "Stoge 1! pressure injury to coocyx
treatrrent infiated cleanse pressure Injury to

[

F 84, Facility clinical team Is doing a special
emphasis on treatment, wound
measurements & assessments,

Facility will work with only few hospice
companies who are responsible and

: providing adequate care for the
residents,

! Monitoring Process

Wound care nurse (Treatment Nurse)
witl monitor skin management program-
for compliance

DON will monitor for compiiance on a
weekly bases,

Nursing consuitant will review & Audit
on aweekly basis to ensure the system
is working as expected.

|
|
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F 849 Continued From page 15 F 849
COCEyX wlith [ennal saline] pat dry apply '
medhoney [medihoney, used to treat partial to full
thickness presaure ulcars with moderats amount I QA Process i

of drainage] cover with dry dressing daily untf)
hegled."

Review of Resident 1's Braden Sasle for
Predicting Prassure Sore Risk, dated 12/27/20,
ingdicated Resident 1 was at "High Risk” for
devaloping presaure Llcer.

Review of Resident 1's Minimum Dats Set (MDS,
an assessment tool used to diract resident care)
dated 1/5/21 indicated, Resident 1 had s Stage N
pressure uleer and was at rigk of developing
pressura ulcar.

Review of Resident 1's Treatmen! Administration
Record (TAR) for December 2020 Indicated there
was no freatmant done on Resident 1's cotoyx

" prassure ulcer for three days from 12/27/20
through 12/28/20. The TAR indicated troatment
order for medihoney, as initiated by HN 1 on
12127120, was not caried out,

Review of 2 telephone visit by HiN 4, titled *Visit
Note LVN,® dated 1/19/21, indicated the presence
of a new ieft buttock presstire ulcer and Resident
1's cooeyx wourdd was deferiorating.

Revigw of Resident 1's Weekly Wound
Obsesyvation Tool dated 1/19721 indicated,

* Rasident 1's prazsure ulcer on the sacrotoceyx
area (fused tailbone and sacrum, the idangular
bone just above the failbone) Stage Il pressure
wicer measured 3.5 cm x 3.5 cm, depth was
unable 2 be datermined because of the presence
of slough (veliow, tan, white stringy tissue). The
Weekly Wound Obestvation Tool, under

This plan of correction will be
fntegrated to monthly QA system.

POC will be reviewed during the ¢Ql l
I meeting for compliance.

: Completion Date l

Pian of correction will be completed on
i 04/30/2022
i
- | !?'}2‘?/2 b
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"Evaluation” indicated the pressure ulcer was

| "worsaning"” znd listed the current traatrnent as;
cleanse with nofmal safine, pat dry, spply
medihoney and cover with dry dressing.

Revisw of Resident 1's Physician's Order from
hospice, dated 1/19/21, indicated to change the
treatiment on Resldent 1's left buftock and coceyx

' pressure ulcers fo "Cleanse with NS, peat dry, and
apply medihoney. Then cover with a foam
dressing daily."

" Review of Resident 1's TAR for January 2024

_indicated physician-ordered treatments from
hospice for the existing pressure ulcer on the
coceyx and the new pressura ulcer an the left
butiock dated 1/19/21 were not provided from
111621 to 1131724,

Review of Resident 1's Skin mpairment
Asszsament by HN 2, dated 2/9/21, indicatad,
Reasident T had two pressure ulcers, one with an
opan date of 12/27/20, and a new one, with an
open date of 2721, The assessment indicated
the following:
<#1, cosoyx area, ppan date 12/27/20, Siege IV
prassure Injury measured 3.5cmx 3.6 em x 0.4
cim.
#2, left buttock area, opeh date 2/9/21, Stage It
pressure injury measured 2.5 cm x 1.7 em x 0.1
iom,

During an inferview and concurrent raviaw of
Resident 1's clinlcal record with Treatment Nurse
(TN), on 2/8/22, at 11:20 a.m., TN staied there

Resident 1's pressure ulcer despite a Resldant
1's high pressure sore risk based on Braden
Scale assessmert and MDS assessmaent that

wag no prassure Licer care plan o addregs |

;?‘/2‘?/2
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F 849 Continued From page 17
| indicated & Stage li pressure ulcer. TN siated the
staff shoutd have Initiatad a pressure ulcar care
plan. TN also stated the Plan of Care (POC),
dated 1/14/21, fram hospica, was not curment and
was obtalned by the facility more than two weeks
aftor ldentification of the preasurs ulcer.

During an intarview with TN, on 2/6/22, at 12:43
p.rn., TH statad, evary fime a resident enters the
facility with & pressure uicer, there shauld be
trzatimant plan that could change every 14 days
depending on the staius of the wound, whether it
is improving with current freatment or If the

, wound s warsening.

Duiing a telaphone Interview with Hospice

Adrminisirator (HA}, on 2/11/22, af 2:31 p.m., HA

stated, ihe expsctation was for the admiiting

hospice nurse to feave & report to a facility staf
" before ending the visit,

During a telephone intervisw with TN, on 3/15/22,
at 10:40 a.m., TN was not able to identify the
daslgnated IDT mamber who coordinated
Resident 1's care with hospice. TN steted there
was a cars conferance meeting amigng Minimum
Data Set Assessmant Coondinaior (MDS),
Klichen Manager (KM) and Residant
Reprasentative (RR) 1 but without a hospice
representative.

During & telephone Interview with MDS, on
522, at 10245 a.m., MDS stated the hospice

: representative communicated with whoaver was
the licensad nurse on tha floor at the ime of the
visit. MDS denied being the designated IDT
member to coordinate Resident 1's care with
hospice representative,

| e

¥

)20/
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F 848 | Continued From page 18
During a telephone interview with Kiichen
Manager, on 3/95/22, at 1:25 p.n., KM stated she
altended the care conference but was not the IDT
member dasignated to coondinate with the
» hosplos representative. KM also stated there was
| no hospice representative present during the care

conference.

During a telephone interview with HA, on 3/15/22,
8t 3:.04 p.m., HA stated, Resident 1's hospice
racord indicated for in-person and telephone
visits, the hospics staff discussed Resident 1's
reatment plan with whoever was the licensed
aurss in charge of Resident 1 at the tme,

Review of the facliity's policy and procedurs
{P&P) titled, "wound and Skin Management,”
released on 81708, indicated, the P&P Indicated,
&l staff are responsible for the prompt reporting
of any akin related problems, Any resident who
has pressure sores will recaive the nscessary
treaiment and servicas to promote heallng and
pravent new ulgers from developing. The P&P
ingigated, Inferdisciplinary Team and liconsed

- nurse will agsure care pians and pregress netes

" reflect resident's current status and interventions.
The licansed nurse will refer 2ny new pressura

; ulcer to IDT for care planning. The PAP indicated,

- DT will enter all skin-related issues on the

resident’s care plan and if regident or resident
repraseniative choose comfort care only, the care
plan should reflect agreed upon goals and
intarventions.

F 849

|$"/2 9/22

FORM CiMS-2587{02-88) Pravigus Varstons Obsoleta Event iD: Wa3E11

Facility 10: CABZO000121  Jf continyation sheet Page 19 of 19

RECEIVED

JUN 16 2022

Licensing & Certification
East Bay District Office



