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WAC 388-78A-2090 Full assessment topics. The assisted living facility must obtain

sufficient information to be able to assess the capabilities, needs, and preferences for each

resident, and must complete a full assessment addressing the following, within fourteen

days of the resident's move-in date, unless extended by the department for good cause:

(6) Significant known behaviors or symptoms of the individual causing concern or requiring

special care, including:
(e) Other safety considerations that may pose a danger to the individual or others, such as use of

medical devices or the individual's ability to smoke unsupervised, if smoking is permitted in the

assisted living facility.

Based on observation, interview, and record review, the facility failed to properly assess the

safety considerations, including known safety risks, of using medical a bed side-rail for one of

two sampled residents (Resident #1). This placed the resident at risk for harm from the

potentially unsafe use of medical devices  and for not receiving proper care and services.

Findings include:

Observation, interview, and record review occurred on 02/14, 02/15, 02/16, and 02/17/17 unless

otherwise noted.

Review of Resident #1's record found that the resident moved into the facility in  2016 with

multiple diagnoses including a .

Resident #1 was observed and found walking with a walker in her apartment. In an interview,

the resident stated that she had been receiving staff assistance with showers twice a week.

During the observation of Resident #1's apartment, a half bed side-rail was found attached on the

right side of the bed. The bed side-rail was observed and found with a gap which measured 18-

Inches wide X 16-Inches high.

In an interview, the resident stated that she had been using the bed side-rail when getting in and

out of bed. When asked how long she had it, the resident stated that after she returned from a

rehabilitation facility, the bed side-rail was inserted under the bed mattress by her family

member.

In an interview, Staff H (Medication Aide, MA) stated that no resident had a medical device,

such as bed side-rails, on her/his bed.

In an interview, Staff G (Resident Care Coordinator/MA) stated that she was not aware that the

resident had a bed side-rail.

Although Staff G and Staff H were not aware that the resident had the bed side-rail, caregivers

should have seen it when entering the resident's room for shower assistance.

Review of the resident's record found no assessment for the resident's ability to safely use the

bed side-rail on her bed.

This requirement was not met as evidenced by:
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sample residents (#1 and #3), whose weight record documented substantial weight changes,

were evaluated to determine if these weight changes were accurate or significant.  Failure to

evaluate and follow up on these unplanned weight changes put residents at risk of changes in

their health status.

Findings include:

Observation, interviews, and record reviews occurred on 02/14, 02/15, 02/16, and 02/17/17

unless otherwise noted.

In an interview, Staff G (Resident Care Coordinator) stated that caregivers (CGs) were required

to take residents' vital signs and weights at least once a month and record each resident's weight

on a form.

RESIDENT #1:

Review of Resident #1's record found that the resident moved into the facility in  2016 with

multiple diagnoses including a .

Resident #1 was observed and found walking with a walker in her apartment. In an interview,

the resident stated that she had been receiving care and services from staff, such as showers.

When asked whether or not staff checked her vital signs and weight on a monthly basis, the

resident responded that she thought so.

Review of the resident's weight record found that on an unspecified date in September 2016, the

resident's weight was  pounds, and in October 2016, it was  pounds; about an 8 pound

loss from the previous weight.

The resident's weight record form instructed staff to re-weigh for any weight gain/loss greater

than 3 pounds from the previous weight.

However, there was no information as to whether the facility evaluated or took appropriate

action for the resident's weight loss.

Further review of the resident's weight record found that in November 2016, the resident's

weight was  pounds, and in December 2016, it was  pounds: about an 8 pound

increase over the previous weight.

Review of the resident's record found a fax note dated 12/16/16 to the resident's physician saying

that the resident has had a weight gain from  pounds in November 2016 to  pounds in

December 2016. The fax note requested the physician to advise the facility of any new orders for

this weight gain.

The physician's office responded to the facility that they needed the resident's identifying

information, indicating the resident's Date of Birth was incorrect.

There was no further documentation as to whether the facility followed up with the physician's

office request, or received any orders to address the resident's weight gain.
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Plans (PSP, equivalent to Negotiated Service Agreement) of four of eight sampled residents

(Residents #3, #4, #5, and #6) when the residents' PSPs no longer adequately addressed their

current needs and preferences. This placed the residents at risk for not receiving proper care and

services.

Findings include:

Observation, interviews, and record reviews occurred on 02/14, 02/15, 02/16, and 02/17/17

unless otherwise noted.

Resident #3:

Resident #3 had a history of stroke, dementia and other medically disabling conditions when

admitted to the facility in 2016.  The resident required the use of a front wheeled walker and

staff escort to meals and activities.  Resident #3 was observed and interviewed in her private

apartment on 2/16/17 at 10:45 am.  The resident sat in an easy chair watching television.  The

resident was observed to operate the television remote control, after agreeing to the interview.

When asked if she participated in facility activities the resident replied that she sometimes liked

to go to concerts or music that the facility provided.

The resident had a change of condition assessment on 1/9/17 which documented the resident had

memory loss under the "Cognitive/Psychosocial" section.  Under the section, "Behavior

Management", the assessment documented the resident had anxious/disruptive behavior

requiring additional attention.  The PSP, dated 1/9/17 noted approaches of :  "Resident needs

help to participate in community activities due to memory loss; Provide physical assistance

and/or verbal prompts during daily routines and/or resident programs; and Involve resident in

community activities and Life Skills."

Record review found the resident's medical provider visited on 1/23/17 and assessed the

resident, "could use more socialization with other residents".  At the bottom of the page Staff B

wrote "noted" without a date.  There were no changes or new approaches added to the resident's

PSP to direct staff how to increase the resident's socialization with other residents.

Resident #4:

Resident #4 moved into the facility in 2012 with multiple diagnoses including 

.  Resident #4's PSP dated 10/28/16 under the section titled "Medications" listed the

approach, "Take blood pressure daily."  The resident had a diagnosis of  and was

taking a medication to lower blood pressure.  Review of the resident's scheduled reassessment

dated 10/28/16 under section,  "1c. Does your physician require any of the following because of

the medications you take?" found under this section, daily blood pressure monitoring was

marked, yes.

Review of medication logs for 12/25/16-1/24/16 found blood pressures were taken and recorded

on a weekly basis not a daily basis as stated in the PSP.  The facility failed to update the

resident's PSP regarding the resident's blood pressure monitoring.

RESIDENT #5:

Review of Resident #5's record found that the resident moved into the facility in 2013 with

multiple diagnoses including a .
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Review of the resident's PSP dated 11/11/16 found that the resident required staff assistance with

medication services.

In an interview, Staff H (Medication Aide, MA) stated that MAs had been providing medication

services to the resident. Staff H stated that the resident's medications were stored in a medication

cart.

Resident #5's medications were observed in the medication cart and found packaged in BINGO

cards (a card-type medication package that contains 30 compartments).

When asked whether the resident stored any medication in his room, Staff H responded "no".

Resident #5 was observed and found sitting in a recliner and watching TV in his apartment. In

an interview, the resident stated that he had been receiving medications from staff.

When asked whether he stored any medication in his room, the resident stated "no".

However, review of the PSP found that the resident's medications were to be stored in his room.

The facility failed to update Resident #5's PSP regarding medication storage.

In addition, the resident's PSP showed that an outside agency would provide Home Health (HH)

services for the resident's wound care. Review of the PSP found that the resident was being

treated for a small scab on his right toe by the HH agency.

However, review of a progress note written by Staff B (Corporate Registered Nurse) found that

on 12/09/16, the HH agency discontinued their services.

The facility failed to update the resident's PSP regarding the wound care provided by an outside

agency.

RESIDENT #6:

Review of Resident #6's record found that the resident moved into the facility in 2013 with

multiple diagnoses including a  and .

Resident #6 was observed and found sitting in a wheelchair in front of the fireplace in the lobby.

During the observation, the resident was able to move the wheelchair short distances.

The resident was interviewed, but she was unable to accurately report times or other facts about

her care and services due to memory impairment.

Review of the resident's PSP dated 01/09/17 found that staff were required to take the resident's

pulse daily.

Review of the January and February 2017 Medication Administration Records found that

Medication Aides had been checking the resident's pulse once a week, not daily.
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sampled residents (Resident #1) and failed to develop a plan to address Resident #5's special

needs related to dementia. The facility also failed to develop a plan to clearly identify needs of

Resident #6's mobility. This placed the residents at risk for not receiving proper care and

services.

Findings include:

Observation, interview, and record review occurred on 02/14, 02/15, 02/16, and 02/17/17 unless

otherwise noted.

RESIDENT #1: FAMILY SUPPLY A MEDICATION

Review of Resident #1's record found that the resident moved into the facility in  2016 with

multiple diagnoses including a .

Review of the resident's Personal Service Plan (PSP) dated 01/11/17 found that the resident

would independently take, order, and coordinate medications.

Resident #1 was observed and found walking with a walker in her apartment. In an interview,

the resident stated that she had been taking a medication by herself. The resident identified the

medication's name and said it was for her thyroid condition.

When asked how she obtained the medication from her preferred pharmacy, the resident

responded that her children helped with that. When asked who would help her if her family

member was not available to pick up her medication, the resident responded that a nurse in the

facility would help her.

Review of the PSP found no information regarding the resident's family member supplying the

medication to the resident. Also, there was no alternate plan for when the family member was

not available to supply the medication to her.

RESIDENT #5: DEMENTIA CARE

Review of Resident #5's record found that the resident moved into the facility in 2013 with

multiple diagnoses including a .

Resident #5 was observed and found sitting in a recliner and watching TV in his apartment. In

an interview, the resident stated that he had been receiving care and services from staff, such as

medication services.

Review of the current residents' Characteristics Roster found that Resident #5 was identified as

having dementia, Alzheimer's, or cognitive impairment.

Review of the resident's record found that on 10/07/16, the facility used a Mini Mental State

Examination (MMSE, a 30-point questionnaire that is used extensively in clinical and research

settings to measure cognitive impairment. It is commonly used in medicine and allied health to

screen for dementia.) to assess the condition of the resident's memory. The resident's MMSE

score was 19 out of 30. According to the evaluation of the MMSE, a person who has

Alzheimer's or senile dementia generally scores below 20.
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WAC 388-78A-2160 Implementation of negotiated service agreement. The assisted living

facility must provide the care and services as agreed upon in the negotiated service

agreement to each resident unless a deviation from the negotiated service agreement is

mutually agreed upon between the assisted living facility and the resident or the resident's

representative at the time the care or services are scheduled.

Based on interview and record review the facility failed to implement the personal service plan

(PSP) and or temporary service plan (TSP) for two of 10 sample residents (Residents #2 and #3).

For Resident #2 the facility failed to implement a TSP to check the resident every two hours and

to take her vitals daily.  For Resident #3 the facility failed to monitor and document bowel

movements as directed on the PSP.  Failure to provide care and services as documented on the

PSP/TSP put both residents at risk for not receiving all of the care and services they required.

Findings include:

Resident #2:

Resident #2 was admitted in 2004 with multiple diagnoses including   Review of a

"Physician/Healthcare Provider Visit Form" dated 1/24/17 identified the resident had decreased

cognition and falls.  The physician ordered a physical therapy evaluation for the increased fall

risk and "Suggest increased ALF supervision , i.e. q 2 hour checks."  These orders were noted by

Staff B on 1/25/17.

A TSP form dated 1/24/17 noted a care issue for, "changes of Health condition" for Resident #2.

The TSP also directed care associates to, "monitor and report changes mentally and physically"

to the resident's managed care social worker.

Under approaches and care on the TSP staff were directed to , "Monitor or check the resident

every 2 hours.  Vitals taken everyday."   A Resident Log note dated 1/24/17 documented the

managed care social worker called and requested the staff to monitor the resident every two

hours as she was, "going down mentally ... Advised to check her every two hours and if there'res

a big changes in day to day.  We have to give a call to her."

Review of the resident's medical record, resident log and the medication sheets for 1/25/17 to

2/24/17 found no documentation that the resident was consistently monitored every two hours or

that the vitals were taken daily starting on 1/24/17.

In an interview on 2/17/17 at 11:30 am Staff G,  Resident Care Coordimnator/Medication Aide,

reported that care was documented in the resident log.  Staff G stated the facility is starting a

new system to document care on a routine medication sheet instead of the resident log but this

had not happened for all residents.  No documentation of monitoring the resident every two

hours or of vital signs taken daily was found on the resident log or on medications sheets.

Resident #3:

Resident #3's change of condition assessment, dated 1/9/17.  On the PSP dated 1/9/17 under the

section titled, "Bathroom Assistance" it stated the "Resident needs help in the bathroom assist

with handling of toilet paper and wiping, assist with changing protective under garments.  The

comments box also documented, "Ask res if she has had a BM and document."

This requirement was not met as evidenced by:














