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River Walk Care Center 1100 West Morton Avenue
Porterville, CA 93257

F 0658

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Ensure services provided by the nursing facility meet professional standards of quality.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to re-assess and monitor one of three sampled resident
(Resident 1) with bruising to the right forearm. This failure had the potential Resident 1's bruise to the right
forearm to worsen.Findings:During a review of the clinical record for Resident 1, the admission note dated
1/15/26 indicated Resident 1 was admitted with discoloration (bruising) to bilateral (both) forearms. The skin
re-assessment note dated 1/16/26 indicated, resident (Resident 1) presenting with bruising to RFA (right
forearm) measuring approximately 6cm (centimeters) x5cm. Treatment Record (TR) for the month of 1/26
indicated Resident 1's bruise to right forearm was not re-assessed after monitoring order was completed on
1/23/26. During a concurrent interview and record review on 2/9/26 at 11:24 a.m. with Treatment Nurse
(TN), Resident 1's clinical records were reviewed. TN confirmed Resident 1 was admitted on [DATE] with
bruise to right forearm. TN stated it was the facility practice to re-assess skin bruises after monitoring order
is completed to ensure bruise is not something new and make sure it's not getting worse. TN reviewed
Resident 1's TR record for 1/26 and confirmed bruise to right forearm was not re-assessed after monitoring
order was completed on 1/23/26. TN confirmed Resident 1's bruise to right forearm was still present after
1/23/26 and should have been re-assessed. TN stated, yes that was my mistake, it should have continued
to be monitored. During a review of the facility's Policy and Procedures (P&P) titled, Skin Assessment,
undated, the P&P indicated, 1. A full body, or head to toe, skin assessment will be conducted by licensed or
registered nurse upon admission/re-admission, daily for three days, and weekly thereafter.
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