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F 000 | INITIAL COMMENTS

This report is the result of an unannounced
Abbreviated Survey conducted at Canyon Lakes

A sample of 3 residents was selected from a
census of 51. The sample included 3 current
residents.

The following were complaints investigated as
part of this survey:

#2782085

The survey was conducted by:

G RN

The survey team was from:

Department of Social & Health Services
Aging & Long-Term Support Administration
Division of Residential Care Services, District 1,
Unit C
3611 River Road, Suite 200

Yakima, WA 98902

Telephone: (509) 225-2800
Fax: (509) 574-5597
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Restorative and Rehabilitation Center on 4/12/13.

F 000

Received
Yakima RGE

MAY 3 & 2013

| |
| | ;
|

. F 225

|
!
i

LAB Y DIRECTOR'S OR P
re_

y/l
DER'SUPPLIPR REPREJENTATIVE'S SIGNATURE " TITLE
/] );
 gaa wanm g \

Any
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The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating 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 law against an employee, which would

“indicate unfitness for service as a nurse aide or

other facility staff to the State nurse aide registry .
or licensing authorities. :

The facility must ensure that all alleged viclations

- 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 law
- through established procedures (including to the
State survey and certification agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must |
prevent further potential abuse while the
investigation is in progress.

The resuits of all investigations must be reported |
* 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
1 incident, and if the alieged violation is verified |

F 225,

| appropriate corrective action must be taken. {

, This REQUIREMENT is not met as evidenced
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Itis the policy of this facility to investigate
any incident or allegation of passible I
neglect.

This particular incident had been verbally
shared with DNS by Staff Member A and
together they verbally discussed the
importance of proper medication
administration (including the

_. administration of Nystatin Solution) and

documentation. The ONS felt situation '
had been handled diplomatically without
need for further follow up.

Review of the March 2013 MARs of :
Resident #1 did not indicate any

medications had been omitted by Staff
Member A, The medication in question,
Nystatin Swish/Swallow Solution, is to be
swished around in the mouth and spit back
out, either in a paper cup or back inte the
cup the solution was administered in;

hence, the discovery of a medication cup )
half full of yellow medication in the f
garbage can in the room of Resident #1.

Medications are administered in this
facility according to physician’s orders,
manufacturer’s specifications and per
accepted professional
standards/principles.
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. by:

Based on record review and interview, the facility
failed to ensure an incident/allegation of potential
neglect involving, 1 of 3 residents reviewed (#1),
was thoroughly investigated in accordance with
42 CFR 483.13(c)(3). The neglect allegation
pertained to Resident #1 and alleged medication
omissions by a licensec nurse (LN), Findings

_include but were not limited to;

Resident #1: Review of the medical record
revealed the resident had multiple diagnoses
including a ,and

e
D The resident RTINS
D

Review of the March 2013 medication -
administration record (MAR) revealed the i
 resident was scheduled to receive medications on
the evening shift at 5:00 p.m., 6:00 p.m., and at
8:00 p.m. Her evening shift medications were
ordered to treat her (EENTENEED GIND
A’ gl -G (- G i the
@l Al the medications were in a pill form !
" except for the G that was a tobe
swished around to coat the mouth then spit out
(doses at 6:00 p.m and B8:00 p.m.),

|
| According to Staff Member A's nursing entry, ;
. dated 3/02/13 at 9:00 p.m., Resident #1's Power
of Attorney (POA) was present at the facility and
accused Staff Member A of not giving the resident
her scheduled medications that evening.

When interviewed on 4/12/13 at approximately
3:40 p.m, about the nursing entry, the Director of
Nursing (DNS) stated the family member/POA
thought the resident did not receive her

F 225!

" Alllicensed staff will be inserviced on
medication errors, medication
administration and documentation.
Medication administration by the licensed
staff will be observed by the DNS. The
DNS will also keep a daily written diary/log
of all conversations or situations that may !
need further investigation.

The DNS will be responsible for all
investigations and follow up on medication '
administration issues/concerns. I
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medications that evening (at 5:00 p.m. and 6:00
p.m.); the DNS thought that medications were

. given prior to the POA's arrival. The DNS stated

; She did not complete an investigation pertaining

to the POA's allegations related to the omission
of the medications,

On 4/12/13 at approximately 4:25 p.m., Staff

|
!
|
{
Member B, a nursing assistant, stated she had :

" been working on the evening shift of 3/02/13, In

response to a call fight, Staff Member B entered |
Resident #1's room sometime after 8:00 p.m. and '
found the resident’s family member looking into

the garbage can. The family member picked up a'
medication cup approximately 1/2 full of yellow

medication and asked Staff Member B what it .
was. Staff Member B took the medication cup to !
the nurse, Staff Member A, to inquire on behalf of |
the family member. Staif Member A reportedly |
"grabbed" the medication cup from Staff Member .

. B and threw it in the garbage without an :
. explanation. Staff Member B requested that Staff

. Member A talk to the family member. According |
, to Staff Member B, another staff member, the 5

. resident’'s assigned caregiver that evening, had

left 2 note for the DNS, about the family |
member's concerns about the medication. !
Despite the family member's allegations of
multiple medication omissions throughout the
evening shift on 3/02/13 by Staff Member A as

well as the findings of the medication cup
reportedly containing medication in the garbage,

- the facility failed to perform a thorough
; investigation. - :

i

‘ORM CMS-2567(02.89) Previous Versions Obsolete Bvant 1D: DXHH11

Received Time May. 3. 2013 4:26PM No. 8591

Facility ID: WA04600 If continuation sheel Fage 4 of 4




