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This report is the result of an unannounced
Off-hours QIS Survey conducted at Sea Mar
Community Care Center on 6/16/12, 6/20/12,
8121712, 6122112, 6125112, 6/26/12, 6f27/12 and
6/28/12. On 6/21/12, and evening survey was
conducted between 7:00 pm and 8:15 pm. A
sample of 37 residents was selected from a
census of 84.

The survey was conducted by

Susan Abrisz, MSW
Jada Lynn, RN, BSN
Diane Kirse, RN, BSN

The survey team is from: RNy

Department of Social and Heaith Services
Aging and Disability Services Administration
Residential Care Services, District 2E
20426 72nd Avenue South, Suite 400

Kent, Washington 98032-2388 DD
Telephone: (253) 234-6000 RECEWVE
Fax; (253) 385-5085

JutL 24 AT

W%ﬁ 7/6// Z SEHSIRDSARE:

Residential Care Services~ Date
[ABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
@M&ﬁ& CT i cpte) N h g i1y Fla7/) A

Any deftéiency staiement ending with an asterisk (*) denotes a dsficiency which the institulion may be excused from correcting providing if Is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correclion Is provided, For nursing homaes, the above findings and pians of correction are disclosable 14
days following the dale these documents are made avaitabla 1o the facility. ¥ deficlencies are cifed, an approved pfan of correction Is requisite fo continued
program participation.
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s=p | INTERESTS/NEEDS OF EACH RES
5 §483.15 () (1) ACTIVITIES
The factility must provide for an ongoing program MEET INTERESTS/NEEDS OF
of activities designed to meet, in accordance with . o
the comprehensive assessment, the interests and EACH RESIDENT: The facility
the physical, mental, and psychosomal well-being _ must provide an ongaoing

of each resident. program of activities designed

|
I
|
to meet, in accordance with

ghis REQUIREMENT is not met as evidenced the comprehensive
Y. .
Based on observation, interview and record assessment, the interests and

review, the facility failed to provide supplies to physical, mental, and |
promote a program of appropriate leisure

activities for cognitively impaired residents on one psychosocial well-being of

of four units, including sample Residents #14 and each resident.
89, and other residents of the Alzhiemers Living
Center (ALC). This unit was separated from other On 7/6/12 an in-service was

units by a secured door, which resulted in the 16 . L
residents who lived on the unit having little or no given to Recreational Therapy
access to other units. The limited availability of Aides and CNA's on the ALC

structured activities, and the observed lack of

supplies for leisure activities when staff were not unit ta teach skills to better

! present, placed these residents at risk for | ‘ engage residents during group
- decreased stimulation and a diminished quality of | settings to ensure staff are
life. '

interacting with all residents
Findings include: during activities.

Resident #14 was admitted on |IIIvith care
needs related to dementia. An initial activity

assessment dated 3/22/10, identified interests |
such as sports, TV, cards, gardening and being
outdoors. This resident's care plan, dated 4/2/12,
identifed a similar range of activity preferences.
Review of recent flow sheets for May and June

i i
i i
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(X5}

[ otherwise interact with staff or other residents.

. available for residents on the unit.

2012 found he attended the same aclivities neatly
every day (Coffee, current events, music,
walking). When observed on 6/21, 6/22. 6/25
and 6/27/12, he passively observed most
activities, except for drinking coffee or eating
snacks. During the survey, he was observed to sit
in a haliway or dining room, and was not
observed to be involved in sports, gardening or
being outdoors.

On 6/25/12 between 9:15 am and 9;25 am,
Resident #14 was seated in the dining room. A
talk show was on the TV in the dining room,
which Resident #14 and two other residents did
not watch. During this time, four male residents
paced in the hall or stood near the nurse's station
(Residents #34, 43, 88, 89). No activity, or
materials for resident activities, were observed in
areas where residents might use them.

Al 8:30 am, a staff member brought a cart with
coffee and bananas into the dining room. Six
residents were present, and were served coffee,
By 9:45 am, there were eleven residents in the
dining room, including Residents #14 and 89.
They accepted coffee and drank it, but did not

As residents drank coffee and ate bananas, a
staff person read several brief news stories from
a paper. There was little other interaction
observed between staff and residents. At 10:10
am, the activity concluded, and as staff left the
dining room, most residents drifted out.
Residents #14 and 89 remained seated. A
second observation of dining roem cabinets and a
TV lounge found no items for leisure activities

Activity Assessments for
residents #14 and #89 were
updated to reflect residents’
current needs and interests
based on interviews of staff
and observations made by
Recreation Therapy Manager
(RTM] due to residents’
cognitive impairments,

On 7/17/12 an in-service of al}
recreational aides was
conducted concerning proper
documentation on Recreational
Therapy Fiow sheet for
adequate participation of
residents during activities.

On 7/6/12 a number of activities
such as big print books, picture
books, dominaes, and cards
were placed in the ALC dining
room for residents to use at
their leisure. A small basket of
additional leisure items wiil be
available to residents on
7/20/12. tems will inciude
stress balls, blocks, cotton balls,
varn and pictures, and can vary

; daily.

(X4) 1D
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7/13/12 The Care Plans &
F 248 : Continued From page 2 F 248 :
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At 10:20 am on 8/25/12, observation of an
enclosed outdoor area designated for use by ALC
residents found it had a paved path and two
benches. Several raised beds for planting were
present in this area, and had a few random
sprouts, but no flowers or cther vegetation which
might provide visuat or sensory stimulation for
residents. Residents occasionally walked in the
area, but there were no items provided for games
or other types of leisure activities for residents.

On 6/27/12 at 10:30 am, a nursing assistant
(Staff P) was in the ALC dining room with five
residents who were eating a snack and waiting
for staff to bring in coffee {Residents #14, 52, 81,
89 and 102). Staff G entered with coffee and
served it fo residents. Af 10:45 am, residents
drank coffee as a TV talk show played, which
involved cooking with gourmet foods. No
residents were attending fo the program. There
was one newspaper for residents to share; only
one resident appeared to read it

At 10:80 am, a tray with more snacks was
brought in. Staff G left with the coffee can, and
Staff P started a game of dominoes with 2
residents. Resident #14 and 89 sat holding ]
coffee cups. At 11:05 am, Staff G and P left the
dining room and six residents exited. Residents
#14 and 89 were seated in the dining room,
asleep.

On 6/27/12 at 12:10 pm, eleven residents were
seated in the ALC dining room, waiting for lunch.
One staff member was charting, and did not
interact with residents. The items available for
residents earlier {set of dominoes and a
newpaper) were not present. The TV was tuned

i

The RTM will randomly audit the

The activities Dept. is planning a

A, BUILDING
B. WING
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F 248 | Continued From page 3 F 248 A music system and sensory

boards are 1o be placed at the
ALC nursing station on 8/3/12.

The ALC TV lounge is being
transformed In to a sensory
stimulation room. Planning took
place on 7/14/12. An outline of
room sét up and order of
needed supplies was completed
on 7/18/12.

TV station 3x/daily to ensure
that residents have a channel i
that is of interest and
appraopriate for them.

Beginning 7/18/12 additional
newspagers are now ava%labié
for residents interested in
reading the paper.

Garden Party to take place
8/12/12. Initial calls were made
to resident families on 7/16/12
& 7/17/12 to invite them to this
event. Invitations to residents
and their families will be sent

s
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to a news program, which none of the residents
looked at; Resident #14 was sealed, asleep.

! Activities which addressed the interests and

abilities of residents with significant cognitive
impairments were not provided during muitiple
chservations througheut survey. When
scheduled activities ended, supplies were
removed by staff, leaving residents with minimal
options for involvement in meaningful activities.
Observations in resident rooms, dining room and
resident lounge, found no supplies for

t unstructured lefsure activities available

{magazines or books w/ photos, basic materials
for games that would be familiar to these
residents, plants/ flowers), except when a
scheduled activity occurred.

On 62712 at 12:25 pm, during an interview with
a member of the activity staff (Staff G), the
observations of a lack of materials to encourage
activities for residents of the ALC was discussed.
She stated staff had been iold io remove a
basket of activity items out of the utility room by a
State fire marshal. When asked why items for
resident activities were stored in a locked room
where residents couldn't access them, she
replied they would get lost if left oul. When asked
about the lack of basic supplies for resident
leisure activities, she said there were no funds for
activity supplies for that department.

6/27/12 at 2.20 pm interview with the Activity
Coordinator (Staff F) revealed she had started
this position two weeks previously, and was
reviewing needs of residents and prior activity
programming. When asked aboui the observed
tack of supplies for non-scheduled leisure

party were ordered 7/19/12 and
inciude such items as wind
chimes, pin wheels, plants and
outdoor activities.
To ensure that Hesidents have an
OV O DIogram of activities thel moeks
their interests and abiltties, the Koo
Phorapy Mer will re-assess rosidents
ared roview anet rovise the plan of care

fE
Pk RO,

1) be made 2

_:}%_;g::fv AVEAS WL

frimare aotivin

L e

to residents byom
ALL enit Reo Therapy steff and
mursine statl will be im-serviced on
BT/ to ensure they are aware o
fetsure aotivity items evallabifity ana
hew to engaye residenis in menninpfol

ieracrfion and activizies,

oo, Therapy Managey widl cond
wisekby audits 0 ensure that leisur
activity ttems are avadable for resident
ase atb afl times, Addidonally, Koo
Therapy Manager wili conduct monthly
OF audit of resident activity log

sidents are nvolved i

cnwure that
activitios which they have an infovest in
arwd are apoeopriate for thent

VPO v

Fre Therapy Man.

Admmastrator bensue comphiance,
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| residents sitting with nothing for staff to engage

Continued From page 5

activities for ALC residents, she said she was told
there was "no budget for the activity department”
when she asked. When observations of

them (books, magazines, music, simple games)
before funch, she said they do offer bingo and |
music, but acknowledged there weren't many
supplies for residents (dominoes and a deck of
cards). Observations of the TV being tuned to |
programs which were unlikely to hold a resident's
attention (gourmet food, world news) were also
discussed. When the observed lack of plants,
flowers or games for residents to observe/

engage in outdoors was discussed, she said she
had ideas of what she would fike to do for
residents on the unit, but hadn't been able to start
them yet.

On 6/27/12 at 1:50 pm, a meeting with the DNS
was held to discuss the above concems
regarding the lack of activities and leisure
supplies for residents of the ALC. When concerns
were described, she said she planned to meet
with Staff F to help develop appropriate activities/
supplies for ALC residents.

On 6/28/12 at 9.30 am, the availability of funds
and leisure supplies for ALC residents was
discussed with the facility's Admininistrator. When
asked about a budget for supplies, she stated,
"They don't have a fixed budget, but we will
provide whatever materials they need." During a
discussion of the observed lack of activity
materials for resident leisure activities, she stated
she believed this was a situation which the new
Activity Director would resolve.

483.15(h)(2) HOUSEKEEPING &

F 248

F 253
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88=E | MAINTENANCE SERVICES
- . . F253
The facility must provide housekeeping and ‘
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior. 5483.15 (h) {2) HOUSEKEEPING
& MAINTENANCE SERVICES:

This REQUIREMENT is not met as evidenced The facility must provide
by housekeeping and
Based on observations and interview, the facility maintenance services
failed o provide maintenance services, including
repairs of damaged sinks/ equipment for
residents on one of four units, and failed fo sanitary, orderly, and
ensure residents on 3 of 4 units were provided
with safe storage of valuables in locked drawers.
Failure to provide mainienance services placed
residents at risk for loss of property and a On 6/21/12 residents #3 and #

diminished guality of life. ' -S4 were given numbered

necessary to maintain a

comfortable interior.

Findin'gs inciude: nightstand keys appropriate for

their nightstands and master
In an interview with Resident #54 on 6/20/12 at keys were collected.
9:30 am, she alleged money had been taken from
her locked drawer "a few months ago™ The
resident stated she reporied the incident to the
facility. On 06/20/12, the resident's key was used nightstands in the facility was
and found to open her lockable drawer, as well as conducted and completed
the drawer of her roommate.

7/13/12 to ensure safe and

On 06/20/12, Resident #3 provided his key for secure storage of valuables,
the lockable drawer in his room. Observations
revealed the key also unfocked the drawer used
by his roommate. On 86/20/12 at 2:05 pm, rounds
were made with a Resident Care Manager (Staff
C). Arandom check of rooms 308, 312, 313,
318, 322 and 323 revealed the key would unlock
all drawers in these rooms.

A complete audit of all resident

i

FORM CMS-2567(02-89) Previpus Versions Qbsolete Event 1D NFVP11 Facilidy 1D: WA40450 if continuation sheet Page 7 of 28

JUL 202012

DSHS/ADSARCS




PRINTED: 07/10/2012

DEFARTMENT OF HEALTHAND HUN ' SERVICES EORM APPROVED
CENTERS FOR MEDICARE & MEDICA. SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
B. WING
505489 ‘ 06/28/2012

NAME OF PROVIDER OR SUPPLIER

SEA MAR COMMUNITY CARE CENTER

STREET ADRRESS, CITY, STATE, 2IP CODE
1040 SOUTH HERNDERSON STREET

SEATTLE, WA 98108

'| areas of vertical scrapes and gouges in the wall.

On 06/21/12 at 8:15 pm, random checks of
lockable drawers were done with a CNA (Staff 8),
using the key of Resident #3. The key unlocked
all the drawers in resident rooms 214, 215, 220,
221.

On 06/25/12 at 2:30 pm, Staff A stated they have |
had this furhiture for "quite some time". When it
arrived, keys were given to each resident. She
acknowledged Residents #3 and #54 were given
master keys for the locking drawers and this
should not have occurred.  was not known how
many other residents or staff potentially had
access to master keys for these drawers.

LACK OF MAINTENANCE SERVICES:

On 6/26/12 at 8:55 am in room 339, the
laminated counter top around the sink was found
toc be torn and damaged. On 6/26/12, similar
findings were noted for the counter top around
the sink inroom 348.

On 06/25/12 at 9:00 am, the leff armrestof a
reclining wheelchair used by Resident #47 was
torn and partially missing. The wall behind the
Resideni's bed was cbserved to have multiple

On 6/19/12 at 2:30 pm, observation of Resident
#103's wheelchair revealed the left armrest of his
wheelchair was scraped and torn.

On 6/27/2012 at 2:00 pm, rounds were made
throughout the facility. Locse handrails were
found in the halls cutside rooms # 216, 344 and
350, A handrail was missing from the wall
outside the elevator on the 3rd floor,

E 1D SUMMARY STATEMENT OF DEFICIENCIES v
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ]
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On 7/17/12 all management
team members were in-serviced
as to resident secure belongings
key policy form and that each
nightstand has a numbered key
and master key. No master keys
will be assipned to residents.
Master keys will be used for
administrative use only in the
event the resident misplaces
numbered nightstand key.
Laminate counter tops around
sinks in rooms 339 & 345 will be
replaced no later than 8/12/12.

Temporary wheelchairs were
provided to residents # 47 and #
103. Resident # 103°s previously
ardered chair will be delivered
7/26/12. The VA will provide a
new chair for resident # 47,

The loose handrails in the
haflway cutside rooms 216, 344
& 350 were repaired £/26/12.

Weeldy audits of all facility
handrails witl be conducted for
the next 90 days to ensure
compliance and monthly
thereafter.

If continuation sheet Page 8 of 28

RECEIVED

JUL 202012

DSHS/ADSARCS




DEFARTMENT OF HEALTH AND HUM

' SERVICES

CENTERS FOR MEDICARE & MEDICAw SERVICES

PRINTEE: O7/10/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

505489

(X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETED
A BUILDING
B. WING
06/28/2012

NAME OF PROVIDER OR SUPPLIER

SEA MAR COMMUNITY CARE CENTER

STREET ADDRESS, CITY, STATE, ZiF CODE
1040 SOUTH HENDERSON STREET

SEATTLE, WA 98108

E

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES E 15 PROVIDER'S PLAN OF CORRECTION (X5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHCULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
Faciity Managoy and Admimsirator to
F 253 Continued From page 8 F 2531 crsure comphiance
) F280
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88=D | PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the taws of the State, fo
participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and cther appropriaie staff in
disciplines as determined by the resident's needs, |
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
fegal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by:

The following citation refers to paragraph #2 in
the above regulation, 42 CFR 483.10m(k):

Based on observations, interviews and record
reviews, the facility faited to revise the care plans
for Residents # 73, 71 and 9, three of 37 sample
residents, to ensure care plans accurately
reflected current care needs and interventions for

these residents. Failure to meet this requirement

placed residents at risk for unmet care needs. i

§483.20 {d) (3), 483.10 (k} (2}
RIGHT TO PARTICIPATE
PLANNING CARE-REVISE CP:
The resident has the right,
uriless adjudged incompetent
or otherwise found to be
incapacitated in planning care
and treatment or changes in
care and treatment.

A comprehensive care plan
must be developed within 7
days after the completion of
; the comprehensive
assessment; prepared by an
interdisciplinary team, that
inciudes the attending
physician, a registered nurse
with rasponsibility for the
resident, and other
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l Findings include:

RESIDENT #73:

Resident #73 was admitted in -with
care needs related to

B - b'adder assessment dated 4/21/12
included information that Resident #73 had a

| history of urinary incontinence prior to 2011, and
identified risk factors which increased the
likelihood of incontinence. This assessment also

stated the resident needed physical assistance
from staff with toileting.

His Minimum Data Set (MDS) assessment, dated
5/22/12 identified this resident as needing
extensive assistance from one staff person with
toileting. He was also assessed as ajways
incontinent of urine. His current care plan, dated
5/2/12 included directives to staff such as "Check
res every 2 hours and assist w/ toileting as
needed" and "Provide pericare if incontinent”.

On 6/22/12 at 12:20 pm, Resident #73 walked
past the nurses' station. An area of wethess was
present on the back of his pants. A nurse who
alsc observed this asked an NAC to change the
resident. When observed on 6/25/12 and
6/27/12, Resident #73 was not taken into the
bathroom to be toiieted. On 6/27/12, the
resident's assigned caregiver, (Staff P) was
asked how often Resident #73 was toileted. She
replied, "Oh, we can't...he fights if | try to take
him. It takes two staff to change him." Review of
the current care plan did not reflect this change in
the resident's care needs.

RESIDENT #71:

as determined by the
resident’s needs, and, to the
extent practicable, the
participation of the resident,
the resident’s family or the
resident’s legal
representative; and
periodically reviewed and
revised by a team of qualified
persons after each
assessment.

Resident 873

On I ' <sicent had a
fult Bowet and Bladder
assessment completed, the Care
Plan updated, and the CNA flow
sheets updated to his physical
assistance needs with toileting.
In addition, the Bedside Care
Plan/ CNAs Kardex will have
current individualized
toiteting/etiminating pian and
when indicated documentation
of how he may have refusal of

his care needs.

i
!
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Restdent #71
F 280 | Continued From page 10 F 2801

;; needs related to impaired mobifity and other
complex medical conditions. His most recent

i This resident was iast admitied on ith
diagnoses of
i among other conditions.

This resident was initially observed on 6/20/12,

Resident #71 was admitted [ with care

MDS assessment, dated 5/8/11, identified the
resident’s vision as impaired. It noted he needed
large print in order to read, and did not have
glasses. Review of his 5/4/12 care plan found this
problem with his vision had not been addressed.

On 6/27/12 at 4:30 pm, interview with the MDS |
coordinator (Staff H) revealed the option of
having the resident seen by the optometrist for
glasses had been discussed with his family in the
past, but was declined. She stated staff had
been working with a new legal representative to
address this need. After reviewing the care plan,
Staff H acknowledged the resident's impaired
vision was not addressed in his care plan and
needed to be added.

RESIDENT #9:

and during the course of the survey, to self-propei
herself in a wheel chair around the nursing unit.
She was observed to need extensive assistance |
of one person for transfers, being able to stand |
only with knees bent. While in bed, she was not
able to extend her legs out straight.

Her hands were essentially non-functional
bilaterally due to having her fingers clutched
tightly to her palms. Her nails were long and
sharp, but had not broken the skin. The paims
and fingers of her hands were soiled with matter

vision and place current

his vision deficits.
Resident #9
was submitted to the
evatuate for both upper
extremities (hands),

recommendations for

and initiate therapy.

|

On June 27, 2012, a Care Plan
was implemented on his vision
impairment. A referrai was
submitted for evaluation by the
optemetrist to enhance his

interventions on the care plan.
Restdent is scheduled to see the

optomertrist on July 31, 2012, All
plan of care will be updated to

all nursing disciplines relatad to

On June 27th, 2012, & referral

Occupational Therapy {CT)to.

contractures preventive care
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i Mobility, dated 3/19/12, described the resident as

| motion, with an intervention of needing limited

Licensed Nurses, but was repeatedly
documented on the Medication Administration
Record (MAR) as refused.

On several occasions, the surveyor attempted to
evaluate whether the resident could extend her
fingers. The resident would grimace, pull back
her hand and state that it hurt her. Both her
nursing caregiver and the Restorative Aide, Staff |
M, stated the resident was very resistive to
allowing anything to be done with her hands, that |
she would state it hurt, and start ¢rying and |
screaming.

The most recent Minimum Data Set (MDS) of .
5/14/12 documented the resident’'s functional
abilities for mobility as needing extensive
assistance of one person, but bathing and
personal hygiene/grooming as total asssistance
of one person. Range of motion was scored as
being impaired for her upper extremities, but
unimpaired in the lower extremities. She was not
receiving any skilled therapy at this time, but was
involved with the Restorative Program for lower
extremity passive range of motion (PRCM),
transfers, and walking.

The most current Care Plan for Impaired Physical |
having limited lower extremity/knee range of
assistance of one person.

The most recent Care Plan for Self Care Deficit,

dated 5/15/12 did not accurately reflect her need
for extensive assistance with grooming/hygiene,

]

nor identify any specific interventions related to

(X4 iD SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (X5)
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DEFICIENCY} |
i
F 280 Continued From page 11 F 280
and malodorous. Nail care was to be done by PT and ST also screened the

resident for further therapy
needs. On June 28, 2012, the
physician assessed the resident
hand contractures. The
physician was able flex her
fingers bilaterally without pain
and documented the status of
the contractures. OnJjune 28, |
2012, the medication | INNINva: |
ordered to be administrated
prior to OT therapy to alleviate
any discomfart. In addition, |
Tylenol was ordered to decrease ]
pain, if she comptains of pain
prior to therapy treatment. A
hand cream was ordered to
place on hand, prior to OT
working with her to decrease
pain and joint discomfort. The
resident care plan was updated
and CNAs fiow sheet
interventions were to wash her
hands BID and after meals.
Resident remains on nail care

and skin checks.
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Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced

|
|
|
i
|
|

D was conducted with CNAS to
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F 280 | Continued From page 12 F 280 ;
P 9, ) . Care plan will indizate her skin
the hands for grooming, dressing or hygiene, ,
One intervention stated to refer to the Restorative | careand nail care to be
care plan, which only focused on the need for evaluated at the time that she
lower extremity goals and interventions, receives the PRN meds to
During an interview on 6/26/12 at 1:00pm with prevent avermedicating the
Staff D, Resident Care Manager of 2nd fioor, the resident, More effective
!t resident’s functional status and care plan com ot } l
'| interventions were discussed. Staff D communication among the
acknowledged the lack of care plan revision to interdisciplinary team will
reflect current functional status, as well as lack of provide consistency to the
interventions to address biiateral hand . .
impairment. She stated that beter assessment and care planning of
interdisciplinary communication in assessment the resident. The Care Plan for i
:ggggh?ai setting was needed, and would be Self Care Deficit will address the A
. ] hands for grooming, dressing
After the 5/14/12 comprehensive assessment, the and hygiene. Upon completion
facility failed to accurately update and revise the | FOT corvicps - i
plan of care to reflect the resident's most current ] Cf o1 Sem?es’ d_REStDraW%’
functional status, nor did the facility identify the | program will be implemented to
need for intervention of care related to the 5 reflect resident care needs.
impairment of bifateral hands.
The 5/14/2012, MDS indicates
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 functionalimpairment of upper ~
88=D | HIGHEST WELL BEING and fower bilateral extremities. ?jci ) ‘2.

OnJuly 3, 2012, an in-service

report to ficensed nurses {LNs)
any changes regarding residents
care needs,

FORM CMS-2567{02-89) Previous Versions Obsolets

Event iD: NFVP11

If continuation sheet Page 13 of 28

RECEvER

JUL 202012

DSHS/ADSA]RCS



F280 CONTINUED...

On 7/27/2012 and 7/31/2012,
all staff will be in-serviced on
proper reporting to tNs any
changes in resident care needs
specifically on vision deficits,
and individualized
toileting/eliminating plan with
how residents may refuse their
care needls,

In order to maintain compliance,
the Nursing department will
perform maonthiy audit of
Resident Bowe! and Bladder
Assessments and Care Plans to

ensure comprehensive care
plan, interventions that meets
resident’s current care needs.

Audits resuits will be reported at
the monthly Qf meeting. The
Administratar, RCMs and DNS

are to ensure compliance,
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F 309 Continued From page 13 | F 308
by F3095
| Based on observation, interview and record
| review, the faciiity failed to recognize and assess £483.25 PR
§ symptoms of pain for Residents #47, 9 and 54, ) OVIDE
three of three residents reviewed for pain CARE/SERVICES FOR HIGHEST
management. The facility falled to consistently : . WELL BEING: Each resident

recognize verbal and non-verbal indicators of
pain, or to evaluate the resident’s level of pain
I and the efficacy of current pain management ) must provide the necessary
approaches, Failure to identify and effectively care and . )
manage symptoms of pain for these residents and services to attain or

must receive and the facility

resulted in a potential decrease in their physical | maintain the highest
and emotional well-being and diminished quality racti .
of life. practicable physical, mental,
| and psychosoccial well-being, |
Findings include: in accordance with the |
RESIDENT #47- % ‘ comprehensive assessment
On 8/20/12 at 9:05 am, Resident #47 was and plan of care.
observed as a female staff member placed a
splint on the resident's lefi arm. He was moaning | Resident #47

or saying "Ohh--Oww.." several times as she I
applied the splint. Approximately 10 to 20 . .
seconds after the splint was in place, the resident | On®/27/2012, this resident’s !
stopped moaning. pain assessment was updated to
On 6/26/12 at 6:45 am, Resident #47 was reflect current pain status. |
observed as a nursing assistant (Staff Q) dressed '

the resident in a t-shirt. He moaned and grunted
as she moved his arms. At 8:10 am, a 6/27/2012 refating to
Restorative Alde (Staff M ) approached the int : I
resident and told him she was going to help him nterventions when pain is
| with his Range of Motion (ROM) exercises, and
put splints on his arms. Staff M used a warm, wet |
towel fo wash Resident #47's right hand. As she
did this, he began to shake his heal "No". As Staff i
M extended his fingers to wash them, he began
to call out with increased frequency and volume,

Staff M was directly educated on

observed,
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(Xay 1D |

i mg to be given "as needed" {prn) for pain, Review
| of pain assessments for Resident #47 recorded

| "Because he doesn't like i" (ROM). When asked

i several times over 2 to 3 minutes. Once the splint
1 was in place, Staff | was asked what she thought

and shook his head 'No" repeatedly. As this
occurred, Staff M continued to wash the
resident’s hand and arm. When she stopped to
get a second towel, the calling out decreased
after approximately 30 seconds.

As Staff M began to wash Resident #47's left
hand with a warm iowel, he began to grimace and |
shake his head "No" after 15 to 20 seconds. |
When she extended the fingers of his left hand,
he again called out "Ohh.... Oww..." several
times. When Staff M was asked about the calling
out, she replied "Well, he usually does that".
When asked if she had told the nurse about this
behavior, she said she had. When asked if she
thought the resident was in pain, she did not
reply. When asked why she thought Resident #47
was moaning and saying "Oww", she replied,

why she thought he didn't like it, she replied,
"Because it hurts...”

At 925 am on 6/26/12, an RN (Staff 1) was asked
to cbserve the conclusion of Resident #47's ROM
treatment with the surveyor. As Staff M

continued with splinting his left arm, Resident #47 |
grimaced, shook his head "No" and said "Oww"

about the behavior. She said, "It looks like he's in
pain."
She looked at the resident's Medication

Administration Record (MAR) and found the
resident had a physician's order for Tylenol 500

by each shift in the MAR during May and June

SUMMARY STATEMENT OF DEFICIENCIES I8 PROVIDER'S PLAN OF CORRECTION (X5
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F 309 | Continued From page 14 F 309 On 6/27/12 the Rehab

department was in-serviced on
recognizing verbal and non-
verbal indicators of pain and to

© report to licensed nurses so that
they can assess and evaluate the
resident’s jevel of pain and
provide pain management.

Staff O was in-serviced on
7/19/12 related to interventions

" concerning pain management.

On 7/27/12, and 7/31/12 further |
in-servicing will be provided |
concarning pain management
for all direct care staff.

Resident #9

6/27/12, the Treatment nurse
observed and assessed her hand
and found no signs and
symptoms of skin breakdown.

On June 27, 2012, the LN
administered Tylenol for pain
related to Restorative program
prior to treatment 10 the

© pxtremities.

'
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. ' On 6/27/12 the Rehab
F 309! Continued From page 15 F 309 127/

2012, found all nursing staff documented the
resident was not having pain. Further review of
the MAR found he had received only one dose of
prmn Tylenol in mid May, despite Staff M's report
the resident "usually” presented with similar
reactions to ROM/splint application.

Review of this resident’s care plan, dated 4/25/12,
revealed it addressed problems of chronic neck
pain, and directed staff to "monitor for verbal and
non-verbal pain sx". Review of quarterly
Restorative Therapy evaluations dated 2/2/12 and
4/5/12 did not identify any problems with
symptoms of calling out or other non-verbal signs
of pain for this resident. Review of Restorative
Aide flow sheets for Aprii, May and June 2012,
revealed no documentation by Restorative staff
identifying verbal or non-verbal signs of pain
symptoms for Resident #47 until after his
treatment on 6/26/12.

On 6/26/12, Staff C was interviewed. She stated
she was responsibie for supervising the
restorative services for the floor on which
Resident #47 resided. When asked how often
she observed Restorative Aides as they provided
ROM care for residents, she stated she did this |
"every day". When asked if she had recently
cbserved Staff M providing ROM/ splinting for
Resident #47, she replied, "No". The
observations from earlier in the morning, and
concern that staff had not recognized or reported
symptoms of pain to the nurse were reviewed.
The faitlure to request medication for this resident
once he began grimacing / showing non-verbal
signs of pain was also discussed.

The above findings, including a lack of

department was in-serviced on
recognizing verbal and nan-
verbal indicatars of pain and
report to licensed nurses to
assess and evaluate the
resident’s level of pain and
provide pain management.

On 6/30/12 resident received
full hand and nail care.

The Quarterly Pain assessment
and MARS flow sheets will
indicate resident need of pain
medication and be updated by
nursing staff.

Cn7/27/12, and 7/31/12 further
in-servicing will be provided
concerning pain management
for alt direct care staff.

Resident #54

On 6/27/12 the resident’s pain
assessment was gone to reflect

her currant pain status.
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: she was referred to the Restorative Nursing

documented information reflecting this resident's
pain was also discussed with the facility's DNS at
1:30 pm on 6/26/12. She stated she would be
reviewing care of Resident #47 and other
residents with contractures.

RESIDENT #9:

On June 20, 2012, Resident #9 was laying in bed,
awake and alert, with her legs drawn up and
bilateral hands positioned inio fists. When asked
if she could uncurl her hands she stated "No, not
much". She was able to partially open the index
and thumb to make a pincer movement. She said
it 'hurt’ if she tried to open further. 1t was also
noted the palms and fingers were heavily soiled
with matter, and maledorous. Her fingernaiis
were sharp and long, and pressed into the palms
of her hands. No open areas could be observed.

She was not able to fully extend her legs, as they
were bent at the knee at approximately a 90
degree angle. She was otherwise able to move
her arms and legs freely. She was cobserved
throughout the survey to self-propel herself in a
wheeilchair.

The clinical record shows she received
Occupational Therapy until February, 2011, when

Program (RNP). Stated goals for this resident
included the use of 'carrots' or hand rolis for 1-2
hours as tolerated, and Active Range of Montion
(AROM]) to open hands for hygiene, as well as for
four wheel walker safety. The use of the hand
splints was discontinued due to refusal by the
resident. Nursing staff was responsible for
monitoring and cutting her nails every two weeks,
but the MAR flow sheets documented refusal.

Resident was started on
o 2ccress her
: depression and neurcpathic
pain,

On 7/17/12, the providers were
notified to identify pain on their
Bimonthly Evaiuation/Progress
notes for those residents whom
they visit and assess.

On7/27/12 and 7/31/12, RCMis
will conduct an in-service to all
direct care staff on effective
communication among the
interdisciplinary team in order to
provide consistent care and
follow resident plan of care.

The resident’s individualized
plan of care will be reviewed
quarterly and as needed by the
RCM/LN.

audit residents pain
management.

The Nursing department will .
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resident had no record of receiving any pain

Continued From page 17

The Restorative record showed that the resident
had a long history of refusing treatment for her |
hands and legs, to the point the resident only
accepted passive ROM on her legs. Quarterly
Restorative Notes repeatedly showed during
treatment the resident would "scream and cfo
[complain of] pain” (4/14/11). On 7/1/11, Staff v,
Restorative Aide, charted "even know [though] i
always ask the nurse to pre-medicate before her
exs., i been doing PROM [passive range of
mofion] for her lower extremities, is hard to do her
upper exts". Quarterly Restorative Progress
Notes from 4/14/11 to the last notation on
2/28/12, all documented the resident exhibited
and verbalized pain during attempts at treatment.

The Care Plan for High Risk for Pain, initiated on
111, revised on 1/7/12, and lastly on £/15/12,
stated to "to assess pain, give pain medication as
ordered, abserve for nonverbal sign of pain,
among other interventions.

Pain management for this resident consisted of
an order for Tylenol 650mg as needed for
arthritis, but was changed on 4/28/11 to ibuprofen
400mg every 4-6 hours as needed for DJD
(degenerative joint disease), pain and fever. The

medication, and the Ibuprofen was discontinued
for "non-use" on 12/6/11. Quarterly Pain
Assessments by nursing were all scored as
negative for pain, and the MAR flow sheets to
monitor for daily pain were all negative.

On 6/28/12, the resident's attending physician,
Staff U, visited the resident to assess the resident
for "possible hand contractures and related pain'.

i

F 309

Audit results will be reported at %
the monthly Gl meeting. NS,
RCMs, Physical Therapist, and
Adminisiration will ensure
compliance,
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! rather than 'true contractures'. During an

: Resident #54 suffered from ;
mong other conditions. On I

Continued From page 18

The attending Progress note stated that he "was
able to easily extend each and all fingers without |
difficulty or pain”, and stated the problem was |
"postural hyperflexion of fingers/hand bilaterally"

interview on 6/26/12 with the Resident Care ;
Manager, Staff D, she stated the resident's
screaming and refusal of care could be from
behaviors related to anxiety.

Failure to recognize and provide pain medication
when the resident stated she was in pain, and the
lack of communication between Restorative and
Nursing staff regarding the origin for her refusal
of treatment, contributed to a decline in the
phyical functioning and untreated pain for the
resident.

RESIDENT #54:

06/20/12 at 9:40 AM, Resident #54 stated she
was having pain from the waist down and the pain
was severe with movement. She stated she
ceuld not tolerate narcotics and she only took
Tylenol for pain. She stated she was depressed
and preferred to stay in her room. She was
tearful and had a sad affect. She acknowledged
that her mood might improve if her pain was
controlled. During the survey period the Resident
was observed to be self-isolating. She ate very
little and was tearful at times.

A review cf the 02/06/12 MDS (Minimum Data
Set) revealed the patient was feeling depressed
and was having trouble concentrating. The
Resident required extensive assistance for ADL's

F 308
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| pain medications.

Continued From page 19

{activities of daily living) and was scored as
having no pain. Areview of the 04/25/12 MDS
revealed the resident had a decrease in her
mental status. She was scored as having pain at
a level of 10/10 and her activites were limited due
to pain. She was not on a scheduled regimen of

A review of the MAR from 05/01/12- 05/30/12
revealed the resident complained of pain 33
times, and 22 times from 08/01/12- 06/26/12 and
received only Tylenol for pain. On 6/26/12 at 2:50
PM in an interview with Staff R, LN, she stated
the resident only had Tylenol for pain and was not
on a scheduted pain regimen.

On 6/28/12 at 9:45 am, in an interview with Staff
C, the RCM, she stated Resident #54 had
received a psychiatric evaluation in July 2011,
February 2012, Aprit 2012. On 06/11/2012 was
seen by the facility physician. She acknowledged
the Resident's pain had not been assessed
during those visits. She stated a formai pain
assessment was done on 5/10/12 by the nursing
staff and the Resident had no complaints of pain.
There was no evidence that medications specific
for the treatment of neuropathic pain had been
considered or attempted.

483.25(a)(3) ADL CARE PROVIDED FOR
DEPENDENT RESIDENTS

A resident who is unable to carry out activities of
daily living receives the necessary services to
maintain good nutrition, grooming, and personal
and oral hygiene.

F 309!

glajn-
F 312

E312
§483.25 (a) {3) ADL CARE

PROVIDED FOR DEPENDENT
RESIDENTS: A resident who is
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This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, it was determined the facility failed to
ensure residents who were unable to carry out
the activities of daily living (ADLs) received the
necessary assistance to maintain good grooming,
and personal and/or oral hygiene for four of 32
sample Residents (#23, 52, 47 and 9) who were
dependent on staff for assistance with ADLs,
This failure placed residents at risk for unmet
care needs and a diminished quality of life.

Findings include:

RESIDENT#23:

Resident #23 was a long-term resident of the
facility, with care needs related to dementia and
impaired mobiiity. Her most recent Minimum Data
Set (MDS) assessment, dated 6/4/12, identifed
this resident as needing total assistance from
staff with persoral hygiene, which included oral
care. Her care plan, dated 6/12/12, identified the

resident as being dependent on staff for oral care.

An interview with a family member on 6/21/12
revealed a concern about whether Resident #23
was assisted with oral care on a regular basis.

On 6/26/12 between 6:10 and 6:40 am, Resident
#23 was showered by a bath aide. After she was
showered and dressed, she walked up and down
the hall in a special walker. She was not provided
orai care while in the shower room and was not
taken to her room for oral care. At 11:05 am on
6/26/12, Resident #23's mouth and teeth were
observed. A significant amount of orange debris
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of daily living receives the
necessary services to maintain
good nutrition, grooming, and
personal and oral hygiene.

Resident #23

On 7/3/12 oral care plan and
flow sheet was updated to
reflect daily oral hygiene.

Resident #52

On 6/26/12 all residents were
assessed to have appropriate

oral care supplies labeled with
their names.

On 7/3/12 oral care pian and
flow sheet was updated to

reflect daily oral hygiene.

On 7/3/12 direct care staff was
in-serviced on resident ADLs &g |

2 H e

Resident #47

On 7/27/12 staff W was in-
serviced to provide ADL care on
a daily basis. Resident was
shaved on 6/27/12.
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was visible on her upper teeth, as well as debris N =
along her lower gums. The observed fack of oral On 6/28/12, resident had flow
care for this resident was discussed with Staff C sheet and care plans updated
at 11:15 am. indicating hand washing twice
RESIDENT #52: daily and after meais.
Resident #52 was admitted [l with care
 needs related to On 7/27/12 a referral was
His most recent MDS of 5/2/12 submitted to the Cccupational
assessed this resident as needing extensive h o7 (uate for
assistance from staff with Activities of Daily Living Therapy {OT] to evaluate fo
(ADLs), including oral care. Current care both upper extremities (hands),
directives for staff posted in the resident's room recommendations for
also identified his need for assistance with ADLs. : A
contractures preventive care
When observed on 6/26/12 at 5:45 am, a nursing and initiate therapy
assistant (Staff N) helped Resident #52 with iz
i morning ADLs. The resident was toileted, then - T2 o 2
i escorted to a sink. At 5:58 am, Staff N looked On 7/29/12 P1 ar_]d > (SO )
through several drawers by the sink, then exited screened the resident for-futther
the room and returned with several washcloths. | therapy needs. There were no R
Staff N washed Resident #52's face, but not his dditional skilled needs
hands, even though the resident had just used BEGIRIERIAls )
the toilet. Staff N then searched through cabinets, | indicated at this time.
and again left the room. He spoke briefly to a
nurse _(Staff 0), whq left the unit and returned a 0On 7/27/12 and 7/31/12, all
few minutes later with several toothbrushes. direct care staff will be in-
When Resident #52 was handed the toothbrush, serviced on ADLs, such as,
he brushed 'his teeth. While rinsing his mouth, the resident handwashing hygene,
water he spit out was pink/ bloody. When Staff N | 2ve olan for oral care
was asked about the lack of supplies for oral QFal Care, Care pian Joroial sars,
care, he said this was because other residents . and shaving for aii residents,
took them. (The supplies for the roommate were specifically dependent residents.
present in the cabinet). When Staff N was asked
how often Resident #52 received oral care, he
responded he didn't know because he worked on
call. Review of this resident’s Nursing Assistant
: |
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flow sheets found no recent refusals of care. " CNAs/RAs will communicate and
report to BT/OT/LN any changes
RESIDENT #47: ' in resident care needs in order
Resident #47 was admitied on with care {0 of te that all discipli
needs related toJHe 0 RIQIIOLE That @il SUSCIPIREs
also had are providing continuity of care
His most recent MDS assessment, dated 4/4/12, to residents.
identified Resident #47 as needing total '
assistance from staff with all ADL's including A monthiy Q1 audit witl b
shaving. His care plan, dated 4/25/12, aiso TRONTHEY LU audit witt be
identified his need for total assistance with all inltiated to monitor oral care
ADL'S. and shaving.
On 6/27/12 at 10:45 am, Resident #47 was ) o i
seated in a reclining wheeichair in his room. He RCMs, DNS and Ad@n'mat.Of
was dressed but was not shaved and had are to ensure compiiance.
approximately a day's growth of beard present.
At 12:40 pm, Resident #47 was in the third floor -
| dining room, waiting for lunch. He was unshaved.
Interview with staff revealed Resident #47's
: assigned nursing assistasnt on that day was Staff
i W. When asked if Resident #47 had received all
morning care that day, Staff W replied "Yes".
When asked if there was a reason he wasn't
shaved, Staff W replied, "l got busy, so there b
wasn't enough time to do it". During an interview
with the RCM (Staff C) at 12:44 pm, she was
asked about staff shaving dependent residents.
She stated "They should try to do it... but they can
do it on evenings too." When asked if shaving
male residents was a routine part of morning
care, she acknowledged it was.
RESIDENT #¢:
This resident was a long term resident with care
needs related to impaired mobility, arthritis, and
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Degenerative Joint Disease, among other
conditions.

Initially, on 6/20/12, and throughout the survey,
the Resident was observed to have her hands
tightly clenched into the palms of her hands. Her
fingernails were long and sharp, with soited
matter around the cuticles and palms of her
hands, and malodorous, When she was asked if
she could open her hands, she would pull back
her hand and state that it hurt. She could
self-propel herself in a wheel chair by using her
feet,

The Quarterly MDS, dated 5/14/12, scored the
resident as having impaired functional status. She
needed extensive assistance of one person for
mobility, transfers, and eating. She needed total
assistance of one person for personal grooming,
dressing and bathing. She had limited range of
motion in both upper and lower extremities, and
received Restorative therapy six times a week,

The Care Plan for Self Care Deficit, last updated
5/15/12, did not acurately reflect the residents
current functional level of total assistance.
interventions were directed toward tasks that
needed limited assistance from the caregiver. Her
therapy with the Restorative Program was
directed toward providing Passive Range of
Motion (PROM]) to her lower extremities, and
assistance transfering from bed to chair. Staff M,
Restorative Aide, stated that she always
attempted to wash her hands and do some
massage as well, but this was not formally part of
the Restorative orders. Staff M stated the
resident was often resistive to any interventions
with her hands,

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B OWING
5035488 06/28/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1040 SQUTH HENDERSON STREET
SEA MAR COMMUNITY CARE CENTER
SEATTLE, WA 98108
(X4) D SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 312 Continued From page 23 F 312

FORM CMS-28687(02-99) Previous Versions Obsoiete Event Il NFVP11

Facility iD: WA40450

If continuation sheet Page 24 of 28

RECEVED

JUL 202012

DSHS/ADSA/RCS




DEFARTMENT OF HEALTH AND HU?

N SERVICES

CENTERS FOR MEDICARE & MEDIC~1D SERVICES

PRINTED: 07/10/2012
FORM APPROVED
OMB NO. 86938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

505480

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETED
A BURLDING
B. WING
06/28/2012

NAME OF PROVIDER CR SUPPLIER

SEA MAR COMMUNITY CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1040 SOUTH HENDERSON STREET

SEATTLE, WA 98108

(X4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

1 PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(XS]
COMPLETION
DATE

F 312

F 37
S8=F

Continued From page 24

Interventions for the provision of care did not
recognize the severe impairment of her hands
and the effect of that impairment on her ability to
dress, groom or feed herself. There were no care
directives with a focus on her hands, with the
exception of the Licensed Nurse to cut nails every
two weeks. This was documenied as repeatedly
refused. Nursing did not provide interventions to
ensure hand hygiene, or prevention of further
decline in ADL function of hands.

483.35(i) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facility must -

(1} Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
failed to ensure dry goods were stored in a
sanitary manner. Additionally, the facility failed to
provide proper food handling for one resident
during meal service. Failure to properly store and
serve food under sanitary conditions created the
potential for food-borne iliness.

Findings include;

F 312

F3n

F371

§483.35 {i) FOOD PROCURE,
STORE/PREPARE/SERVE-
SANITARY: The facility must-
(1) Procure food from sources
approved or considered
satisfactory by Federal, State
or local authorities; and (2)

'~ Store, prepare, distribute and
serve food under sanitary
conditions.
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On 6/26/12 and 7/16/12 all

IMPROPER STORAGE OF DRY GOODS: kitchen staff were in-serviced
On 6/19/12 at 12:10 pm, during an initial four of
the dietary department, observation of the dry S
storage area revealed an opened bag of : preparation, distribution and
croutons, an open bag of cereal and a partially service of food using sanitary
used box of cake mix which had not been
resealed after opening.

on proper storage,

conditions per Sea Mar policy

and pracedure.
On 6/26/12 at 11:33 am, during a retumn visit to

the kitchen, several items which had not been 7/17/12 Staff J was in-services
securely resealed after opening were again ) ‘

observed. These items included a bag of dry to proper handling and service
cereal, a large bag of corn meal and two bags of of resident food using sanitary

dried beans had not been resealed after opening.
: procedures.

Interview with the Dietary Manager (Staff E) at
11:35 am revealed he had discussed the need to ! £/10/12 all nursing,
properly seal and store dry goods after the visit

rationat th istand .,
on 6§/19/12. He acknowledged the items observed recreational therapls =

on 6/26/12 were not resealed in a manner that restorative staff were in-

would prevent access by insects or vermin. & serviced to proper handling &
IMPROPER EQOD HANDLING: service of resident food using

On B6/18/12 at 12:30 PM, during observations of .. sanitarv procedurss -

the noon meal service in the third floor main SOOI onbitted corapiane "
diﬂing room, Staff J served lunch to Resident FOOd SEOERYE arnd sory g t‘eg;mr e,

#28. He was observed to touch the bun, lettuce a monthly audit will be conducied in

and sliced tomato with his bare hands as he - food services to ensure all tood is sotred
served the resident's meal. property and o dining room, to ensure

andd
procedures in serving /handling

ail ataff arve folowing policl

F441 :483,65 INFECTION CONTROL, PREVENT F 441
s8=E | SPREAD, LINENS

resident food ierms/ infection control

processas. Audit resuils will be

- . o veported as et of U process,
The facility must establish and maintain an L <k
Infection Control Program designed to provide a e g
safe, sanitary and comfortable environment and FOOL servicey LRredian, LN, s
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of disease and infection.

{a) infection Control Program

The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
{3) Maintains a record of incidents and corrective
actions related to infections,

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
communicabie disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

{3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

{c) Linens

Personne! must handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by: :

Based on observation and interview, the facility
failed to properly sanitize combs used by
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maintain an Infection Control
program designed to provide a
safe, sanitary and comfortable
environment and to help
prevent the development and
transmission of disease and

infection.

{a) Infection Control Program:
The facility must establish an
Infection Control Program
under which it- (1)
Investigates, controls, and
prevents infections in the
facility; {2} Decides what
procedures, such as isolation,
should be applied to an
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Program under which it - . . facility must establish and
(1) Investigates, controls, and prevents infections )
in the facility; maintain an Infection Control
(2) Decides Wh‘at procec!urgg, such as isolation, program designed to provide a
should be applied to an individual resident; and e d fortable
{3) Maintains a record of incidents and corrective safe, sanitary and comforta
actions related to infections. environment and to help
(b} Preventing Spread of Infection prevent the development and
{1} When the Infection Control Program transmission of disease and
determines that a resident needs isolation to infection
prevent the spread of infection, the facility must '
isolate the resident. , |p .
(2) The facitity must prohibit employees with a (a) Infection Control Program:
communicable disease or infecied skin lesions The facility must establish an
from direct contact with residents or their food, if .
direct contact will transmit the disease. Infection Control Program
(3) The facility must require staff to wash their under which it- (1)
hands after each direct resident contact for which :
oo ates, controls, and
hand washing is indicated by accepted Investig R
professional practice. prevents infections in the
. 3 facility; {2) Decides what
{¢c) Linens ‘ h as isolati
Personnel must handle, store, process and procedures, such as isolation,
transport linens so as fo prevent the spread of should be applied to an
infection,
This REQUIREMENT is not met as evidenced
by:
Based on observation and interview, the facility
failed to properly sanitize combs used by |
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! Failure fo sanitize items such as combs created

i comb was not sanitized after use. Further

| On 6/26/12 at 10:35 am, the above observations

residents in a shower room after each use.

the potential for transmission of infectious
conditions among residents.

Findings include:

On B/26/12 between at 6:10 am and 6:40 am, a

bath aide {Staff J) was observed as he showered ;

Resident #23. When the resident's shower was
completed at 6:30 am, Staff J combed Resident
#23's hair with a plastic comb. After combing her
hair, Staff J briefly rinsed off the comb under the
shower head, and placed it back on a shelf. The

ocbservation of the shower room after the resident
exited revealed there was no name on the comb,
and no confainer of a sanitizer in this area to

provide for sanitizing of combs between resident
use.

were shared with the DNS (Staff B) during a brief
interview. She was not aware of the lack of '
sanitizer for combs used in the shower room for
multiple residents.

Maintains a record of
incidents and corrective
actions related to infections.
{b} Preventing Spread of
infection: (1) When the
infection Control Program
determines that a resident
needs isolation to prevent the
spread of infection, the facility
must isolate the resident. (2}
The facility must prohibit
employees with a
communicable disease or
infected skin lesions from
direct contact with residents
or their food, if direct contact
will transmit the disease. {3}
The facility must require staff
to wash their hands after each
direct resident contact for
which hand washing is
indicated by accepted
professional practice.

On 6/26/12 sanitation solution
and containers were placed in

each shower room.
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F441 CONTINUED...

On B/26/12 Shower ctaff was in-
serviced on policy and
procedures developed, cleaning
schedule for changing of
solution on a bi-monthly
schedule and documentation of

completion.

An additional in-service was
nrovided on 7/20/12 to ensure
compliance.

The MSDS books were updated

with the appropriate paperwork
on 6/26/12.

The infection Control nurse will
audit the compliance bi-monthly
and report in Monthly Q.
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