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F 000 INITIAL COMMENTS F 000

The following reflacts the findings of the
. Callfornia Department of Public Health during the
invesligation of & complaint,

Complaint Number; CADD798879
Representing the Department;
Health Faciliies Evaluator Nurse: 41715

The inspection was limited to the specific
, complaint investigated and does not represant
the findings of a full inspection of the facility.

' Deficiensies were issuad for complaint
CA00798979 at F757 and F584, : |
F 684 Quality of Care : F 684
88=0! CFRI(s): 483.26 ;

- & 483.25 Quality of care

" Guality of care Is a fundamental principle that
applies to all treatment and care provided to
facility residsnis. Based on the comprehensive
assessment of a resident, the facility must ensure
that rasidents receive treatment and care in
-accortlance with professionszl standards of
practice, the comprehensive person-cantered
care plan, and the residents' choices.
This REQUIREMENT is not met as avidensed
by
Based on observaiion, interview, and record
raview, the facility fallod to follow its polley and
provide showers or haths to two of three sampled
residents (Residents 1 end 2). This had the :
potential to cause skin breakdown and infectien, I
and had the potential to contribute to Resident 1! i
s severe soalp flaking. )

3 OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE, (X8} DATC

3 £ L . -
o : Adsmeivee et VALY A
Any deficiency siateinent ending with an asterisk (*) denotes a deficlency which the Institution may e excused from correcting providing it is deletmined that

other safaguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings statad above are disclosable 60 days
follawing the date of survey whethar or not a plan of carrection s provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documeants are made avallable to the facility, If deficiencies are cilsd, an approved plan of correction is requisite to continued

program parlsipation,

LABORATORY DIRECTOR'E
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Findings:

“Resldent 1 was an 81-year-old resident with a :
~history of epilepsy {selzures), generalized anxiety |

disorder, skin cancer and a history of talling.

“Araview of the facility ' s policy titlsd, “Showers”

- (Revised May 2018) Indicated that the purpose of
- the pelicy was to "ensure cleanliness, provide

. comfort to the resident and 1o observe the

condition of the resident ' s skin." The poliey
further Indicated "The staff will document the date

- the shower was petformed,” and, "Notify the

suparvisor If the resldent refuses the showerftub

bath.”

F Review of the record, "Skin Maonltoring:

Comprehensive Shower Raview" ("shower
sheets"), the facility was able to provide oniy
three recorded showers or attempts to bathe
Resident 1 out of a possible 48 opportunities on
nis schaduled shower days from 2/23/22 to
7130/22. Qnly ona instance of documenting
shower refusals was charted on 5/17/22.

Review of Rasidant 1's record titled, "Poini of
Care ADL [activities of daily ilving) Category
Repoert," dated from March 2022 to August 2022
indicated only six of a possible 48 opportunities
where "showers” or tub baths were charted in the
patient ' s record (3/15, 3/22, 3/29, 5/20, 5/27 and
8/3/22). On three occaslons (3/8, 3/23 and

| 4/27/22) Resident 1 ' s showers wers

| decumented as "refused." Review of the :
"Personal Hygiene" column entties indicated that !

| the rasident had been glven towsls and
- washcloths but actual tub baths or showers had
i not ocourred during that time, with no somment

{

F 684,

1
i
|
!
!
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about skin checks that were required to be
- documented by the Certified Nursing Assistants
. {CNAs} when bathing.

Areview of the facllity ' 5 document titled,
"Shower scheduls" indicated that Resident 1's
shower days should oscur twice waekly,

Resident 2 was an 81-year-cld resident with a
hislory of cerebrovascular disease (stroke-like
event) that lad to muscle weaknass and
paraplegia (paralysls),

Review of Resident 2's "Point of Care ADL
- Category Report” indicated that from March 2022
1o August 2022 there were no documented
“showers or tub baths, "Personal Hyglene" entrles
“Indicated that the Resident 2 had been given
materials to conduct "personal hygiene,” however
. aclual tub baths or showers had not ceourred
during that time.

Areview of the record titled, "Shower Schedule"
(undatad) indicated Lhal Resident 2 was to be
showered avery Monday and Thursday,

In an interview and concurrent record review of

the shower policy on 8/28/22 at 12:08 PM, the ;
. Director of Nursing (DON) acknowledged that the
“records for Residents 1 and 2 were Incomplete

and it was not clear how often those residents

dad received showers or baths, and that her

expectation was that showers get done according

to schadule, "If a resldent refuses, we reapproach

them. if a residenl consislently refuses showers, |

the CNA should bring it to the nurse ' 5 attention

or the Interdisciplinary Team {a maeting of all the
"caro providers) to figurs out hew wa can get ;

GTATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE SONSTRUCTION [X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
C
055512 B. WING 10/04/2022
NAME OF PROVIDER GR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
; 107 CATHERINE LANE
WOLF CREEK CARE CENTER
GRASS VALLEY, CA 95945
X410 SUMMARY STATEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORREGTION I s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE I COMPLETION
TAG REGULATORY OR L&C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICHENCY}
F 884 Continued From page 2 684

FORM CM3-2567(02-09) Pravious Versions Obsols(e Event {D: XONQ1 1

Fauility 113 CAZ30000277 If continuatlon sheel Pags 3 of 8




REPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVIES

PRINTED: 10/07/2022
FORM APPROVED
OMB NG, D038-0391

STATEMENT OF DEFICIENCIES (X1} PROVIOER/SUPPLIER/ICLIA (X2) MULTIPLE CONSTRUCTION (xa) CATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
_ A, BUILDING
C
055512 B. WING 10/04/2022

NAME OF PROVIDER OR SUPPLIER

WOLF CREEK CARE CENTER

STREET ADDRESS, CITY, 8TATE, 2IP CODE
107 CATHERINE LANE
CGRASBS VALLEY, CA 95845

{Xd) 10 SUMMARY STATEMENT OF DEFICIENGIES
PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FULL
TAG © - REGQULATORY OR LSC IDENTIFYING INFORMATION)

10
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION ‘ (%5)
{EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE ! DATE
DEFICIENCY) :

F 884 Continued From page 3
arcund It. | would say If we missed two, we should
foliow up on IL" The DON stated that her plan is
riow to include in the pollcy that two refusals of
showers will resultin the nurse being notified."
The DON added that skin Is a "huge factor in care
of the elderly" and that “these residents need to
“ba babled and assessed.”

In aninterview on 9/28/22 at 12:45 PM, Soclal
Services Director (85) A stated, "Yes, we know
he [Resident 1] needs a shower, Me refuses. Can
we force him? No. Thers are a few that don 't
want to take showers here. [Residant 2] is
artother, | don 't belleve the CNAs are
documenting the alternatives they offer such as
“sponge baths. CNAs den 't have the ability to
. make narrative notes so it would dapend on the
nurse to make the note "

sy an interview on 9/28/22 at 1:05 PM, CNAA

“slaled, "If a resident refused a bath of shower
completsly, we chart it as refused in the medical
record, bomatimas showsr sheets are missing.
We 've golten better."

in an interview on 8/28/22 at 1:20 PM, CNA B :
stated that resldents should be getting showers at
least every 3 days, CNA B acknowladged that
‘Reasldant 1 frequently refused showers and "says
-no all the time," and that Resident 2 was another
. resident who often refused showers.

“Inan interview on 9/28/22 at 1:14 PM, Resident
1's relative (RR) stated that Resident 1 had
sevare flaky skin and scalp irrilation as a result
“from lack of showers and that the scalp Is not
cleanad by sink baths.
F 757 : Drug Regimen is Free from Unnecessary Drugs
55=D

F 684

F 757
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‘ CFRis): 483.45(d){1)-(8)
§483.45(d) Unnecassary Drugs-Ganaral,
Each resident's drug regimen must be free from
uhnecessary drugs. An unnecessary drug is any
drug when used-

§483,45(d){1) in excessive dose (including
duplicate drug therapy); or

£483.45(d)(2) For axcessive duration; or
© §483.45(d)3) Without adequate monitoring: or

§483.45(d)(4 )'Without adeduate indications for lts
use; or

" 8483.45(d)(5) In the presence of adverse
consequences which indicate the dose should be
reduced or digcontinued; or '

| §483.45(d)(8) Any combinations cf the reascns

" stated In paragraphs (d){1) through (5) of this
section. '
Thls REQUIREMENT s not met as evidenced
by:
Based on observation, interview, and record
review, the facility falled to ensure that one of
three sampled resldents (Resident 1) was free
from unneccessary drugs when they failled to
adequatelyobiain Resident 1's laboratory results
as orderad for monitoring the use of Phenyloin (a
medication to pravent selzures). This resulted in
Resident 1 experiencing toxic levels of the drug
and required hospitallzation,

- Findings:

Resident 1 was an B1-year-old resldent with a

F 757
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F 757 ' Continued From page 6 i
history of epllepsy (seizures), generalized anxisty
disorder, skin cancer and & history of falling.

Revisw of Resident 1 ¢ physician orders, cated
12/972020, indisatod that ho was to receive

“laboratory blood level tests for phenvioin, "Once a
day on the 10th of the Month," from 11/16/21 to
7110422, The record was signed by he facility's
medical director,

Araview of the facility provided record, "Client
report, Laboratory," with monthly dates from
3M0/22 to 810122, revealed there was no
phenytoln ievel lab test done In July 2022, The .
facllity's medical racords department and Director -
of Nursing (DON) were unable to provide any
[aboratory resuits for that month,

Areview of Resldent 1' s medication

administration record, dated 3/22 to 7/22,
“indicated that phenytoin was edministerad in July
L2022,

Review of the Resident 1's Nursing Notes, dated
7122122, indicated that Resldant 1 had an
sunwitnessad fall on that date.

Arevlew of the facility's record titled "IDT
(interdisciplinary Team) Notes" dated 7/26/22,
indicated a review of possible causas for the fail.
The record further Indicated, under "Diagnostic
Testsflab," that Resldent 1's “dilantin levels
chacked ag ordered. L.abs as neaded," and,
“Dilantin recantly increased by neurologist and

- dilantin levels were noted to be very alevated in -,
acute [hospitall." The facility was unable to show

« evidence that the lab testing for phenytaln was

: done in the month of July 2022,
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“Areview of Resident 1' s nursing progress notes |
- dated 7/23/22 a1 6:47 PM, Indlcated that Resident - |

1 was given his nightlime modications at 5:05 ; [

PM, and that arcund 8:00 PM, his "speech : : i
appeared to he mumbled, loft arm was weaker Do ‘
than the right." The resident was sent to a nearby :

hogpital for an evaluation and treatmant,

Areview of the record "Discharge Summary”
: provided by the nsarby hospital, dated 8/2/22,
- Inciteated that Resldent 1" s phenyioln level was
greater than 40 micrograms per milliliter {(normal 3
range [s 10-20), "iImmaasurably high" and that his ‘ i
: symptoms were "likely due to phanytoin toxicity."

lnoan nterview on 9/27/22 at 3:30 PM, the facility ' i
5 Medical Records Director (MR) stated that no 3
labs were drawn following his fall, and thatne
July phenytoin fab levels were available becausa
Resldent 1 had a visit with his neurologist who
was going to provide laboratory results. The
facllity failed to preduce that a record of any July
2022 laboratory tesults for phenytoin or provide

" svidence that they were aware of hiz phenyioin

* levels while the drug continued to bs

fadministered.

“In an Interview on 9/28/22 at 11:30 AM,

- Reglstered Nurse A (RN) A, who routinely

" sdministerad Resident 1 ' s phenytcin, stated that
she had administerad a dose of 250 mithgrams

: (mg) of phenytoin at 8 PM on 7/23/22, prior to
Resident 1's hospital transfer and that lab levels

“wete Unavallable for July 2022 because the
facillty was "still waiting to receive them." RN A

[ indicated that no new labs were obtained afler

 Rasldent 1 fell on 7/22/22. RN A stated that

i dilantin is not a drug that requires frequent
monltering llke, for instance, anlicoagulants and
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- statad, "We didn "t look at his labs with every
. dose, it wasn 't nacessary at that time."

| In an Interview and concurrent record review on

1 9/26/22 at 12:05 PM, the DON confirmed that the

i facillty had not adequatsly monitored the

: phenytoin levels and ensured that Resident 1 had
a phaenytoin teve! drawn in July 2022, as his
nhysiclan had ordered.
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This Plan of Correction constitutes this facility’s written allegation of
complfanlce for the deficiencies cited. However, submission of this Plan
of Correction is not an admission that a deficiency exists or that one
was cited correctly. This Plan of Correction is submitted to meet

requirements ésta_blished by state and federal law.
F 684

1. How the corrective action(s) will be accomplished for those residents found

to have been affected by the deficient practice.

a. CNAs were in serviced by DSD on (add date) on the importance of dotumenting all
shower refusals.

b. A new Shower sheet form will be made that gives the CNA a place where they can

~document if the shower was refused or given, and alternative offered.

't CNA will notify nurse of any showers that are refused _

d. Residents 1 and 2 were both offered showers. Documentation of the shower was
provided. Both have since recelved showers. '

2. How the facility wilt identify other residents having the potential to be
affected by the same deficient practice and what corrective action will be
taken.

a. Upon having the knowledge of the situation DSD and DON reviewed shower sheets to
find cther missing shower logs.

b. DSD or Designee will interview a sample of residents to ensure they have had the
opnortunity to receive a shower,

3. What measures will be put into place or what systemic changes the facility

will make to ensure that the deficient practice does not recur.

a. DSD/designee will develop a new shower sheet to ensure that residents have the )
opportunity to either accept or refuse a shower. If a resident is continually refusing
showers, we will iInvelve the IDT to hold a care conference with resident and RP to help
encourage them to shower or create an alternative bathing plan toc meet the resident’s
needs.




4. How the facility plans to monitor its performance to make sure that
solutions are sustained. The facility must develop a plan for ensuring that
correction is achieved and sustained. This plan must be implemented, the
corrective action evaluated for its effectiveness. The POC is integrated into

the quality assurance system.

a. DSD/designee will present results of compliance in follow up with residents and CNA's
order regarding showers in cur monthly QA meeting
b. Administrator/designee will monitor compliance x 3 months.

5. Date of Completion: October 14, 2022




This Plan of Correction constitutes this facility’s written allegation of

compliance for the deficiencies cited. However, submission of this Plan

of Correction is not an admission that a deficiency exists or that one

was cited correctly. This Plan of Correction is submitted to meet

requirements established by state and federal law.

F757

How the corrective action(s) will be accomplished for those residents found

to have been affected by the deficient practice.

a. Resident 1 was sent out to hospltal and was stabilized. Since returning we have
maintained doctors’ orders for drawing labs,
b, Resident 1 is back in facility and maintained on Phenytoin and maonitored by lab level

How the facility will identify other residents having the potential to be
affected by the same deficient practice and what corrective action will be

taken.

a. All residents taking Phenytoin have the potential to be affected.
b. MRD has identified all residents that are teking Phenytoin and levels were within
therapeutic range.

¢, Upen having knowledge of the situation DON reviewed our lab process and made sure
other labs are being carried out and in-serviced nurses on correct lab draw procedures

What measures will be put into place or what systemic changes the facility

will make to ensure that the deficient practice does not recur.

a. MRD will audit lab orders and ensure that they each have results. She wil! report to DON
for any unusual findings and for interventions,

How the facility plans'to monitor its performance to make sure that
solutions are sustained. The facility must develop a plan for ensuring that
correction is achieved and sustained. This plan must be implemented, the
corrective action evaluated for its effectiveness. The POC is integrated into
the quality assurance system.




a. MRD will present results of compliance in QA committee.
b. Administrator/Destgnee will monitor compliance x 3 months.

5. Date of Completion: October 28, 2022




