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F 000 E INITIAL COMMENTS F 000 | Preparation and/or execution of this plan of
correction does not constitute admission or
This report is the result of an unannounced agreement by the provider of the truth of the
Abbreviated Survey conducted at Life Care , facts alleged or conclusions set forth in the i
Center of San Juan on 01/24/2014, 02/10/2014 statement of deficiencies. The plan of
and 02/11/2014. A sample of 8 residents was correction is prepared and/or executed solely
selected from a census of 43. The sample . = Pbecause it is required by the provision of
included 6 current residents and the records of 2 | . . fedetal and state law.
former/discharged residents. : o
F 2258
The following complaints were mvest;gated as Correction as it relates to the resident:
‘part of this survey: e ‘EN-involved in medication error for resident
:4 had a medication pass observation
2047235 b + rcompieted. LN compliant with the five
2047803 _ “rights of medication administration.
e Resident 4 was interviewed and denies the
. The survey was conducted by: | urinal was intentionally placed out of reach
' ~, MS, RN-BC ~. | and reports it was a one time occurrence and
i ' has been resolved.
L
. Action taken to protect residents in similar
| The survey team is from: _ situations: .
Department of Social & Health Services Incidents involving medication errors and
Aging and Long-Term Support Administration - ; falls will be investigated to rule out
Residential Care Services, Region 2, Unit B abuse/neglect and inchude imterventions o
3906 H1. Street NE, Suite 100 R prevent reoccurrence.
Arlington, WA 98223-4740
Measures taken or systems altered to
_ ensure the problem does not recor:
Telephone: {360) 651-6850 Licensed nurses {L.Ns) were re-educated by
Fax: (360) 651-6940 the Siaff Development Coordinator (SDC) or
: designee on medication administration
including a review of the five rights.
The Executive Director (ED) and Director of
Nursing (DON) were re-educated on the
_ TITLE X6) DATE
/,f AN Ccecuue e cine 2\2711%

Any deficiency smtem’eni eﬁng witfy an asterisk {~ )deﬁotes & def meﬁcy witch the instifulion may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.)- Except for nursing homes, the findings stated above are disciosable 90 days
foliowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plarigf: wrrectmn is requisite to continued
program participation.
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F 225 : 483.13(c)(1)(ii}-(iif), (c)(2) - (4) F 225 | completion of a thorough investigation
$8=D 'NVEST?GATE/ REPORT including plans o prevent reoccurrence by
ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
misireating residents by a court of law; or have
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property,
and report any knowledge it has of actions by a
court of faw against an employee, which would

| indicate unfitness for service as & nurse aide or
other facility staff to the State nurse aide registry
or Hicensing authorities.

The facility must ensure that alt alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State taw
through established procedures (including to the
State survey and certification agency).

The facility must have evidence that alf alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the

| investigation is in progress.

The results of all investigations must be reporied
to the administrator or his designated .
representative and to other officials in accordance
with State law (including to the State survey and |
certification agency) within 5 working days of the
| incident, and if the alleged violation is verified

" appropriate corrective action must be taken.

the Divisional Director of Clinical Services. |

Plans to monitor performance to ensure
solution is sustained:

:Investigations involving medication errors
| and falls will be reviewed by Regional
I'Director of Clinical Services to ensure
abuse/neglect ruled oul and interventions
‘implemented to prevent reoccurrence. Any
‘concerng identified will have the required
“follow up complefed.” The Results of the
iaudits will be presented to the Performance
|;imwr0vement Committes (P1) monthly for 3
rmonths to identify any further educational

i needs or system revision.

1
Date Certain:
3/13/14 i

Title of Person Responsibie for
! Compliance:

Director of Nursing
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F 225 | Continued From page 2 F 225
This REQUIREMENT is not met as evidenced
by:
Based on interview and record review, the facility
failed to complete two of six investigations for

allegations of abuse/neglect. Affected were two
of five sampled residents {4 and 6). Failureto

- thoroughly investigate allegations of possible

| negiect for Residents 4 and 6 placed them and ‘
other residents at risk of possible abuse/neglect. .

1. Resident 4 admitted in #NGG_Gg—p 2010 with |
muttiple diagnoses including chronic e _
disease, chronic il disease, and chronic |
P syndrome. Her most recent Minimum Data
Set (MDS) assessment, dated 12/19/13, identified
her recall and memory abilities as severely
impaired {3/15 points on the memory assessment
tool). Throughout her stay in the building, her
MDS assessments identify a history of chronic
pain managed by scheduled pain relief
medication.

On 01/20/14, her physician ordered the
scheduled pain relief medication lowered o §
m:[[;gram {mg) . 325mg
R from 5maf/500mg dose. On
01/21!14 Staff B administered twice the ordered
dose, 10mg HNNNEGNGGER/G50 mg

. The error was discovered 8
hours later when Staff C administered the next
scheduled dose of pain relief medication.

F0n 02/11/14 at 1:05 p.m., Staff D had no

[ information regarding any education in-services
for staff regarding medication administration and
medication errors.

FORM CMS-2567(02-99) Previous Versions Obsolete Event 10: FXDO11 Facllity ID: WA15300 ) If continuation sheet Page 3 of 7




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
OMB NO. 0938-0391

STATEMENT OQF DEFICIENCIES X1 PROVIDER/SUPPLIER/CLIA {23 MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
C
505332 B. WING 02/14/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY. STATE, ZIP CODE
660 SPRING STREET
LIFE CARE CENTER OF THE SAN JUAN ISLANDS
FRIDAY HARBOR, WA 98250
(X4) D SUMMARY STATEMENT OF DEFICIENCIES [{] i‘ PROVIDER'S PL.AN 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 H DATE

DEFICIENCY)

i
F 225 | Continued From page 3

' Review of the facility investigation revealed this
“was the second narcotic pain relief medication
error by Staff B within 6 weeks. There was no

; aﬂ w;th m at home His admission MDS

evidence of documentation of chservation of Staff
B administering medications, no indication of
maonitoring of Staff B's technique(s) over time
when passing medications, and no indication of a
plan to prevent future reoccurrence of medication
error(s) by any staff for any resident. Additionally,
there was no evidence of a conclusion to rule out
negiect by Staft B.

2 Res:dent 5 adm;ﬂed in m 2014 for
i i ftar he suffered

assessment, dated 01/13/14, identified his
memory and recall abilities as intact {15/15 points
on the memory assessment tool). He used a
walker for mobility assistance.

On 02/11/13 at 10:35 a.m., Resident 6 reported
he fall a couple of nights ago. He reported it
would not have happened if the urinal was within
reach. Because it was not within reach, he got up!
out of bed and fell reaching for the urinal. He hit
his #l# elbow when he fell.

Review of the faciiity investigation revealed
Resident 6 sustained a skin tear to his i elbow
that was cleansed and dressed when he fell on
02/08/14. Awritten statement from Resident 6
noted he got out of bed to use the urinal. He
noted "the whole thing would not have happened
if the urinal was within reach.” There was no
indication whether staff members complied with
facility policy when the urinal was not within reach
of Resident 6. There was no evidence of
documeniation who placed the urinal beyond
reach of Resident 6 during the night and how this

F 225
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' accordance with the comprehensive assessment
‘and plan of care.

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

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facility
failed to manage comfort for Resident 2. Failure
to respond in a timely manner {o repeated
requests for removal of sutures resulted in
extended delay of their removal and placed the
resident at risk of additional discomfort when they
were removed.

Findings include:

Resident 2 admitted in SyiN_8 2013 after
extensive @il surgery for chronic@ii® She
experienced severe pain post operatively
requiring additional time in the hospital for pain
management prior to her fransfer to the facility.
Per her nursing admission assessment note,
dated 12/06/13, Resident 2's pain was "chronic
and debilitating.” Resident 2 was alert and able
to make her needs known to staff.

Correction as it relates to the resident:
Resideni 2 no jonger resides in the facility.

Action taken to prote(_t resndents in similar
situations:

An audif was compleied for residents with
sutures (o ensure orders were in place for
suture removal.

Measures taken or systems altered to
ensure the problem does nof recur:

The L.Ns were reeducated hy the SDC on
obtaining physician orders for suture removal
when sutures are identified and the =
implementation of those orders. Education
was also completed on customer service
including timely response to resident and
family concerns and the facility

_icommunication process.

Plans to moniter performance to ensure
solution is sustained:

The DON (or designee) will audit orders for
implementation daily for 2 weeks, then three
times/week for 2 weeks then weekly for 2
months. Issues of non-compliance will be
reported the physician and include the
appropriate follow up as indicated. The
Results of the audits will be presented to the
Performance Improvement Committee (PI)
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F 225 | Continued From page 4 . F225
might have/have not contribuied to the incident.
There was no indication whether any other
residents were assessed for availability of : §
. | frequently used items to readily meet their needs.
F 308 | 483.25 PROVIDE CARE/SERVICES FOR F 309 ¥ 309
gs=p | HIGHEST WELL BEING o
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 Review of the Medication Administration Record,

On 02/07/14 at 12:03 p.m., Resident 2 reported
she asked about having the sutures removed the
day she arrived. The next day, the physician
replied the sutures could be removed "anytime."
She thought the sutures would be removed after
he left that day. No one removed them. Resident!
2 asked about suture removal a couple more
times as did a family member. None of the staff
replied or explained why the sutures could not be
removed. Finally, a couple of days before
discharge, a nurse attempted fo remove the
sutures. She coulid fot refhove all of them. On
W/ 13, the day of discharge, the nurse
praciitioner {ARNP) visited and removed the -
remaining sutures. Resident 2 stated the ARNP
had to "dig out" the sutures. The experience was
“very uncomfortable”. Resident 2 reported she
"hugged her piliow" during the removal of the
sutures as it was "painful." She rated the suture
removal as 6-7/10 with 10 being the worst pain
ever experienced. Resident 2 reported she was
"not happy" about the delay and pain of the suture
removal. She did not think it was right to ask so
many times and have to wait.

On 02/11/14 at 11:50 2.m., the ARNP reported the |
remaining sutures were "deeper set" and there
was some areas where the skin "scabbed ...was
grown over". She described Resident 2 as
"hypersensitive” to pain and she seemed fo have
some "discomfort” during the removal of the
sutures.

Review of the clinical record of Resident 2
revealed an order from the physician, dated ‘
12/07/13, to contact the hospital regarding i
removal of the sutures in Resident 2's back. The
order was acknowiedged by Staff A on 12/09/13.

monthly for 3 months to identify any further
educational needs or system revision.
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Director of Nursing
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| dated 12/13/13, revealed a task to remove the

sutures. There was no evidence of
documentation the task was performed.
Additional review of the nursing notes, dated
12/13/13, revealed documentation "sutures
removed, but not all have released as skin had
grown over”. Review of the care plan for
Resident 2 reveaied no identificatior: of suiure
monitoring or removal as an issue for the
resident.

| On'02/11714 at 12:40 p.m., Staff A reported she

read and viewed the order from the physician,
dated 12/07/13, on 12/08/13. She phoned the
hospital that day. Hospital staff told her the
sutures could be removed. The sufures should
have been removed that day. Staff A had no
additional information regarding the delay of
implementation of the order to remove the
sutures.
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