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This report is the resulf of an unannounced
Off-hours Quality indicator Survey conducted at
Kindred Transitionai Care and Rehabilitation-
Lakewood on 11/4/M13, 11/5/13, 11/6/13, 11/7/113,
11/8/13, 11/12/13, and 1113/13. The survey
included data coliection Tuesday 11/12/13
between 4:55 a.m. and 4:00 p.m. A sample of 38
residents was selected from census of 75. The
sample included 33 current residents and the
records of 5 former and/or discharged residents.

The survey was conductad by:

|
SRR RN, BSN, MSN
A RN, MN

PhD, RN, MS, MSN, APFNS

The survey team is from:

Department of Social and Health Services
Aging and Long- Term Support Administration
Residential Care Services, District 3, Unit A
P.O. Box 45819, MS: N27-24
Olympia, WA 98504-5819

Telephone: {253) 883-3800
Fax: {253) 588-7240

~7
P
-ad-\2
| 12/31/1%
OR PROVIDER suppuaa REFRESENTATIVE'S SIGNATURE (XBYDATH

— e ________ Akl (le”t\?ca\/ (20003

Any deﬁc;chy statement endmg WIfh an asterlsk ( déreotes a deficiency which the institution may be excused from correcting providing it is déternfined that
other satégliards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a ptan 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 avaliable to the facility. If deficiencies are cited, an approved plan of correction is reguisite to confinued
program participation.
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55=D | DRUGS IF DEEMED SAFE This Plan of Correction is the center's credible
allegation of compliance.
An individual resident may setf-administer drugs if » om and tiom of this plan of _
. S . reparation and/or execution of this plan of correction
the mterdlsc:lptﬁ"lary teamn, as .deﬂned by, does not constitute admission or agreement by the
§483:20 (d)(z)(l!), has determined that this provider of the truth of the facts alleged or conclusions
practice is safe. set forth in the statement of deficiencies. The plan of
correction is prepured and/or execuied solely because |
it is required by the provisions of federal and state law
This REQUIREMENT is not met as evidenced )
12/31/2017

by:

Based on observation, interview and record
review, the facility failed to determine that
self-administration of a medication was a safe
practice for 1 of 38 sampled residents (#75)
reviewed for care and services when the resident
self-administered eye drops for glaucoma without
an assessment or care plan for the practice. This
failure placed the resident at risk for unsafe
administration of the medication.

Findings include:

Resident #75 was admitted to the facility from the
hospital on S/13 with muttiple medically
disabling conditions.

Resident #75's admission Minimum Data Set
(MDS), an assessment tool, dated 10/15/13,
indicated the resident was alert, oriented, and
able to make him/herself understood. The MDS
indicated the resident wore corractive lenses and
was able to read regular print.

On 11/6/13 at 12:30 p.m.. Resident #75 reporied
that on 11/4/13, after the survey team entered the
facility, a nurse removed the resident’s e

eye drops from the top of resident’s bedside
table. The resident stated s/he always kept the

F176

bedside. A medication

documenting his seif-

administration plan.

1. Resident #7535 was assessed for the
ability to self-administer his eye
drops and other medications. He
received education on what the eye
drops are for, how to use them, and
how to store them. He recetved a
locked box to keep them at the

administration record was provided
to him and the nurses are

administration. His care plan was
revised to reflect the self-

Residents residing in the facility
were reviewed for self-
administration of medications. No
other residents desired to seif-
admmister medications.

The interdisciplinary team and
heensed nurses were mserviced on
the policy and procedure for self-
administration of medications. An
audit tool was developed for use
upon admission of new
patients/residents that identifies
people who desire to self-
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eye drops on top of the table and had been This Plan of Correction iy the center's credible
self-administering the drops, but due to "being allegation of compliance. ‘
. A o
busy W_ith therapy and everythmg at the fa_umhty, FPreparation and/or execution of this plan of correction
the resident had not been consistently taking does not constilute admission or agreement by the
them every day. provider of the iruth of the fucts alleged or conclusions

setforth in the statement of deficiencies. The plan of -
correction is prepared andior executed solely because |
it is required by the provisions of federal and state law,

Resident #75 said the doctor ordered the drops to
be taken fwice daily. Since being admitted to the
facifity, the resident was not sure how often s/he
was taking the drops. Resident #75 stated that
after the nurse took the drops away, the resident
had only received them once daily in the evening

then assesses and reviews the
patient/resident’s ability for self-
administration and revises the care
plan. '

| instead of twice daily as ordered. The resident 4. The Director of Nurses is
' stated that staff said there were no orders for the responsible to monitor this process
eye drops, The NS or her designee will audit!

, . " thi thl .
Resident #75 stated s/he did not tell the facility as ig;gggszl:z:ﬁ eg’ XT%?SIS\}SAI; ?H

adr%issio; Tjurse or the hospital staff that the report problems to the PI committee
resident had g for review and resolution.

At 12:35 p.m., when asked, Staff E stated that on
14/4/13, after the survey team entered the facility,
s/he took Resident #75's eye drops from the
resident's room and put them in the medication
room. Staff E said that, until 11/4, s/he did not
know the resident had eye drops at the bedside
and did not know the resident had

At 12:40 a.m., review of Resident #75's medical
record reveaied that @EINNR was not identified
among the resident's diagnoses in the facility
record or in the hospital discharge records and
transfer orders.

At 12:58 p.m., Staff E was observed in his/her
office reading the labels on Resident #75's eye
drops and writing orders for the eye drops based
on the labels. Staff E said, "I just called the : _ o
1221115

ARNP [Advanced Registered Nurse Practitioner] |
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and she said | could add the eye drops to the
| orders.” The staff, not the resident, would
administer the eye drops,

Resident #75 was not assessed or care planned
for self-administration.

At 1:20 p.m., Staff B said when medications were
found at the resident's bedside, the physician
should have been notified as soon as possible
and an order obtained as appropriate. Staff B

said medications brought from home should not
be given without an order.

On 11/6/13 at 2:23 p.m., Staff JJ stated that on
the evening of 11/4 or 11/5/13, Resident #75 said
histher eye drops had been iocked up in the
medication room and were in a bag on the
counier. The resident told Staff JJ that sthe
usually self-administered the drops and asked
Staff JJ to bring them. Staff JJ brought the eye
drops to the bedside and observed Resident #75
self-administer the medication. Staff JJ said this

’ may have occurred on 1144 or 11/5 or both,

|

Staff JJ said the eye drops were not iisted on
- Resident #75's medicaticn administration record
{ and s/he did not document administration of the
| medication, Staff JJ said, "l assumed there was
| an order for self-administration. | should have
' checked for an order.”

| The faciiity failed to determine that

| self-administration of a medication was a safe
practice for Resident #75 on 11/4 and/or 11/5/13
- when Staff JJ observed the resident
| self-administer eye drops for GRENENNR without a
- physician order for the medication, or an
- assessment or care plan for self-administration.

F 176
|

!
F
|

/27/2/}// )
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This failure placed the resident at risk for unsafe This Plan of Correction is the center's credible
administration of the medication. i allegation of compliance.
‘ l Preparation and/or execution of this plan of correction
Refer to F281. ; does nef constitute admission or agreement by the
provider of the truth of the focts alleged or conclusions
} ] set forth in the statement of deficiencies. The plan of
) i : correction is prepared andsor executed solely because
F 2414831 5(8) DIGNITY AND RESPECT OF F 241 it is required by the provisions of federal and state law,
sg=0 | INDIVIDUALITY |

|

The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by:

éased on obsarvation and inferview, it was
determined the facility failed to provide care and

- services in a manner that promoted and

protected resident dignity and individuality for 2 of

| 38 sampled residents (#s 93 & 137) reviewed for

care and services when faciiity staff used the
bathroom in the shower room during resident
showers. This failure placed residents at risk for
feelings of embarrassment, loss of dignity and
diminished quality of life.

Findings include:

On 11/5/13 at 10:05 a.m., Resident #93 reported
that ofien, while receiving assistance wi

1 showers in the shower room, staff, other than the

shower aide, came in and out of the room during
the shower. The resident said staff sometimes
came in to get something or drop something off.
They also came in to use the bathroom inside the

F241

Privacy curtains are and have been in place
for each shower stall to provide patient
privacy during personal care.

1. Resident #93 was assessed for
psychological harm from the
invasion of privacy while taking a
shower. She was monitored for 72
hours by nursing and social services
and her care plan was updated to
reflect this issue. Resident #137
was also assessed for psychological
harm from the invasion of privacy
while taking a shower. He was
monitored for 72 hours by nursing
and social services and his care plan]
was updated to reflect this issue, i

2. Residents residing in the facility
and who are inferviewable were
questioned about whether their
privacy has been invaded during
personal care. Two additional
residents were identified and they
received psychoscecial support and
their care plans were updated o
reflect the issue.

3. Staff working in every department
were inserviced on privacy and
dignity during personal care and /Z/ z/ /, 3
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shower room. This Plan of Correction is the center's credible
allegation of compliance. :
Resident #93 stated the shower aide doesn't |

- A R Preparation and/or execution of this plan of correction
close the shower stall curtain and the resident is i does not constitule admission or agreimen{hy the

at least partially exposed to other staff coming | provider of the truth of the facts alleged or conclusions|
i and going. The resident said s/he didn't like it but set forth in the statement of deficiencies. The plan of
; accepted it because s/he assumed it was the only i correction is prepared andfor executed solely because

it is required by the provisions of federal and state iaw)
|
providing full privacy to residents |
during care and not utitizing patient
care areas for personal use.

The Executive Director is
responsible for monitoring this
process. Audits and random
interviews with residents will occur?
weekly x 4 weeks, bi-monthly x 2,
and then monthly x } month.
Audits will be reviewed in PI for
three months and as needed
thereafter.

bathroom available for staff.

Cn 11/8/13 at 1:45 p.m., accompanied by Staff Q,
the west wing shower room was observed: a J
large open space with 3 wheelchair accessibie 4.
stalls, a wheelchair accessible scale, a bathtub
and a closed door leading to a bathroom with a
toilet and sink. There were no curtains or other
visual barriers separating shower stalls from the
shower room entrance, bathroom entrance,
bathtub or wheeichair scale.

Staff Q was a shower aide on the west wing and
confirmed that other staff often used the

i bathroom in the shower room while Staff Q was 5
giving showers to residents. Staff Q referred to i,
the bathroom as "the staff bathroom.” Staff Q
said the facility had 2 shower rnoms: one on the
west wing and one on the east wing.

At 2:00 p.m., Staff FF stated staff regularly used
the bathroom in the shower room and that s/he
had used the bathroom while residents were
being showered.

At 2:26 p.m., accompanied by Staff HH, the east
wing shower room was almost identical to the
west wing shower room: a large open space with
3 wheeichair accessible shower stalls, a

' wheelchair accessible scale, a bathtub and a
closed door leading to a bathroom with a toilet
and sink. There were no curtains or other visual

F
\
| |
1
|

| 2[5/

! - 7
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barriers separating the shower stalls from the
shower room entrance, bathroom entrance,
bathtub or wheelchair scale.

| Staff HH stated that other staff, including the unit
nurse manager, often used the bathroom while
Staff HH was giving showers to residents. Staff
HH disagreed with the practice: "lt's a privacy
thing. A iot of people don't knock, even during a
resident shower, And they bring residents info be
weighed while other residents are getting

| a weight during a female shower." Staff HH said
| muliiple residents expressed discomfort about
staff coming in and out during showsrs.

At 2:40 p.m., Staff GG was observed walking out
of the west wing shower room and stated s/he
had gone in to use the bathroom. No shower was

sccasionally used the bathroom during a resident
| shower.

\

| At 2:57 p.m., Staff A said facility staff should not
| use the bathrooms in resident shower rcoms;

i staff should use the bathroom in the staff lounge
| or the ones near the front iobby.

H

i

[ On 11/12/13 at 2:17 p.m., Resident #137 said

! staff often come into the shower room to use the
bathroom while s/he is receiving a shower.
Resident #137 said, "The shower aide usually

| pulis the curtain when other staff come in but |

| still don't iike it, especially when women staff
[

1
!
I

L come in."

‘ The faciiity failed to promote and protect

! residents' dignity and individuaiity when facility
| staff used the bathroom in the shower rooms

showers. One aide brought a male resident in for |

in progress at the time but Staff GG said s/he had |

!
i
[
]
b
!

J 4

!

|
|

i
3
|
I

1 | UZ’,/J’;’//B
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: 3 : § This Plan of Correction is the center’s cradible
during resident showers_. This faliure placed allegution of compliance,
residents at risk for feelings of embarrassment,
loss of dignity and dimninished quality of life. Preparation and/or execution of this plan of correction
doey not constitule edmission or agreement by the
provider of the truth of the facts alleged or ponchusions
' sat fordh in the statement of deficienciey. The plan of
F2r2 483'20(b)(1 ) COMPREHENSIVE F 272 corrgction is prepared andjor execuied solely becawse
85=E | ASSESSMENTS it iy required by the provisions of federal and state law.

The facility must conduct initially and periodically
a comprehensive, accurate, standardized
reproducible assessment of each resident's
functional capacity.

A facility must make a comprehensive
assessment of a resident's needs, using the
resident assessment instrument {RAI) specified
by the State. The assessment must include at
least the following:

ldeniification and demegraphic information;
Customary rotitine;

Cognitive pattems;

Communication;

Vision;

Mood and behavior patterns;

Paychosocial well-being;

Physicai funclioning and structural prablaims;
Continence;

Disease diagnosis and health conditions:;

Dental and nutritional status;

Skin conditions;

Activity pursut;

Medications;

Special treatments and procedures;

Discharge potential;

Documentation of summary information regarding
the additional assessment performed on the care
areas triggerad by the completion of the Minimum
Data Set (MDS5); and

F272

1. Resideat #30 received an oral
examination by an RN, The
assessuients for 5/28, 8/15, and the
current November assessment were
comrected to accurately reflect her
oral and deptal status, She was
assessed by the RD to ensure good
nutritional status given her
oral/denta] condition. The soctal
services dirsctor met with the
resident and she agreed to a
treatment plan and dental
appointment. The resident later
refused the dental care and
treatment plan. The social worker
provided education abont the risks
of not receiving weattment for her
oral/dental condition. The care plany
has been updated to reflect this
information angd direct staff to
properly care for the resident’s
remajning teeth and gums, The
physician was made aware of her
oral/dental condition. Resident

A}Ez% ﬁ.”é"}w.s been accurately zssessed
for his hearing ipairment and
received treatmoent {0 remove wax
from his ears. Due to a declipe in

canditing roes
Ea
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F 272 483.20(b)(1) COMP
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functional capacity.

least the following:

during resident showers, This faiture placed
residents at risk for feelings of embarrassment,
loss of dignity and diminished quality of life.

REHENSIVE

The facility must conduct initially and periodically
a comprehensive, accurate, standardized
reproducible assessment of each resident's

A facility must make a comprehensive
assessment of a resident's needs, using the
resident assessment instrument (RAI) specified
by the State. The assessment must include at

Identification and demographic information;

Customary routine;
\ Cognitive patterns;,
i Communication;
Vision;
i Mood and behavior

patterns;

| Psychosocial well-being;

i Physical functioning
| Continence:

and structural problems; |

' Disease diagnosis and health conditions;

Skin conditions;
» Activity pursuit;
Medications;

Discharge potential;

|

Dental and nutritional status;

Speciai treatments and procedures;

Documentation of summary information regarding |
the additional assessment performed on the care |
areas triggered by the completion of the Minimum
Data Set (MDS); and

F 241 |
This Plan of Correction is the center's credible
] allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
E 979 set forth in the statement of deficiencies. The plan of |
! correction is prepared andsor exscuted solely because |
it is required by the provisions of federal and state faw)

¥272

1. Resident #30 received an oral
examination by an RN, The
agsessments for 5/28, 8/15, and the
current November assessment were
corrected to accurately reflect her i
oral and dental status. She was
assessed by the RD to ensure good
nutritional status given her
oral/dental condition. The social !
services director met with the ;
resident and she agreed to a
treatment plan and dental

' appointment. The resident later

! refused the dental care and

] treatment plan. The social worker
! provided education about the risks |
i of not receiving treatment for her

i oral/dental condition. The care plan
l has been updated to reflect this

] information and direct staff to

| properly care for the resident’s

‘ : remaining teeth and gums. The
|
|
|
L
1
|

physician was made awase of her |
oral/dental condition. Resident
#23 has been accurately assessed
for nis hearing impairment and
received freatment to remove wax

from his ears. Duetoadeclinein |,
izl2 /0

; ! condition resident #23°¢ ouardign
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Documentation of participation in assessment.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review it was determined that facility failed to
perform thorough comprehensive assessments to |
identify resident needs for 2 of 38 current
sampled residenis (#'s 30 & 28) reviewed for
dental and hearing. This failure placed residents
at risk for decline in medical conditions by not
identify the problems, substandard guality of care,
guality of life and pain.

Findings Include:

<DENTAL STATUS AND SERVICES>
1. Resident # 30 was initially admitted to the
facility on iR /12 with quﬂOSIaun,

On 11/8/13 at 10:46 a.m. Resident # 30 reported
only having two teeth.

| Resident # 30 was observed during interview to

have only two teeth in the front, one on each side
with decay and inflamed gums.

| An annual Minimum Data Set (MDS) dated

12/1112 identified Resident # 30 having obvicus
or likely cavity or broken natural teeth as well as

| inflamed or bleeding gums.

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does nof constitute admission or agreement by the
provider of the truth of the facts alleged or conchusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

has decided not to pursue further
treatment for the impairment. The
care plan was updated to reflect this
decision and fechniques for the staff]
to improve the resident’s ability to
communicate effectively,

2. Residents residing in the facility
were assessed for oral/dental
condition. Care plans were revised |
and updated accordingly. Residents;
with hearing impairments were J
identified. Care plans were revised
and updated accordingly.

3. Naursing staff in all departments

were inserviced on oral, vision, and

hearing assessment. Tramning
included documentation, care
planning, and necessary referrals
for treatment and follow up of
problems. The social service
department implemented a system
of tracking identified needs for
dental, vision, and hearing
problems.

The Director of Nursing is

responsible for monitoring this

process. This system will be

audited by the DNS or her designee
weekly x 4 weeks, bimonthly x 2, |
and monthly x 1. The DNS will

'fl/ﬁ///?
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Resident # 30's cara plan dated 4/18/13 did not
document any dental status focus or activities of
daily living in regards o dental/ oral hygiene.

F272|
; This Plan of Correction is the center'’s credible i
i allegation of compliance. E

Preparation and/or execution of this plan of correction
does not constifute admission or agreement by the
provider of the truth of the facts alleged or conclusions’
i set forth in the statement of deficiencies. The plan of E
correction is prepared andyor execulted solely because |

) ] ] it is required by the provisions of federal and state law.
The quarterly MDS dated 8/15/13 did not identify ]

| any dental issues. x 3 months and as needed thereafter

for problems or concerns with this
process.

| The quarterly MDS dated 5/28/13 did not identify
{ obvious or likely cavity or broken natural teeth.

i Dental appointments were made for Resident #
30 for the dates of 7/1/13 and 9/27/13 but were

' declined by the resident.

| The annual MDS dated 11/1/13 13 did nof identify
I any dental lssues.

L On 11/8/43 at 1:58 p.m. Staff F reported that |
| Resident # 30 did not have all teeth, a broken
tooth in front and many teeth missing.

| On 11/8/13 at 2:03 p.m. Staff D reported that
{ Resident # 30 had missing teeth and that the
f faciiity was aware.

On 11/8/13 at 2:09 p.m. Staff W reported that
Resident # 30 had missing teeth in front and

ﬁ decay along gum line. Staff W reported that
i Resident # 30 was independent with oral hygiene,
but needed assistance with set up.

| P On 11/8/13 at 2:10 p.m. Staff V reported that the
. information for dental on Resident # 30's previous E
| MDS dated 8/15/13 was used for the annual MDS3
i dated 11/1/13. Staff V reported that the dental
problems were not coded due to thinking they

|
were old issues with Resident # 30's teeth. Staff :
|

V confirmed Resident # 30 having missing and
broken teeth, as well as decay. Staff V reported

i2/3))3
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that Resident # 30's annual MDS dated 11/1/13
would be amended to document Resident # 30's
| dental issues, ]
i Failure to conduct an accurate and i
comprehensive assessment to identify dental
problems placed the resident at risk for not
receiving the necessary care and setvices
required for oral care. _ |

<VISION AND HEARING>

I a re-admission after hospitatization ondli/13 1

! Resident #28 was admitted ond¥ 13, along with f 3
i with di agnoseb mcludmg m m _ :

| Quarterly MDS dated ©/9/13 indicated that
Re51dent #28 used a hearing appliance, was able
to speak clearly with distinct intelligible words,

1 was able to understand others and able to make

: himself understood by others.

On 11/04/2013 02:5% p.m. during resident
interview, Resident #28 was unable {o hear
interview guestions asked. Staff J attempted to
facilitate resident interview aithough Resident #28
could not hear her either. When asked how Staff | j
J communicated with Resident #28, Staff J stated "
| that you could write the questions on a notepad. I
‘ However, when attempted to communicate with i
, Resident #28 by wriling on notepad, Resident #28 |
| was unable to read large print measuring one to
1 one and half inches.
f
| On 11/13/13 at 11:20 a.m., Staff F confirmed that |
I Resident # 28's hearing amplification appliance f
\
|
!

‘l labeled "Stereo Amplified Listener” was not
' functioning due to eroded batieries. }/ng/i‘/,xﬁ
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This Plan of Correction is the center's credible
On 11/13/13 at 11:20 a.m., when asked how allegation of compliance.

Resident #28 communicated with Staﬁ’ Staff ¥ Preparation and/or execution of this plan of correction
' stated that Resident #28 used a communication | does not constitute admission or agr b by de |
book. When attempted to demonstrate, Resident provider of the ruth of the facts alleged or conclusions
#28 was unable to read print or see pictures in ! set fortk in the statement of deficiencies. The plan of
communication book. Staff F confirmed that c?o.rrectior_q is prepared an_d./or executed solely because
Resident #28 was unable to see print or pictures it is required by the provisions of federal and state law,
in communication book and stated that possibly
Resideni #28 may need larger print.

On 11M13/13 at 11:20 a.m., Staff F was unable to
understand Resident #28's speech as he

attempted to demonstrate how he communicated
with the communication book. Resident #28's i
speech was slurred and werds were unintelligible.
Staff - confirmed this.

| MDS dated 9/9/13 indicated that Resident #28
used a hearing appliance, was able to speak
clearly with distinct intelligible words, was able to |
understand others and able to make himself |
understood by others. While attempting to .
interview Resident #28, it was determined that his 4
| sSpeech was slurred and unintelligible, he was

unabie to hear when others spoke clearly, and he
g was unable to understand others or make himself
I undersiood, which is conirary to data in the MDS
! assessment.

{ #28's inability to communicate with others, 5
placing him/her at risk for not receiving care and |
J services, ‘

H
l
| Failure to accurately assess resulted in Resident
I
|

I
F 279 | 483.20(d), 483.20(k)(1) DEVELOP Fo7e| 279
ss=E | COMPREHENSIVE CARE PLANS -

i. The care plan for remdent #49 was }L/ 2/ /! 3

evisedtorreferrtihogs
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to develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident’s
medical, nursing, and mental and psychosocial
needs that are identified in the comprahensive
assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mentai, and
psychosocial weli-being as required under
8483.25; and any services that would ctherwise
be required under §483.25 but are not provided
due io the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
oy

Based on observation, interview and record
review, it was determined that the facility failed to
develop comprehensive care plans for 2 of 38
current sampled residents (#'s 49, 11 & 38)
reviewed for urostomy care, urinary incontinence
and activities of daily fiving. This failure places the
| residents at risk for receiving substandard quality
of care and services to meet the individua! needs.

Findings Include:

<UROSTOMY>

!

| Resident #49 was admitted to facility on QEi/12

Preparation and/or execution of this plan of correction
does not vonstitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely becouse
it is required by the provisions of federal and state law.

The care plan for resident #11 was
updated to reflect current pertinent
issues and care area concerns. The
care plan and care directive
{Interim Care Plan) for resadent #39
were revised to reflect the correct
care needs to achieve oral health,
Residents residing in the facility
were reassessed and care plans
updated to reflect their current
pertinent issues and care area
CONCETnS.

Licensed nurses were inserviced on
assessment and care planning. An
interdisciplinary team process was

| ‘ developed to review resident

i assessments and care plans upon
admission, quarterly, and with

[ change of condition.

The Director of Nursing is

] responsible to monitor this process.
: The DNS will review this process
with the PI committee monthly x 3
months and as needed thereafter

: when problems arise for review and
{ resolution.

i
H
%
|
I

|

H

|
]
‘;
i

12/3/ /)

FORM CWMB-2687(02-89) Previous Versions Obsoiste

Event (D YDIZ11

Facility 1D WA39980.

i 7
if continuation sheet Page 13 of 72




MEDICAID SERVICES

PRINTED: 11/27/2013
FORMAPPROVED

AR AOY NORR.O3RGT
W T ke O

(¥1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

505347

B. WING

(%2) MULTY
A. BUILDING

PLE CONSTRUCTION {X3) DATE SURVEY

COMPLETED

111512013

NAME OF

KINDRED TRANSITIONAL CARE 8 REHAB CENTER- LAKEWQOD

PROVIGER OR SUPPLIER

STREET ADDRESS, CITY, 8TATE, 2IF CODE
11411 BRIDGEPORT WAY
TACOWMA, WA 98499

{%4) 1D
EREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL

!
1
REGULATORY OR LSC IDENTIFYING INFORMATION) i
f

o
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION I
(EACH CORRECTIVE ACTION SHOULD BE !
| CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY) |

(x5}
COMPLETION
DATE

F 279

| confirmed that Resident # 49's care plan was

Continued From page 13

with the diagnosis of sl =nc W

1
i
gl |
insufficiency. | ]
{
{
i
|
|
[

4 Quarterly MDS dated 9/25/13 identified Resident
| #49 having a @REERG—G

Care plan dated 6/1/12 with the focus of
| care for Resident #49's listed two goals and three
| inferventions.
|

|

| The goals listed on the care plan dated 6/1/13

| were for Resident #49 remain free from catheler

i trauma and for Resident #49 not to deveiop any

| complications assaciated with catheter use.

1 The interventions for the goals were to monitor

| Resident # 49 for signs and symptoms of

« discomfort on urination and frequency, to monitos/

| document for pain/discomfort due to catheter, |
and to administer/ monitor the effectiveness of |

- medications as ordered.

These goals and interventions pertained to care
for a Foley catheter not & urostomy.

On 11/12/13 at 11:40 a.m. Staff D confirmed that |
the goails and interventions on the care plan for

| Resident #49's care plan were not pertinent to the
focus of the urostomy care.

On 11/12/13 at 12:15 p.m. Staff C was shown
| urostomy care plan for Resident #49 and reported‘
{

| that care plans needed to be updated. Staff C

inaccurate for the focus of a urostomy.

{

L <URINARY INCONTINENCE>

F 279
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Continued From page 14

Resident # 11 was re-admitted after
hospitalization on ##/13 with diagnosis of

| (A, Y . A
!m) general @

R G (GNNS 0cin), G-
| (inflammation of @ik}, and history of other
A iis oS,

Quarterly MDS dated 10/10/13 identified Resident
# 11's activities of daily living (ADL) status as ]
needing extensive assistance for dressing, toilet |
use, and bed mobility. On person physical assist |
with bed mobility and two people physical assist

| with dressing and toilet use. The MDS ideniified

{ Resident # 11 as always incontinent of bladder
and frequently incontinent of bowel, but no use of
a Foley catheter.

The care area assessment (CAA) from the
original admission MDS dated 2/22/13 identified
triggered care areas as cognitive loss, visual

| function, urinary incontinence, dehydration, dental
care, falls, nutritional status, pressure uicer,
psychotropic drug use, and pain.

|
;
|
|
i
|

| The care plan, dated 3/5/13, (in computer)
identified Foley catheter care and dehydration
had not been reviewed or updated to reflect
current status. Resident #11 no longer had a
| Foley catheter and was not taking diuretics.

A focus of activities of daily living self-care
performance deficit care plan was the deficit

i related to pain. The goais and interventions to
| follow the focus were not pertinent to current
resident issues and care area concerns. This
deficit was not assessed when Resident #11 was

readmitted in @ 2013. !
!

F 279

|
|
1
i
%
|
|
i
9
]
5
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On 11/7/13 at 1:24 p.m. Staff D confirmed that
the care plans had not been updated. Staff D

Resident # 11 was overdue for being revised.
Staff D reported that the care pians are not
specific to the resident's current situations and
care needs.

On 11/8/13 at 11:31 a.m. Staff C reported that
care plans should be reviewed by resident care

and quarterly.

<ACTIVITIES OF DAILY LiVING>

Resident #39 was admitted on /13 with-
diagnoses including Wil discase,

. = —

MDS dated 8/2/13 indicated that Resident #3989
required one io two person physical assist with
brushing teeth, although Care Plan revised on
7/18/13 had neither mentioned of oral care or

rmouth care.

i (0N 11/05/2013 10:37 a.m., Resident #39 had foul
| mouth odor along with whitish yellow plaque that
turned to grayish color as it progressed up tooth

surface. Staff D confirmed that Resident #39 had
foul mouth odor and visibie plaque on lower {eeth.

When showed the "Interim Plan of Care" that

to change the care plan to include additional

confirmed that the care pian in the computer for

managers {(RCM) and updated upon readmission

i ith S disturbance, SENGE—_———.

level of assistance that Resident #38 requirec to
brush teeth . Additionally the "interim Care Plan”
indicated that Resident #39 was independent for

| indicated that Resident #33 was independent for
mouth care, Staff D stated that s/he would need

]

|
!
|
|
|
|
|

F 279
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confirmed that the facilify's "Interim Care Plan”
was the method of communication that NAC's

to residents in the facility.

11/12/13 at 2:05 p.m., Resident #3%'s dyiijiip

that her @il teeth have been pretty dirty.
On 11/05/2013 10:37 a.m., Resident #39 stated
demonstraie oral hygiene he was unable to find
up trying to brush his feeth.

On 11/05/2013 12:27 p.m., during oral hygiene
to find a tocth brush for Resident #38. Once a

room, Staff Y provided Resident #39 with set up
as Resident #39 was unable to set up oral
hygiene independently Resident #39 then
brushed his top front teeth lightly however he
neglected molar surfaces and lower front teeth.
Resident #39 required extensive cueing and
encouragement along with total assistance in
order to properly brush his testh and remove

: plaque from all surfaces of his teeth.

Although MDS dated 9/2/13 indicated that
Resident #39 required physical assist with

¢ brushing his teeth, the Care Plan revised on
7/19/13 had ne indication of any oral hygiane
requirements. Furthermore, the "interim Care
Plan” indicated that Resident #39 was
independent for mouth care. As g resuit, there
was no consistency in documentation for
assistance required for Resident #39 o perform

assistance for oral hygiene. Furthermore, Staff D

utilized to direct and guide the care they provided

stated that her only concern about the facility was |

that he brushed his own teeth but when asked to

toothbrush or toothpaste and subsequently gave

observation for Resident #39, Staff Y was unable

new {oothbrush was obtained from facility supply

12420 )13
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proper oral hygiene. ] This Plar of Correction is the center’s credible
i allegation of compliance.
: : . Preparation and/or execution of this plan of correction
F 281 483.20(k}{3}(|) SERVICES PROVIDED MEET F 281 does not constitute admission or agreement by the
PROFESSIONAL STANDARDS provider of the fruth of the jacts alleged or conclusions

88=E |

| The services provided or arranged by the facility
must meet professional standards of guality.

| This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record

review, it was determined the facility faited to

| ensure nursing services met professional
standards of quatity for 3 of 38 sampie residents
(#s 163, 83 & 75) when 1) Resident #1683 missed
| 2 consecutive doses of SNNRENNGNE; -niibictic,

[ 2) the dressing for Resident #93's stage®
pressure ulcer was not changed for 6 days when
it was ordered 3 times per week; and 3) Resident

#75 self-administered eye drops for

| without an order for the medication or an

assessment or care plan for seif-administration.

These failures placed Resident #163 af risk for

| delayed recovery from a il infection; placed

| Resident #93 at risk of delayed healing or decline

L in condition of a current - and

placed Resident #75 at risk for unsafe

administration of medication.

Findings include:

? According to Smith, Duell and Martin, Clinical

i Nursing Skifls, Sixth Edition, pages 518-521,
nurses are to administer medications as ordered
by the physician.

\
l

|

set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

F281

1. The physician for resident #163
was notified of the twoe missed
doses of antibwotic. The resident
was assessed for any worsening
condition. The dressing change for
resident #93 receives dressing
changes at the wound care clinic,
The weatment administration record!
now clearly reflects when the
nurses are to change the dressing onl

$
i

the required days each week. The |
wound was assessed for any ’
worsening condition and the care
plan updated to reflect wound care
needs. The physician for resident
#75 was notified and he was
assessed for a self-medication
administration program. His care
plan was revised to reflect hus
current self administration of
medication program,
Medication administration records
were reviewed for residents
residing in the facility for missed |
doses. No other missed doses of i
|

medication were found. Treatment |
administration records were |
reviewed for rcssdenta residing in

em ig]
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| This Plan of Correction is the center's credible
. H . ) .
According to Fundamentals of Nursing, 7th g allegation of compliance.

i
|
I
i

Edition (Taylor, Lillis, LeMone & Lynn), page 125,
"Nurses are legally responsible for carrying out
i the orders of the physician in charge of a patient

#

boees

RESIDENT #163

i Resident #163 was admitted to the facility on
@12 for administration of after
being hospitalized and admitted with acute
SRy i urc, A (S
~ L EUNERBEL

Physician orders for Resident #163 inciuded

S (onibictic) @i miligrams ¥ every 6
hours with a stop date of 4V 13.

! On 11/13/13 at 8:10 a.m., Resident #163 stated

I that on 11/9/13 at 11:00 p.m., when a dose of the
antibiotic was due, Staff U informed the resident
there were no doses available. The resident

. stated s/he missed 2 consecuiive doses of the

| medication and was very concerned about the

] potential negative effect on his/her recovery from
i the infection.

Review of Resident #163's Medication Record
(MR) revealed the antibiotic was scheduled at
500 am., 11:00am, 5:00 p.m., and 11:00 p.m.
The doses on 11/8/13 at 11:00 p.m. and 11/9/13
at 5:00 a.m. were marked "NA." The Nurse's

| Medication Notes, signed by Staff U, indicated the
doses were missed because the medication was
“nof available." Staff U documented s/he cailed

;

the pharmacy and the medication would arrive on
the morning of 11/9/13.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facls alleged or conclsions
set forih in the siatement of de The plan af
correction is prepared andior executed solely because
it is required hy the provisions of federal and state faw.

cigncies.

Residents requiring wound care are
receiving the ordered treatments |
and monitoring. Residents residing
in the facility were reviewed for thc;
potential of seif-administering
medications. No other residents are
self-administering medications at
this time.
Licensed nurses were inserviced on
the proper procedure to order
medications from the pharmacy and|
what to do if medications are
missing. Licensed nurse
inservicing occurred on the facility
protocel for wound and skin care, |
and self-administration of i
i

medications. :
The DNS or designee will perform
regular audits of the medication and|
treatrnent records for missing doses |
and treatments. There is an
mierdisciplinary process for |
assessment and care planning of ]
residents who wish to self- |
administer medications. The DNS |
will audit the process for self- f
administration of medications ‘]
monthly. The DNS is responsible {
to monitor these processes. The |
| DNS will report to the P1 g

i

i3l
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Continued From page 19

At 9:03 a.m., Staff U stated that on 11/8/13 at
10:45 p.m., s/he discoverad the box in the
medication room for storing Resident #163's

was empty. Staff U searched the
medication room but no doses of the antibiotic
were found.

Staff U called the pharmacy and was told a refifl

F 281

f
|
CROSS-REFERENCED TC THE APPROPRIATE }
|
[

i
This Plan of Correction is the center's credible i
allegation of compliance, !
Preparation andior execution of this plan of correction
does not constitute admission ar agreement by the
provider of the truth of the facis alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it Is reguired by the provisions of federal and state law.

needed thereafter if problems arise

of the medication had not been ordered. Staff U
verbally requested the medication be sent as
soon as possible and sent a refiil order by

i facsimile at 11:11 p.m.

with these processes.

Staff U stated sthe did not notify the physician of
the 2 missed doses of NN =0d did not
know if any other staff reported it.

| The MR indicated the next dose of (HIREG_TG
was administered on 11/8/13 at 11:00 a.m., 12
hours late and 18 hours after the previous dose
on 11/8/13 at 5:00 p.m.

| On 11/13/18 at 11:51 a.m., Staff C stated the

faciiity procedure for genetating pharmacy refii !
orders for IV antibictics was that medication J
nurses were to send pharmacy refill orders by |
| facsimile when only 3 or 4 doses were left in the 2
i resident’s supply. Staff C confirmed there was no |
refill order for Resident #163's NN Hefore |

i

the order sent by Staff U on 11/8/13. | ]

| The failure to ensure the antibiotic was available
| as ordered placed the Resident #163 at risk for
| diminished effectiveness of the antibiotic and

| delayed recovery from a life-threatening S
infection.

|

|

' Refer to F333. ]

liz]3 )iy

- ¥
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‘;
|
| RESIDENT #93

r Resident #23 was admitted o the facility from the
! hospital on @M#/13 with diagnoses to include ;
| ., chronic 4NN ond an infected

stage & RSN on the SRR vith
g Rt c).

i The Minimum Data Set (MDS}, an assessment
| tool, dated 9/26/13, indicated Resident #93 was
i alert, oriented and able to make his/her needs |
| known and required extensive assistance of two [
|
|
|

| persons with transfers and bed mobility. No
. behaviors of rejection or resistance to care were
| identified. :

! The physician's order, dated 9/28/13, instructed |
| staff to cleanse Resident #93's@illd heel with g
' normal saline daily, apply a alginate {wound l
| treatment), cover and wrap with gauze and

[ change dally.

Dressing changes were documented on the
Treatment Record {TR). Resident #53's TR
indicaied dressing changes were done daily. The
TR did not document wound assessments.

The "Daily Monitoring/Pressure Ulcers” form for
! October 2013 provided spaces for daily wound
| assessment, including wound stafus, dressing
I condition, surrounding skin, wound edges ana
. associated pain, The form reflected

| documentation for only 7 days: October 1,2, 3, 5, |
|
|
|
f

16,7, and 17.
]

The physician's order, dated 10/31/13, instructed
| facllity staff to administer Negative Pressure §
| Wound Therapy (NPWT) to the pressure vicer on |
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F 281 | Continued From page 21

Resident #33's 4l hee!l and to change the
dressing 3 times per week and as needed.
1
| According io the facility's policy, dated 4/28/13,
NPWT removes infectious material from the
wound with sub-atmospheric pressure {suction)

to promote healing in wounds which have failed to
proceed through normal stages of healing with
standard treatment. (NPWT is also referred o as
i a "wound vac.")

l

| Resident #83's Novernber TR instructed staff to

| cieanse the@fibheel wound and change the
wound vac dressing 3 times par week, and as
needed. Specific days of the week for the
dressing changes were not identified.

On Thursday, 11/7/13 at 9:15 a.m., review of
interventions listed on Resident #93's care plan
for the @heel| pressure ulcer did not include the
wound vac.

At 9:20 a.m., when advised that the surveyor
would need to observe the dressing change Lo

was done the previous day at the wound clinic
and wasn't due again untii Friday.

Staff L. said wound assessments were
documented on the TR. The surveyor and Staff L
reviewed the November TR and noied there was
) only one assessment of the @@hes! wound, on !
1 11/5/13: "L heel wound measurements §iilcm ;
(centimeters) x@icm x@cm.” There wasno |
1
|

documentation on the TR indicating daily
monitoring of the dressing.

| P At 10:24 p.m., Staff £ sald pressurs ulcers were ;
documented on the "Weekly Pressure Uicer 1

F 281

12izihn
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Continued From page 22

BWAT Report" (BWAT). The surveyor was able to
locate only two BWATs, dated 9/19/13 and
10/3/43, for Resident #03's @k heel ulcer. Staff £
was unable 1o locate additional BWATs for the
wound, daily monitoring of the dressing or any
documentation of weekly wound assessments
and treatments administered at the wound clinic.

L AL 114 pome at the surveyor's request by phone,

the wound clinic sent by facsimile documents
reflecting weekly assessments and treatments of
Resident #93's @ heel wound. The records
indicted the size of the wound was diminishing.
On 9/25/13 the wound measured @ik x @ cm
{(centimeters). On 11/6/13 it measured i by @i
em and the wound bed was debrided due to a
hematoma.

On Tuesday, 11/12/13 at 8:15 a.m., Resident #93
stated sthe was "very concerned" that the
dressing had not been changed since the last
weekly visit to the wound clinic on Wednesaay,
11/8/13. The resident stated, "lt's supposed {o be
changed 3 times a week."

At 8:30 a.m., when advised that the surveyor
would need io observe the dressing change to
Resident #53'sd@i¥ heel, Staff L stated, "It's not
due today. it's due on Monday, Wednesday and
Friday."

The surveyor and Staff L reviewed the TR and
noted the TR did not specify which days the
wound change was scheduled and that the
dressing had not been changed since six days
ago, on 11/6/13 at the wound clinic. Staff L said
s/he did not know why the dressing had not been
changed on Friday or Monday but s/he was
extremely busy and would not have time to

!

F 281

efuln

i
;
I
!
Frbey
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F 281 1 Continued From page 23

| change the dressing during hisiher shift. StaffL |
did not indicate a plan to assure the dressing 1
change was completed that day. !

F281§

At 10:14 a.m., Staff C stated the facility policy

I was to document pressure ulcer assessments

| weekly on the BWAT, noting appearance and size
| of the wound. Staff C said dressings were to be | _
- monitored daily and documented on the TR for | -
appearance, drainage and intaciness. Staff C l
said dressing changes should be scheduted on |
specific days, noted on the care pian and
: documented on the TR,

Staff C stated s/ne would make sure Resident
#93's dressing change was done that day and the
facility would educate licensed siaff regarding
treating, monitoring and documenting pressure
ulcers.

Refer fo F314.

RESIDENT #75

| Resident #75 was admitted to the facility from the i
| hospital on @8/13 with multiple medicatly
; disahling conditions.
\

| Resident #75's admission Minimum Data Set
I (MDS), an assessment tool, dated 10/15/13,
indicated the resident was aler, oriented, and !
able to make him/herseif understood. The MDS
indicated the resident wore correciive lenses and
was able to read regular print.

i
1
|
|
[
;

- On 11/6/13 at 12:30 p.m., Resident #75 reported

| that on 11/4/13, after the survey team entered the j
| facility, a nurse removed the resident'sGGGG_— ;
| eye drops from the fop of resident's bedside 1 ‘i

i 5
| 1231 ‘] i
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F 281! Continued From page 24 | F 281
table. The resident siated s/he always kept the
eye drops on top of the table and had been

self-administering the drops, but due to * being
| busy with therapy and everything" at the facility,
 the resident had not been consisiently taking
i them every day.

| Resident #75 said the doctor ordered the drops to
be taken twice daily but, since being admitted to

I the facility, the resident was not sure how often
s/he was taking the drops. Resident #75 stated

| that after the nurse took the drops away, the

| resident had only received them once daily in the

} evening instead of twice daily as ordered by

| his/her physician. The resident stated that staff

said there were no orders for the eye drops.

At 12:35 p.m., when asked, Staff E staied that on
11/4713, after the survey team entered the facility,
s/he took Resident #75's eye drops from the

l resident's room and put them in the medication

i room. Staff E said that, until 11/4, s/he did not

know the resident had eye drops at the bedside

and said there was no documentation to reflect

| that the medications were removed from the

4{ resident's room.

At 12:58 p.m., Staff E was observed in his/her

office reading the iabels on Resident #75's eye
drops and writing orders for the eye drops based
on the labels. :
|
Staff E stated that staff, not the resident, would |
administer the eye drops. Resident #75 was not
assessed or care plannad for self-administration.

Staff & said, "l jusi called the ARNP {Advanced
Registered Nurse Practitioner} and she said |
could add the eye drops to the orders.” Staff £

|

|
|

i
i
|

12zl
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said s/he would have called the ARNP about the
medication sooner but was unable to coniact the
resident's iR for confirmation. When the
surveyor pointed out that the resident's il
had been at the facility for several hours the
orevious day Staff E said, "Oh yeah.”

F 281

At 1:.20 p.m., Staff B stated the admission nurse
was responsible to ask residents about their
diagnoses and medical history but when Resident
#75 was admitted the resident wag in pain and,
"[The resident] wasn't in the mood to discuss
anything when [s/he] got here."

Staff B said when medications were found at the
resident's bedside, the physician should have i
been notified as soon as possible and an order
obtained as appropriate. Staff B said medications |
brought from home should not be given without

an order.

On 11/6/13 at 2:23 p.m., Staff stated s/he brought
| the eye drops to the bedside and observed

| Resident #75 self-administer the medication.

' Staff JJ said this may have occurred on 11/4 or

i 11/5 or both. Staff JJ said s/he did not check the
expiration date. L

Staff JJ said the eye drops were not listed on

| Resident #75's medication administration record
and s/he did not document administration of the
drops. Staff JJ said, "l assumed there was an
order for self-administration. | should have

, checked for an order."

The facility falled to determine that .
self-adminisiration of a medication was a safe !
i practice for Resident #75 on 11/4 andfor 11/5/13 ]
| when Staff JJ observed the resident J

l
|
|
|
i
i
|
‘i
|
!
! !
| |
i |
| |
|

| 2)ain
1 i
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self-administer eve drops fDl’m wihout an | This Plan of Correction is the center's credible ;

y- . P ] ‘F allegation of compliance. |

order for the medication or an assessmeni or :

i care Plan for self—admlmstratxoﬂ. This failure Preparation andior execution of this plan chorrecn'oné

placed the resident at risk for unsafe does nof constifute admission or agreement by the |

administration of the medication. provider of the truth of the facts alleged or conclusions|

set forth in the statement af deficiencies. The plan of |
. - I
- corvection s prepared and/or executed solely because §

it ks required by the provisions of federal and state law.

i

Refer to F176.

|
|

1
’ ]
F 285 483.20{m), 483.20{e} PASRR REQUIREMENTS F 285%
5= | FOR M & MR | I F285
A facility must coordinate assessments with the l ] 1. Resident#11 received a level 11
' !

pre-admission screening and resident review
pregram under Medicaid in part 483, subpart C to

the maximum extent practicable to avoid |
i duplicative testing and effort.

PASRR evaluation on 7/10/2013,
Resident #7 is no longer at the
facility. Resident # 15 has had a
new Level I PASRR completed.
Resident # 123 has had a new Level
I PASRR completed. Resident #22
has had a new Level | PASRR
completed. Resident #57 could not
be identified from the sample.
Resident #95 has now had a Level I
PASRR completed. Residents #99, |
27,68, 135,132,130, and 139 no
ionger reside in the facility. !
2. Residents residing in the facility |
were reviewed for current Level | ]
PASRR. These were completed as |
needed. Level II PASRR i
evaluations were requested as {
needed. !
3. The facility has an interdisciplinary %
|
|
{

i A nursing facility must not admit, on or after
January 1, 1989, any new residents with. ]
(i) Mental iliness as defined in paragraph (m}(2} |
(i) of this section, unless the State mental health
authority has determined, based on an
independent physical and mentat evaluation
performed by a person or entity other than the
State mental health authority, prior to admission;
{A) That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility;
and
(B) If the individual requires such level of
services, whether the individual requires |
specialized services for mental retardation. |
(i} Mental retardation, as defined in paragraph I
(m{2)(ii) of this section, unless the State mental |
i
!

process and audif tool for

compieted Level I PASRR

evaluations at time of admission.
The admissions ccordinator has

I

; discussed the need for these I, ]
! ! evalyatione at ime.ofadmit wath : il!3 i if;
FORM CMS-2567(02-99) Previous Versions Obsolete Even 1D YDIZ11 Facility 1D WA39980 If continuation sheet Page 2'}' of 72
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condition of the individual, the individual requires | This Plan of Carrection is the center's credible
the level of services provided by a nursing facility; | allegation of compliance.
and o . Ei Preparation and/for execution of this plan of correction
{B) If the individual requires such level of i does not constitute admission or agreement by the
| services, whether the individual requires provider of the truth of the facts alleged or conchesions
2 specialized services for mental retardation. j setforl!? in fﬁhe statement of deficiencies. The Plan of
i correction is prepared and/or executed solely because
i i it is required by the provisions of federal and state law:
For purposes of this section:
_{i) An individual is considered o have "mental discharge planners. The Social
!llness" if the individual has a serious mental ! Services Director or her assistant
iliness defined at §483.102(b)(1). ., l will audit the record for this |
| (i) An ﬂ("lC_iIVldeéiE Is ;onsx;!ered to be "mentally i evaluation at time of admit and 1
z reta;rdec{ if the individual is mentally retarqed as ! complete them timely as needed. |
defined in §4§E}3.1{)2(b)(3) or is a person with a 3 Level I PASRR evaluations will be|
retated condition as described in 42 CFR 1009. ? requested timely as needed
following admit.
This REQUIREMENT is not met as evidenced + ii;g;ﬁ?ﬁf;fﬂ“ffgf%; brocess.
by: . . . - The IINS or her designee will
Bgsed on interview and (ecprd review, the facifity complete a monthly andit of
fa:lgd to ensure Pre-Admission Screening and PASRR evaluations and report to
Resident Review (PASRR) assessments were the P1 commitiee x 3 months and as
accurate?y_completed upon, or prior to, admission nceded thereafter for problems with
to the facility for 7 of 38 currant sample this process
residents (#'s 15, 123, 11,22, 7, 57 and 85} and 7 ; )
of 30 former residents (#'s 98, 27, 68, 135, 132,
135 and 139). Failure to ensure PASRR's were
deng and/or accurately completed, placed
residents at risk for inappropriate placement
| and/or not receiving timely and necessary |
services to meet their mental health [MH] and/or ]
| deveiopmental disability [DD] care needs. ]
: i
Findings include: : |
' 1) Resident # 11 was admitted from the hospital ‘\ | i
| on @/ 13 with multiple medical diagnoses : '
linciuding and #ilg@» The hospital ! |
| | PASRR was found by the Social Services Director | i ly L}H !;—;
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1 [SSD] dated 2/14/13 but failed to indicate the

| need for further evaluation [Level il]. The faciity |
ﬁ completed a PASRR on 5/6/13 and requasted ]
| further Leve! [l evaluation that was completed 2 i
months later on 7/10/13.

|
1
!
I

2) Resident # 7 was admiited from the hospital on | |
#/13 with multiple medical diagnoses including i ‘
. No PASRR was found in the records
to indicate the need for further evaluation.

3) Resident #15 was admitted from the hospital
on #/13 with multiple medical diagnoses
including AN . S ‘ A |
AR | Co T dlsease

| - m tailure (W],

?1 and @il disease. The hospital PASRR failed
to indicate anxiety and other medical conditions 1o

ensure accuracy of need for further assessment

[Level il

i

4) Resident #123 was admitied from the hospital
or: §R/13 with muitiple medical diagnoses

including 4NN disorder. No PASRR was
found in the records.

|
1
]
|
5) Resident #22 was admitted from the hospital |
on @13, No PASRR was found in the records. |
|
1
|
|
|
i
l
|
|
]

&) Resident #57 was admitted from the hospital
-on 4/13 with multiple medicai diagnoses

Cincluding (RIREe. No PASRR was found in
g the record.

; 7) Resident #95 was admitted from the hospital
on §/13 with diagnoses of

L and QU disease. No hospital PASRR
i was found. On 5/24/13, the PASRR was

! inaccurately completad by the facility and

“ORM CMS-2867{02-29) Previous Versions Obsolete Event 1D YDIZ{ Facility ID: WA38980
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indicated further assessment was required when
the resident had diagnoses to indicate further
assessment may not be appropriate.

| 8) Former Resident #99 was admitted to facility
from the hospital on @l§/13 with multiple medical

diagnoses inciuding S NGGEGG_G_G_G_—_ disability
], S - c SR The

| hospital PASRR was inaccurately completed and
‘i failed to indicate GRS =J NN
! but did identify = @i history. No documentation
{was found to indicate further assessment was
done for this resident as required.

| 9) Former Resident #27 was admitted from the

" hospital on @#/13 with multiple medical
diagnoses including T SN

failure [@NED] QU discase and SIS No

PASRR was found in the records, On 11//8/13,

! the Social Services Director SSD) was unabig to

 find a PASRR.

10) Former Resident #68 was admitted from the
hospital on @13 with multiple medical ?
diagnoses including . Review of the |
PASRR completed at the hospital was inaccurate
and failed to indicate UfNEIEII. interview with
the SSD on 11/8/13 verified the inaccuracy of the
| PASRR,

H
H
1

1 11) Former Resident #135 was admitted from the |

| nospital on §i#/13 with multiple medical |
| diagnoses including (N nd SRS No

| PASRR was completed for this admission.

| 12) Former Resident #132 was admitted from the |

- hospital on @/ 13 for SRS 210
| diagnoses of il 2nd QIR No PASRR

| was completed for this admission.

| %nizr?;g
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‘ | This Plan of Correction is the center's credible !
N N r . . !
13) Former Resident #130 was admitted from l | altegation of compliance. '
h_OSPEtal on ¥F/13 W'th multiple medical 1 i Preparation andfor execution of this plan of correction
diagnoses. No hospital PASRR was completed.' H does not constitute admission or agreement by the
The faciiity completed the PASRR on 6/21/13, five | l provider of the truth of the facts alleged or conclusions
days after admission, | | set forth i the statement of deficiencies. The plan of |
1 [ i correction is prepared and/or executed solgly because |
. . ! it ired by the fsi der |
11. 14) Former Resident #1390 was admitted from the | N it is required by the provisions of federal and stote lawi;
hospital on @13 with multiple medica ] E
| diagnoses including SR 2nd generalized }
@I The hospital PASRR was inaccurate and
{ failed to indicate the need for further screening as
| required. ;
During interview and review of these Residents’
' PASRRs with the new Social Services Director on
11/8/13 at noon, she stated she worked closely
with the PASRR evaluator and was becoming ) . i
| more familiar with the PASRR process. She
| stated she would review current residents’
| PASRRs and new admissions for completion and
‘ - accuracy of PASRRs and follow up as necessary. F300
% %
| | |
! i
| P e 1. Resident #11 was d i
F 300 | 483.25 PROVIDE CARE/SERVICES FOR F 309 e« ! was assassed for pain
as=p i HIGHEST WELL BEING ! and her physician was notified.
= The care plan was updated to
| Each resident must receive and the facility must | accurately reflect her pain and
, _ Lo limitations related to pain.
provide the necessary care and services to atiain 2 Residents residing in the facility
or maintain the highest practicable physical, “ et toviewed £ £ i?l tm.i ¥
mental, and psychosocial well-being, in et andt ore “;e“ p:zn‘
accordance with the comprehensive assessment S and care pian upaates.
3. Licensed nurses and skilled therapy |

and plan of care, , ; ) )
P staff were inserviced regarding

|

1

| : )

| pain, pain assessment and
!

|

docomentation, interventions to 1%

This REQUIREMENT is not met as evidenced | treat pain, and timely notification of
f‘ pain. The interdisciplinary team |

|
by |
| ]
i
1

L ‘}l i -
; | | ACWS TeSIEnts 2bin
TLlTE Lo whoe ¥ i k" 1 L AeddBERINGEE

reviews residents with unresolved

Tdil.
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. This Plan of Correction is the center's credible
Based on observation, interview, and record allegation of compliance.
revsgw it was determined that the fac_ﬂlty failed to Preparation and/or execiition of this plan of correction
provide the necessary care and services to does not constitte admission or agreement by the
assess and freat pain fortof 1 sampled provider of the truth of the facts alleged or conclusions
residents (#11) reviewed for pain when the set forth in the statement of deficiencies. The plan of

correction is prepared and/or executed solely because

resident ' s pain was not m,anaged s0 as to allow it is required by the provisions of federal and state law.

the resident to fully participate in therapies. This
failure placed the resident at risk for untreated 4.
pain, a decline in mobility, function, and quality of
life due to restrictions caused by pain.

" The Director of Nurses is
responsible to monitor this process. |
Monthly review of the pain
flowsheet and daily pain
assessments will be completed by

: . . the DNS or her designee. A report
Resident #11 initially admitted on@iilil®13 and o the PI committee on this system

was re-admitted after hospitalization a:& - .
will be made by the DNS monthly x|
Wpi “gzﬁi ammation of 3 months and as needed thereafter,

S . =nd history of other
disorders.

Findings Include:

A guarterly minimum data set (MDS) dated
10/10/13 identified Resident #11 as cognitively
intact. For activities of dally living (ADL) Resident
#11 was identified as nesdin el aviangive
assistance for dressing, toilet use, and bed
mobility. The resident needed two staff person
physical assistance for bed mobility and one staff
for dressing and toileting. :

“Physical Therapy (PT) Evaluation,” dated
7/17/13, documented for Resident #11 to receive
skilled PT for therapy evaluation, therapeutic
activities, and gait fraining. A pain assessment,
dated 7/17/13, was completed on evaluation and
identified Resident #11 had pain at a scale of @i
during activity on a 0-10 pain scale. Location of
pain was documented to be in Resident #11's low

- @ o - SRENE

FORM CMS-2567(02-98) Previous Versions Cbsoiete Event ID:YDIZ11 Facility ID: WA3S980 f continuation sheet Page 32 of 72




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

PRINTED: 11/27/2013
FORM APPROVED

Y .2 *Fr‘\ [ATASS E+ AL
OMB NO. 0838-0381

STATEMENT OF DEFICIENCIES X
AND PLAN OF CORRECTION

1) PROVIDER/SUPPLIER/CLIA
iDENTIFICATION NUMBER:

505347

A. BUILDING

B. WING

{(X2) MULTIPLE CONSTRUCTION

{X3) DATE SURVEY
COMPLETED

11/15/2013

NAME OF PROVIDER OR SUPPLIER

KINDRED TRANSITIONAL CARE & REHAB CENTER- LAKEWGOD

STREET ADDRESS, CITY, STATE, ZIP CODE
11411 BRIDGEPORT WAY
TACOMA, WA 98499

(X4} 1D
PREFIX
TAG

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

s}
PREFIX
TAG

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

(X&)
COMPLETION
DATE

F 308

Continued From page 32

"Physical therapy evaluation,” dated 7/17/13,
documented “additional medical diagnosis
impacting PT included ik, @k and @i pain

| and iy The patient /family goal

documented was "to be more mobile."

"Physical Therapy Progress Report” from 7/25/13
to 7/31/13 documented that Resident #11 "made
stow and steady progress this past week in spite
of refusing to get cut of bed or go to rehab gym
twice." Standing/ ambuiation limited some days
by knee pain.” Knee pain was documented as a
barrier to improvement. Potential for achieving
goals was documented as good and that
diathermy (electronically induced heat) would be
included for knee pain,

A "Physical Therapy Discharge Summary,” dated

8/6/13, documented PT was discontinuad on
8/2/13. The comparative statement documented
that Resident #11 "hasn ' t made significant
progress since last progress note, as resident
refuses to get out of bed." Discharge Summary

for PT documented that Resident #11 was having

pain in knees at afj out of 10 on a 0 to 10 pain
scale and that electronic stimulation helped to
decrease pain. It was documented that resident

goals were not met due to resident refusing to get

out of bed.

| Resident #11's record did not contain evidence
| that staff reassessed why he/she was refusing P

and/ or if and how pain was being managed and
how it impacted the ablhty to participate during
PT.

On @/13 at 9:56 a.m., Staff i reported that
Resident #11 was discharged from PT due fc.

F 309

;izlaf }B
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refusing and not wanting to get out of bed. Staff |
| reported that after refusing a few times the
resident was discharged from PT.

On 11/7/13 at 10:23 a.m., Resident #11 reported
being on PT but not wanting it any longer.
Resident # 11 reparted having a lot of pain,
mastly in knees but also in hips. The pain was
worse on the @i side.

Resident #11's initial admissicn care plan, dated
2/15/13, for the focus of chronic il and 4
4 pain related to S had not been updated
since the original admission date and the i
interventions in piace were not reassessed or
revised {o ensure that the resident was getting
adequate pain management,

On 11/8/13 at 8:22 a.m., Resident # 11 reported
having pain in hips and knees for a long time.
Resident #11 reported that the 4l (pain
medication) helps for about four hours but it did

- not take the pain away compietely. Resident #11
reported that being repositioned, sitting up on the
side of bed, and that hot showers heip with the
pain.

Resident #11 confirmed that the facility did not |
offer alternative interventions to relieve pain. _ !

Resident #11 reported that the reason for refusing
PT was due to pain and not being able to get the
assistance needed to get back in bed after PT.

i On 11/8/13 at 12:01 p.m. Staff C reported that the

| resident's care plans should be updated when
| returning from the hospiial, with any changes and
- with each MDS.

| 12]31 1%

- R
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On 11/8/13 at 3:30 p.m. Staff C reported that . This Plan of Correction is the center's credible
he/she spoke with Resident #11 and the resident j allegation of compliance.
reported that pain was the reasen hefshe did not . . . , .
. Preparation andsor execution of this plar of correction|
want to get QUt OT bed. NG documentation was does not constitute admission or agreement by the
found to verify this occurred. i provider of the truth of the facts alleged or conclusions
: i set forth in the statement of deficiencies. The plan of
Failure to re-assess, monitor and follow up with | con ’ig”s;j_e‘ff;’"ﬁ;’:‘*f;’;;if;ﬁ;};‘;jf ;‘};i’;,’ because
| Resident #11's pain management resulted in the Sregmesy e p ' Staie faw
' resident refusing therapy due to the pain. This
: failure placed the resident at risk for untreated
nain, decline in mobility, strength and quality of
iife.
Failure {o re-assess and revise Resident #11's
care plan since admission on@i/13 placed the
| resident at risk for decreased guality of care.
| Without updating the care plan staff is unable to
identify how to care for Resident #11's care needs
| related to pain, and how it impacted the refusal of
therapy and ADLs.
’ ] F 312
F 312 483.25(a)(3) ADL CARE PROVIDED FOR ; F312)
$s=D | DEPENDENT RESIDENTS ' ] 1. Resident #104 has thickened nails
A resident who is unable to carry out activities of | :i:;;:n?éebegm?ed bg ;e%ufﬁ
daily living receives the necessary services o | | oo a healh f o 1s_§c ¢ "ihe ©
maintain good nutrition, grooming, and personal ) are proviaer with
and oral hygiene equipment !:equlred to mechanically
| ' sand the nails. Resident #39 was
: assessed for oral health and the care
plan and care directive revised to
This REQUIREMENT s not met as evidenced reflect the assistance he requires to-
; by: brosh his teeth.
' i 2. Residents residing in the facility
Based on observation, interview and record Wer; dasseslsﬁd i‘:’; nail care and
review, it was determined the facility failed o oraljcenta bealth Care plans and
provide necessary care and services o maintain | care directives were revised and '
updah“d as neccssary to reflect each | T Z) 3] ! '
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nail care and oraf hygiene for residents who are T?tli.v Plan ofCorrs:}c.tion‘ is the center's credible
unable o independently carry out activities of allegation of compliance.
dai%y ;iV!ng (ADLs) for 2 of 4 sample r§5|d?nts Preparation and/or execution of this plan of correction
reviewed for ADLs (#'s 104 & 39). This failure does not constitufe admission or agreement by the
placed residents at risk of dental problems, provider .chfhE:‘ truth of the facts qiieged or conelusions.
- avergrown ﬁngernalis and toenails, infection anci se{for!irllm ‘th? Statcimenf o)jdr;’ﬁf:rencws. {%ep!an of
; correction is prepared and/or executed solely because
diminished qua“ty of life, it is required by the provisions of federal and state law,
Findings include: identified on their treatment
administration record with a
-RESIDENT #104 scheduled day each week to have
o . . nail care performed by a licensed
Resident #104 was initially admitted to the facility . —
on 4/13 With diagnoses to include a 3. Nursing staff (licensed murses and
SR cisorder, SRR certified nursing assistants) were
WD, The resident was readmitted from the imserviced on the process for
hospital ondilllB/13 and /13, providing nail care to diabetic
@ . o 4, residents. Licensed nurses were
Resident #104's Minimum Date-Set (MDS), an inserviced on oral assessment and
assessment tool, dated 10/28/13, indicated the care planning to reflect the care
resident had mamory problems' bu_t was able fo needs of residents with regard to
make needs known. The MDS indicated the 1 oral hygiene. Certified nursing
resident was ﬂon-_e?mbuiat?ry anfd was completely assistants received training on
dePen?fPf on faC:l“iyﬁ? iatff g 1(re z:aelt]ﬂsi[:”fE performing oral hygiene tasks with
assistance with all VILES O wing, residents. Certified nursing
including grooming and hygiene. assistants were inserviced on |
. , - . . informing the licensed nurse iffa ¢
Res'q[enbt #304 s tE) hys|1.man Gl(”jders mClUd:?Mr;aelll(E resident refuses care for activities |
Eaﬂ:." © be done by & iicensed nurse on y of daily Iiving such as nail and oral
asis. care.
- 4.  The Director of Nursing is
Resident #104's Treatment Record (TR) for NP e
wh responsible to monitor these
October and November, 2013, stated, "Nail care processes, The DNS o her
. o -
is to_ bﬁa done by I.luense_d nurse cn a v{,.ekly designee will perform monthly
basis." The TR did not indicate a specific day of
) - \ audits of nail care, oral hygiene and
the week for nail care. The resident's TR oral care documentation. The DNS |
~ £ 3l 1, ' "
%ouumiﬂaedzgi);ah care for October or will report on these processes o the
ovember, ) | PI committee monthly x 3 months 213 } 3
bkl el a W=V ¥=3 g f F
! ded thereafier. e
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On 11/5/13 at 7:42 p.m., all of Resident #104's i i
fingernails were observed to be approximately 2

inch long. The resident's il stated s/he |
would like staff to trim the fingernails and the "
resident agreed. Resident #104 said the shower

aide told the resident the aide could not do his/her !
nail care because the resident had 4l and !t
would have to be doene by nursing staff. ‘

Resident #104 said his/her toenail care was dong
oy a podiatrist.

On 11/7/13 at 2:14 p.m., Staff Q, a shower aide,
said s/he does nail care for most residents when
they have showers, but nursing staff must do all
nall care for residents who have diabetes.

On 11/7113 at 2:48 p.m., Staff E, the Resident
Care Manager, said it was the responsibility of
medication/treatment nurses to perform nail care
for residents who have diabetes. Staff & said it
should be done on shower day, when nurses
perform skin assessments.

On 11/7/13 at 2:53 p.m., StaffL, a
medication/treatment nurse, said s/he had never
done nail care for Resident #104 and could enly
identify one resident s/he had performed nail care
for. Staff L said s/he did not document the nail
care and did not routinely assess fingernails and
toenails of residents who have GRNGEGN:

On 11/12/13 at 10:16 a.m., Staff C, the Director of
Nursing Services, stated that nursing staff should
have clarified a regimen for implementing the
order for weekly nail care for Resident #104, such
as a specific day of week, and must document
when they perform nail care.

123413
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.| toothpaste and gave up trying to brush his ieeth.

Continued From page 37

RESIDENT #30

Resident admitted to the facility on §Jj#/13 with
diagnoses including (iGN discase,

R it S isturbance, m
A - WP

On 11/05/2013 10:37 a.m., Resideni # 39 had
foul smelling breath and had thick yellowish white
plague along lower front feeth gum line which
then progressed to a grayish color. Staff D
observed plaque and stated that facility form
labeled “Interim Plan of Care" needed to be
adjusted to reflect more assistance when
preforming oral hygiene.

On 11/12/13 at 2.05 p.m., Resident # 39's
SN oiced complaints that herdiiillil teeth

have been "dirty”.

On 11/05/2013 10:37 a.m. during resident
interview, Resident # 39 stated that he brushed
nis own teeth but when asked to demonstrate oral
hygiene he was unable to find toothbrush or

On 11/05/2013 12:27 p.m., Staff Y stated that she |
performed Resident # 39's oral hygiene in
afternoon if resident is willing, Resident # 39 can
be combative and it can be difficult to brush his
teeth.

During observation on 11/05/2013 12:27 p.m.,
Staff Y brushed Resident # 39's teeth aliowing

: resident to brush his own teeth at first. Resident #
38 only concentrated his upper teeth and

- neglected the tower front teeth, back teeth and |
' molar surfaces. Staff ¥ encouraged Resident #39 J

F 312

‘-Zi 3!; Y
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F 312 Continued From page 38 I F 312
to brush all surfaces of his teeth. Aftar Resident This Pian of Correction is the center's credible
# 39 received total assistance to perform oral allegation of compliance.
hygiene, Resident #39 lower teeth no longer had Preparation and/or execution of this plan of carrection
debris or plague. Resident #39 was cooperative does not constituie admission or agreement by the
and non-combative during oral care. provider of the truth of the facis aleged or canclusions
- set forth in the statement of deficiencies. The plan of
On 11/05/2013 12:27 p.m, Staff Y stated that corrcton e repared andly excoed el pecoue |
when residents refused oral hygiene, nursing .
assistants should report it to the nurse.
H
i
On $1/12/13 at 10.17 a.m., when asked how
NAC's communicate refusal of oral care, Staff V
stated that NAC's should document refusal of
resident care in the facility's "Communication
Book". Staff V was unable to locate any
documentation of Resident # 39's refusal of care
in the "Communication Book". Furthermore, the
facility's "Communication Book" was completely
empty, void of any documentation sheets.
F 313 | 483.25(b) TREATMENT/DEVICES TC MAINTAIN F 313
55=0 | HEARING/VISION
Jo ensure that residents receive proper treaiment
and assistive devices to maintain vision and F 313
hearing abilities, the facility must, if necessary,
assist the' resident in making appointments, and 1. Resident #28 received care 1o
by arranging for_ t_ransportatllorj ;o a.nd from the remove ear wax. The guardian has
office of a prag:‘iftsoner spec_:lai:_zmg in the declined further treatment due to 2|
tregtment of vision or hearmg sm_panl'ment or the declining condition. The care plan
office pf a pro_fgsssona! specializing in the was revised to reflect the current
provision of vision or hearing assistive devices. siatus of his hearing and
_ i‘ communication needs,
! I . ; 2. Residents who reside in the facility
‘ g;l.ls REQUIREMENT is not met as evidenced were r?viewe d for hearing and
: ) . . . visual impairments requiring :
[ Ba;ed on observataop, interview and _rgzcorq ] further freatment. Appointments %
review, it was determined that the facility failed to were made for follow up as E |
. necessar TRAETEFYA
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F 313 Continued From page 39 F 313!
| ensure that the resident received proper 'IZ:’S Pi:cm ofC.‘orre!cltimf is the center’s credible
treatment and assistive devices to maintain allegation of compliance.
hearing ability for 1 of 1 (# 28) reviewed in the Preparation and/or execution of this plan of correction]
Stage 2 sampled review. This failure places the does not constitute admission or agreement by the |
residents at risk for receiving substandard quality pf‘ojide;' of :;!e frurth of rhc}fgcfjg alleged OZ;OH?IM:'?HS
P ; : sef forth in the siaiement of deficiencies. The plan o
of care and diminished qua%ity of tife, correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.
Findings Include: | 3. A referral svstem was implemented
_ . for nursing staff to communicate
Resident # 28 was admitted on @i/13, along with - hearing and vision needs to the
a re-admission after hospitalization on W13 Social Services Department for
with diagnoses'nd“dmg “ m follow up. The Social Services !
sl . =nd 8 Department developed a tracking |
. system o ensure that follow up
JUiy 2013, Resident # 28 was FECeiVing j iﬂterdjsciplinary team and nursing
ear drops to loosen ear wax in order to facilitate a staff (licensed nurses and certified
visual examination and possibly be fitted for mursing assistants) were fnserviced
hearing aids from g This [ on the referral system,
?reatment was interrupted du_e tp Rgs;dent # 28's 4. The Director of Nursing is
illness and subseguent hospitalization in G responsible to monitor this system.
2013. Later in September, documentation ot The DNS or her designee will
reveaied Resident # 28 had an ear 4 tha perform regular audits of the
| was treated with SN ops that referral system and the scheduling
concluded on 9/26/13. of follow up appointments. The
. Social Services Director will report
11/13M3 at 11f.10 a.m., Staff E confirmed that on this process to the P1 committee
there xiﬁseg?w?ého up to make a new after monthly x 3 and as needed !
appai —— thereafter for review and resolution |
Resident # 28's gl 2013 iliness stabifized. Also, of problems
Staff F confirmed that her only method of '
communication to keep abreast of residents’
changing conditions was word of mouth from the
facility nursing staff.
On 11/13/13 at 11:20 a.m., when asked how
Resident # 28 communicated with staff, Staff F |
stated that Resident # 28 used a facility 12l m 13
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|

] Based an the comprehensive assessment of a
| resident, the facifity must ensure that a resident
who enters the facility without pressure sores

F314
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F 313 | Continued From page 40 F 313
i developed communication book with larger print This Plan of Corvection is the center’s credible
and pictures. Resident # 28 was unable fo read allegation of compliance.
print or see pictures on communication book. Preparati . . . .
. . paration and/or execution of this plan of correction
Staff F stated that posgibiy prmt needed to b_e does not constitute admission or agreement by the
targer on communication book and that Resident J provider of the truth of the facts alleged or conclusions
# 28 could benefit by an ophthalmology ! set forth in the statement of deficiencies. The play of
appointment l carrection is prepared and/or executed solely because
’ | it is reguired by the provisions of federal and state lew,
'On 11/13/13 at 11:20 a.m., Resident # 28
| confirmed he would like his ear wax flushed so he | !
 can be fitted for a hearing aid, and would like an | %
appointment to have his eyes tesied. Staff F !
confirmed this. !
| |
On 11/13/13 at 11:10 a.m., Staff F confirmed that | a
the facility could have provided follow up after { |
| Resident # 28's condition stabiiized in providing ]
' appointments to possibly correct Resident # 28's |
‘ visual and hearing impairments. 1‘
: f
" F 314 483.25(c) TREATMENT/SVCS TO \ F 314
| ss=Dp | PREVENT/HEAL PRESSURE SORES |
]
|
|
!

does not develop pressure sores unless the
individual's clinical condition demonsfrates that

| they were unavoidable; and a resident having

| pressure sores receives necessary treatment and
services to promote healing, prevent mfectlon and
prevent new sores from developing.

|
| This REQUIREMENT is not met as evidenced
by:

Rased on observation, interview and record

- review, it was determined the facility failed to
|

i
[
:
i
i

1. Resident #93 now receives wound
care 3 x per week unless the wound
care center performs the dressing
change during appointments.
Dressing changes are documented
in the resident’s treatment
administration record. The wound
is monitored daily per the facility
protocol using the Daily Monitor
for Pressure Ulcers form. The care
plan was updated to accurately
reflect the current wound treatment.

The Weekly wound assessment
LI x
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F 314 | Continued From page 41 L F 314]

conduct ongc’mg assessments to evaluate i This Plan of Correction is the center's credible
resident clinical condition, implement allegation of compliance.
mterventions‘as ordere'd, and TT'[DﬂItOF and . Preparation andror execution of this plan of correction)

l evaluate the impact of interventions to provide | | does not constitute admission or agreement by the

timely necessary treatment and services to ‘ I provider of the iruth of the facts alleged or conclusions

f promote healing in a resident with a current set forth in the statement of deficiencies. The plan of

. o correction is prepared andior execuled solely because
|demmed PFESSUTE ulcer, and ensure that'a it is required by the provisions of federal and state law,
resident with a history of pressure ulcer did not |
develop a new one, for 2 of 3 sample residents : manager. The care plan and care |
{#—.'s 60 & 93) rev;evyed for pressure ulcers. These directive for resident #60 was 5
farlures placed Remcﬁent # 93 at risk for a delay in updated to reflect the need to float |
healing and decling in condlt»on‘ of a current her heele when in bed.

| pressure ulcer, and placed Resident # 60 at risk 2. Residents who reside in the facility |
for recurrence of a recently healed pressure were reviewed for preventative skin|

g ulcer. care needs and care plans.

o ) Residents who have pressure ulcers

Findings include: ] were reviewed for appropriate

wound care orders, daily monitors,
and weekly assessments. The care
plans were updated or revised as
necessary.

According to the facility's definitions contained in
“Pravention and Treatment of Pressure Ulcers,”
dated 8/31/12, a Stage 1 pressure area has intact
Sk'g “I”"Elr']tﬂi? n—bianﬁhag : mdnse:‘st;. a S;zgaesi:[?sw% ! 3. Nursing staff were inserviced on

artial thickness skin loss presentin o .
gpen ulcer without slough -E)dead tissgue)' a Stage J preventive skin protocols and

T p o ; i pressure ulcer management.

3 has full thickness tissue ioss; and a Stage 4 is 4. The DNS is responsible to monitor
full thickness tissue loss with exposed bone, this system, The care and treatment

tendon, or muscle. i of pressure ulcers is reviewed by
the DNS weekly, The DNS will
report on pressure ulcers each
month in the PI meeting.

An Unstageable pressure ulcer is full thickness
tissue loss in which the base of the ulcer is
covered by slough or eschar (biackened dead
tissue) in the wound bed. A Suspected Deep
Tissue Injury is a purple or maroon localized area
of discolored intact skin or blood-filled blister due
to damage of underlying soft tissue from pressure
and/or shear.

5 |
P RESIDENT # 93 »

| 125! !.»B
FORM CMS-2567(02-88) Previous Versions Obsoisle Event |D: YDIZ14 Faciity 1D WA38880 If continuation sheet Page 42 of 72




PRINTED: 11/27/2013

DEPARTMENT QF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0838-03081
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN GF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
505347 B WING 11/15/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZiP CODE

11411 BRIDGEPORT WAY

KINDRED TRANSITIONAL CARE & REHAB CENTER- LAKEWOOD TACOMA, WA 98499

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES 18] PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
% ;
F 314 | Continued From page 42 F 314

Resideni # 93 was admitted fo the facility from
the hospital on @#8/13 with diagnoses to inciude | ,
S, chronic gl 200 an ... ' i‘
stage SRR o1 (hc G ith
P

tissue).

The Minimum Data Set (MDS), an assessment
‘ tool, dated 9/26/13, indicated Resident # 83 was |
! alert, oriented and able to make his/her needs |
| known and required extensive assistance of two
persons with transfers and bed mobility. No
behaviors of rejection or resis{ance 10 care were
identified.

The physician's order, dated 8/28/13, instructed
staff to cleanse Resident # §3's@i hee! with
normal saline daily, apply a alginate (wound
treatmaent), cover and wrap with gauze and

| change daily.

Resident # 93's October Treatment Record (TR}
documented daily dressing changes. There was

no documentation of wound assessments on the |
TR, E

The "Daily Monitoring/Pressure Ulcers" form for
October 2013 provided spaces for daily wound
assessment, including wound status, dressing
condition, surrounding skin, wound edges and
associated pain. The form reflected
documentation for only 7 days: October 1, 2, 3, 5,
6,7, and 17.

| The physician's order, dated 10/31/13, insfructed ;
facility staff to administer Negative Pressure ,
Wound Therapy (NPWT) to the pressure uicer on %
|
i

Resident #93's i#hee! and to change the
dressing 3 times per week and as needed.

%iL}B!%;
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According to the facility's policy, dated 4/28/13,
NPWT removes infectious material from the

- wound with sub-atmospheric pressure (suction)
to promote healing in wounds which have failed fo ]
proceed through normal stages of healing with
standard treatment. (NPWT is also referred to as
a "wound vac."}

Resident # 93's November TR instructed staff to
cleanse the @ heel wound and change the
wound vac dressing 3 times per week, and as
needed. Specific days of the week for the
dressing changes were not identified.

On Thursday, 11/7/13 at 8:15 a.m., review of
interventions listed on Resident # 93's care plan
for the # nheel pressure ulcer did not include the
wound vac.

At 9:20 a.m., when advised that the survayor
would need to observe the dressing change to
Resident #93's @ heel, Staff L said the dressing
was done the previous day at the wound clinic
and wasn't due again until Friday.

Siaff L said wound assessments were
documented on the TR. The surveyor and Staff L
reviewed the November TR and noted there was
only one assessment of the @dheel wound, on
11/5/13: @ heel wound measurements @Bcm
(centimeters) xiilbcm x@cm." There was no
documentation on the TR indicating daily
monitoring of the dressing.

At 10:24 p.m., Staff E said pressure ulcers were
documented on the "Weekly Pressure Ulcer
BWAT Report" (BWAT). The surveyor was able fo
locate only two BWATs, dated 9/19/13 and § ‘;

10/3/13, for Resident # 93's@iBheel ulcer. Staff E | [12]3 f 13

T
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was unable to locate additional BWATs for the i
wound, daily monitoring of the dressing or any
documentation of weekiy wound assessments
and treatments administered at the wound clinic.

Al 1:14 p.m. at the surveyor's request by phone,
the wound clinic sent by facsimile documents
reflecting weekly assessments and freatments of
Resident # 93's ¥ hes! wound. The records
indicted the size of the wound was diminishing.
On §/25/43 the wound measured @i x @ cm
{ceniimeters). On 11/6/13 it measured @ by @i
cm and the waound bed was debrided due to a 5
hematoma. ' i

On Tuesday, 11/12/13 at 8:15 a.m., Resident # 83
said the survayor could watch the dressing
change to the @B heel. The resident further
stated s/he was "very concerned” that the
dressing had not been changed since the last
weekly visit to the wound clinic on Wednesday,
14/6/13. The resident stated, "it's supposed to be
changed 3 times & week."

At 8:30 a.m., when advised that the surveyor
would need to observe the dressing change to
Resident #33's i heel, Staff L stated, "it's not
due today. It's due on Monday, Wednesday and
Friday."

The survayor and Staff L reviewed the TR and
noted the TR did not specify which days the i
wound change was scheduled and that the f
dressing had not been changed since six days
ago, on 11/6/13 at the wound clinic. Staff L said
sfhe did not know why the dressing had not been
changed on Friday or Monday but s/he was ] ‘
extremely busy and would not have time fo : ] J

change the dressing during his/her shift. Staff L ; 3%2_') 21] 42
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did not indicate a plan to assure the dressing
change was completed that day.

At 1G:14 a.m., Staff C stated the facility policy
was o documeant pressure uicer assessments
weekly on the BWAT, noling appearance and size
of the wound. Staff C said dressings were to be
monitored daily and documented on the TR for
appearance, drainage and intactness. Staff C
said dressing changes shouid be scheduled on
specific days, noted on the care plan and
documented on the TR.

Staff C stated s/he would make sure Resident #
93's dressing change was done that day and the
facility would educate licensed staff regarding
treating, monitoring and documenting pressure
ulcers.

At 11:30 a.m., Staff X notified the surveyor that
Staff K, a nurse from a different unit, would
perform the dressing change to Resident # 93's

i heel at the end of his/her shift. Staff X added that
Staff K was a good choice hecause s/he was
tfrained as a wound specialist.

At 2:38 p.m., during observation of the dressing
change to Resident # 93's @@ heel, the suction on
the wound vac was intact and the wound bed was
noted fo be pink with slight bleeding, measuring
% by @ cm and & cn deep. Staff K stated
s’he had nof previously observed the resident's

wound but said, "based on extensive experience
as a weund care nurse,” it appeared to be healing
well,

D'uring the dressing change Resident # 93 stated

)

‘ the wound was somewhat painful during dressing |

‘ changes, but otherwise there was little pain due

F 314

;
|
|
|
|
;
i

N

ORM CRS-2567{02-98) Previous Versions Chsolete Event iD:YDIZ 11

Facility 1D: WASB880

If continuation sheet Pagé 4é of 72



PRINTED: 11/27/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT COF DEFICIENCIES 1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
505347 B WING 11/15/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
11411 BRIDGEPCORT WAY
KINDRED TRANSITIONAL CARE & REHAB CENTER- LAKEWOOD
R E A TACOMA, WA 98499
X410 | SUMMARY STATEMENT OF DEFICIENGIES ? I J PROVIDER'S PLAN OF CORRECTION | 5
PREFIX | (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG ) REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
] f DEFICIENCY)
| |
F 314 F Continued From page 46 1 F 314
1\ to m The resident again expressed This Plan of Correction iy the center's credible
i concern that the dressing had not been changed | allegation of compliance.
f in 6 days when it was ordered to be done 3 times | Preparation andfor execution of this plan of correciion
per week, | does not constitute admission or agreement by the

provider gf the truth of the facts alleged or conclusions
i Refer to F281. set forth in the statement of deficiencies. The plan of

: correction is prepared and/or executed solely because
1\ RESIDENT # 860 i i it is reguired by the previsions of federal and state law.
i H
' Resident # 60 was admitted to the facilty on

- /13 with diagnoses including Saaee, |
IR, S WS G i<,
and chronic W discase.

i
i
5
é Physician Orders documented on 11/06/13

‘; indicated o float heels at all times when in bed.
| On 11/12/13 at 12:52 p.m., Resident # 60 " i
observed lying in bed with heels resting directly ‘
on mattress and not ficating. Staff J confirmed
this.

|

« Ont11/12/13 at 1:00 p.m., Staff EE stated that she J |

did not float Resident # 60's heels earlier today
whiie resident was in bed.

Flan of Care”, a facility care pian that NAC's
utilize to guide and direct resident care, did not
refiect physician's order to fioat heels at all fimes
whern in bed. Staff EE confirmed this. i

|

On 11/12/13 at 12:55 p.m., the facility "Interim |
J

!

483.25(e)2) INCREASE/PREVENT DECREASE F 318 ¥313%

I
F 318 |
55=D | IN RANGE OF MOTION _ ‘
’ | : ident #11 was reas
| Based on the comprehensive assessment of a | ! R;;siz};t mloi):’:?q re":?es sed for |
resident, the facility must ensure that a resident feceivm o G’m}t’ a: S now J
with a fimited range of motion receives Semcesg The Carzvplﬁr‘i:sgmmse d I
AN . .
appropriate treatment and services to increase and updated to reflect her current ‘z

i [ Care nanAa

Facility ID: WA38980
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range of motion and/or to prevent further This Pn’f}n qf_C‘m‘rec.!ian is the center's eredibie
' decrease in range of motion. | allegation of compliance.
| I! Preparation and/or execution of this plan of corvection
i does nol constitute admission or agrecment by the
provider of the pruth of the facts alleged or conclusions
; ; ; set forth in the statement of deficiencies. The plan of
Th.IS REQUIREMENT s not met as evidenced correction is prepared and/or executed solely because
; by. . it is required by the provisions of federal and stafe low.
Based on observation, interview and record 2. Residents residing in the facility
review the facility failed to ensure 1 of 1 residents were assessed for mobility and
(# 11) identified with decling in range of motion restorative needs. Those who
received appropriate treatment and services to would benefit from a restorative
prevent further decline in range of motion. The nuzsing program are receiving
facility delmolnstrated a system failure in : restorative nursing services per the
communication between therapy departments care plan.
and nursing that placed ail residents at risk with 3. Arestorative team was developed
pote'ntxa{worsenlmg of range of motiolr} an?lffurther and trained to provide appropriate
‘ decline in mebility, function, and quality of life. restorative services daily to
o . residents deemed appropriate by the
Findings Include: bt
indings Include: interdisciplinary team. The
. . ~ interdisciplinary team was
Resident # 11 initially admitied on4ill/13 and . inservicefi) Onage referral process
was re-admitted after hospitalization on _— 13 : for restorative nursing, A registered
with diagnosis of 4l e, QEinsufficiency, NUTSE WaS ADBo .
! s appointed to oversee the
generalg‘”“ 9{?‘;{‘);{ . restorative nursing program.
“ (mﬂammat'on; 9' and nistory o 4. The Director of Nursing is
 othe ISoraers. responsible to monitor restorative
- ' nursing services and the restorative
A quarterly minimum data set (MDS) dated e
: s : - mursing referral process. The DNS
10/10/13 identified Resident #11 as cognitively . .
. o I . or her designee will perform an
intact. For activities of daily living (ADL) Resident | , . . :
. o ; : ; audit of restorative services
#11 was identified as needing exiensive z .
; . : ; . . monthly x 3 months and quarterly
| assistance for dressing, toilet use, and bed thereafier. The DNS will report on
mobility, The resident needed two staff person the restorétive ﬁursin s qteil
physical assistance for bed mobility and one staff £ 558
; : e monthly x 3 months and as needed
for dressing and toileting.
| thereafter.
Upon re-admission to facility on @il/13 Resident
 #11 was referred to Physical Therapy for ; , VIEIS
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evaluation due to deconditioning. "Physical
therapy (PT) Evaluation” dated 7/17/13
documented for Resident #11 fo receive skilled
PT for therapy evaluation, therapeutic activities,
and gait training.

1 I

"Physical therapy evaluation” dated 7/17/13
documented "additional medical diagnosis
impacting PT included Gl oai ooin
and g " The patient/family goal
documented was "to be more mobile"

"Physical Therapy Progress Report” from 7/25/13
to 7/31/13 documented that Resident # 11 "made
slow and steady progress this past week in spite
of refusing fo get out of bed or go to rehab gym
twice." Knee pain was documented as a barrier
to improvement. Potential for achieving goals
was documented as good and that diathermy
would be included for knee pain. ‘;

' A "Physical Therapy Discharge Summary" dated .
! 8/6/13 documentad PT was discontinuad on
 8/2/13. The comparative statement documented [
- that Resident #11 "hasn’t made significant
. progress since {ast progress note, as resident
| refuses to get out of bed." A Discharge Summary
| for PT documented Resident #11 was having pain |
' in knees at agout of 10 on a G to 10 pain scale !
and that electronic stimulation helped to decrease
pain. It was documented that resident goals were
not met due to resident refusing to get out of bed.

\

Resident # 11 was not referred for restorative
nursing services to provide mobility exercises or i.
range of motion.

i On 413 at 9:56 a.m. Staff | reported that
| Resident # 11 was discharged from PT due to ;-2'!3, !!.3
Facifity 1D WA39980 If continuation sheet Page 48 of 72
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refusing and not wanting to get cut of bed. Staif |
reported that after refusing a few times the
resident is discharged from PT.

On 11/713 at 10:17 a.m. Staff S reported that
Resident # 11 was not getting restorative nursing
services.

- On 11/7/13 at 10:23 a.m, Resident # 11 reported
being on PT but not wanting it any fonger and
could not recali if he/she was put on a restorative |
program. Resident# 11 reported having a lot of
pain, mostly in knees but also in hips. At 10:35
a.m. Resident # 11 reported being interested in
having range of motion or restorative services as
long as it was in his/her room or bed.

On 11/7/13 at 11:15 a.m. 8taff B confirmed that
Resident # 11 was not referred to restorative
services by PT. Staff B reported that when a
resident refuses PT usually therapy gives a
referral for restorative to try another option to
prevent deciine with the resident, i

On 11/7/13 at 11:50 a.m. Staff H reported that
when a resident refuses PT, they are referred to
restorative services to focus on ADLs and
mobility. Staff H confirmed that Resident # 11
would benefit from a restorative program and that
the resident is at risk for abduction, hip flexion,
knee fiexion and ankle flexion. Staff H confirmed
that there was no documentation to show that |
Resident #11 was referred to restorative services |
or that there was documentation of the resident !
refusing the services.

Review of Resident # 11's care pian dated
2/15/13 for the focus of ADL self-care

performance deficit related to pain revealed no ;7_! 3,! i3
if continuation sheet Page 50 0f 72

3RM CMS-2567(02-89) Previous Versions Obsociete Event ID:YDIZ 11 Facility ID: WA3S880



FmviimNeg L. 1 P& 2TED 1O
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG. 0838-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {X2) DATE SURVEY
AND PILAN OF GORRECTION IBENTIFICATION NUMBER: A BUILDING COMPLETED

. 505347 B. WING 11/16/2013

MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

11411 BRIDGEPORT WAY

KINDR CA REH TER-
ED TRANSITIONAL CARE & REHAB CENTER- LAKEWOOD TACOMA, WA 98499

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES s ! PROVIDER'S PLAN OF CORRECTICN {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 70O THE APPROPRIATE DATE
! DEFICIENCY)
F 318 | Centinued From page 50 F 318

goal or interventions to improve ADLs with pain
management, The interventions did not address
what needed to be done to relieve pain and o

i improve ADL performance.

Review of Resident # 11's initial admission care
plan dated 413 for the focus of chronic e
and G nain related toCNENS with 2 goal to
meet and set goals by therapy to
maintainfimprove ADL performance. The care
plan for Resident # 11's pain had not been
updated since the original admission date and the
interventions in place were nof reassessed or
revised to ensure that the resident is getting
adequate pain management.

On 11/8/43 at 822 a.m. Resident # 11 reported
having pain in e anceil® for a long time.
Resident # 11 reported that baing repositioned,
sitting up an the side of bed, and that hot showers
helped with the pain. Resident# 11 confirmed
that the facility did not offer aiternative
interventions to relieve pain.

Resident # 11 reported that he/she was interested
and willing to exercises with restorative in bed.
Resident # 11 reported the reason for refusing PT
was due to pain and not being able to get the
assistance needed to get back in bed after PT.
Resident # 11 reported being tired after PT and
that it was frustrating to have to wait to getin bed,
so he/she did not want PT any ionger.

On 11/8/13 at 12:01 p.m. Staff C reported that the
resident's care pians sheould be updated when

returning from the hospital, with any changes and [
with each MDS.

| On 11/8/13 at 3:30 p.m. Staff C reported that 12121112
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' helshe Sp{)ke with Resident # 11 and the resident © This Plan of Correction is the center's credible
reported that pain was the reason helshe did not allegation of compliance. |

want to get out of bed. Resident# 11 also Preparaiion andsor execution of tis plan of correction

reported to Staff C that he/she wanted to try a does not constitute admission or agreement by the

restorative program. provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of

. _ . : correction is prepared and/or executed solely because

Failure to re-assess, monitor and follow up with it s required by the provisions of federal and state law.

Reasident #11's pain management resuited in the
resident refusing therapy due to the pain. This
failure placed the resident at risk for decline in
mobility, strength and quality of life.

Failure to re-assess and revise Resident# 11's i
care plan since admission ond@iiil#/13 placed the !
resident at risk for decreased quality of care.

Without updating the care plan staff is unable to

. identify how to care for Resident # 11's care
' needs related to pain, and how it impacted the &
refusal of therapy and ADLs,
F 3257 483.25(1) MAINTAIN NUTRITION STATUS F 325
85=D 7 UNLESS UNAVOIDABLE ! F325
Basedon a resid?nti? comprehensivih ) 1. Resident #15 was reassessed for
?;’;g;i?ent‘ the facility must ensure that a nutritional needs and ability to eat.
{1) Maintains acceptable parameters of nutritional a S}ZX?ZF ﬁii?sli;}; iea;iizgaﬁ;n;z%
status, such as body weight and protein levels, i improved. His weight has
unless the resident's clinical condition j stabilized. The care plan was
e e o . s el ot e
j tritional probiam. P 2. Residents with weight ﬂucmanone |
1 audtnitonal p or weight loss were reviewed by thel
Registered Dietician and
l i i interdisciplinary team. The
] _ 1 physician was notified of each
f This REQUIREMENT is not met as evidenced resident known to be experiencing
weight joss. Appropriate
| by: izltervemions are in place and care
| ! 1 " ;
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This Plan of Correciion is the center's credible
Based on observation, interview and record allegation of compliance.
review, the facility failed to ensure 1 of 3 Sampled Preparation and/or execution of this plan of correction
Residents (# 15} reviewed for nutrition was does not constitute admission or agreement by the
comprehensively assessed and received provider of the truth of the facts alleged or conclusions
. . . . set forth in the statement of deficiencies. The plan of
; ad_equate mterver!ttons regardmg Wefg ht ioss. correction is prepared and/or executed solely because
| Failure to ensure interventions were in piace to it is required by the provisions of federal and state low.
monitor and/or maintain this resident's nutritional
well-being created the potential for poor _ 3. Nursing staff (licensed nurses and
nutritional management and unplanned weight certified nursing assistants) were
' loss. inserviced on obtaining weights and
o _ reweights, documentation of
Findings included; weights, and interventions to i
prevent weight loss. A referral :
Resident #15 was admitted 0”‘/? 3 with Process was imp}emented for i
muitipie medical diagnoses mcIudzngm nursing staff to communicate
| - nutritional needs to the Registered
Dictician. The scales were
]. The Care Pian [CP}, created evaluated and certified by an
9/8/13, indicated the resident was fo consume outside vendor for accuracy. The
adequate calories to maintain his energy and interdisciplinary team meets weekly
weight between <IN pounds. The CP also to review weights and weight ;
indicated: "Notify RD [registered dietitian], family changes. Car:pians are updated !
and physician of significant weight changes.” and revised as necessary in the IDT |
meeting. The physician is informed
Resident # 15 was observed in the main dining of weight loss It)irrfeiy.
room eating meals independently on 11/4 and 4. The Director of Nursing is
11/8/13 at 12:30 p.m. responsible t¢ monitor resident
weights and the nutritiona; status of
According to the record, the following weights for 6305 resident. The RD reports
this resident were: On 9/3/13, '@l pounds per problems with weights to the DNS |
wheelchair." One week later an 9/10/13, the as they occur.  The DNS or her
resident's we:lght indicated 'a?‘ pound loss at designee will complete an audit of
@ pounds in wheelchair.” Two days later on the mutritional program and weights
9/13/13, the resident’'s weight was up @ pounds {o monthly x 3 momﬁs and quarterly
@i pounds Manual." On 9/26/13, the resident's h A . : ’
5 " " ereafter. A report will be made to
weight was " @il pounds Manual." On 10/8/13 the PT committee on this system and
the resident's weight was pounds Manual." weight loss monthty and as“nee ded
The tast documented weight on 10/25/13 was > B
] i
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) pounds manual." { This Plan of Correction Is the cenfer's credible
allegation of compliance.
Review of the 9/30/13 updated CP (evealgd F?O Preparation andior execution of this plan of correction
changes from the 9/6/13 CP and failed to indicate does not constitute admission or agreement by the i
staff awareness and/or interventions identified for provider of the truth of the Jacts alleged or conclusions|
the signiﬁcant weight fiuctuations set forth in the siatement of deficiencies. The plan of
' correction is prepared and/or executed solely because
) ) . ) . . it is requived by the provisions of federal and siate law.
On 11//8/13 at 2:15 p.m., during interview with the
facility consultant, s/he stated she could not find
further weight management documents to
indicate staff recognized and/or impiemented '
appropriate interventions to ensure accuracy of
weights obtained and to manage the significant
_ weight loss and gains experienced by the resident
| since admission.
F 329 483.25(}) DRUG REGIMEN IS FREE FROM F 328
gg=D | UNNECESSARY DRUGS
Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
. drug when used in excessive dose {inciuding F329
duplicate therapy); or for excessive duratior; or
without adequate momtogmg; or without adequate 1. The physician for resident #162
indications for its use; or m.trfe‘ presence of assessed the resident and reviewed
adverse consequences which mdsgate the dose the prescribed medication orders.
should be reduced or discontinued; or any Changes were made to the
combinations of the reasons above. medication regime. The resident is
Based hensi ¢ of now receiving the required
1 a"?’de ?nts C?ml?tre ensive assefsntlen 3 a't monitoring for effects and side
{ei'?i :” » Ine 1aci 'g m‘{{St enlfutr_e q at residen ? effects of her medications.
who ?hve P‘Odt use a? Ipsyc t'o ic fiutgs sre no 2. The medication administration 4
;qt_:ven ese arugs unie Sts antlpsyc inf rug’ti records for residents residing in the |
therapy Is necessary 1o treal speciiic conarion facility were reviewed for missing
as diagnosed and documented in the clinical | : . .
_ ! \ g reguired monitoring of prescribed
record; and residents who use antipsychotic medication
drugs receive gradual dose reductions, and . ' . .
| ; . . L 3. Licensed nurses were inserviced on
I hehavioral interventions, unless clinically . .
| the requirement for monitoring of |, i
| certain pw:mr-ﬂ'had medications-and { 2‘!% f { f?}
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| contraindicated, in an effort to discontinue these This Plan of Correction is the center’s credible

] drugs. I allegation af compliance.

! Preparation and/or execution of this plan of correction.

does not constitute admission or agreement by the
provider of the ruth of the facts alleged or conclusions
set forth in the statemeznt of deficiencies. The plan of
corvection is prepared and/or executed solely because

; it is required by the provisions of federal and siate law.|

| This REQUIREMENT s not met as evidenced

L by their potential side effects. These
: included hypnotics, antidepressants,
Based on observation, interview and record ] antipsychotics, and anxiolytics.
review i was determined that tha faCi“ty falied to | The interdisciplinary team reviews
ensure adequate justification for the use of each resident’s antipsychotic
medication, consistently menitoring and ! medication quarterly and with any 4
assessments for behaviors and hours of sieep for | change for appropriate monitoring ]

i 1 of 5 current sampled residents (#162) reviewed and potential for decrease.

| for unnecessary drugs in the Stage 2 sample. ! 4. The Director of Nursing is ;

: This failure placed the resident at risk for 1 - responsible to monitor this process. |
receiving substandard quality of care and | An audit of antipsychotic drug
diminished quality of life. § monitoring will be conducted

monthly by the DNS for 3 months
J Findings Include: and as needed thereafier. A report
: ] o will be made to the PI committee
Resident # 162 was admitted to facility on. on this process x 3 months and
/13 after hospitalization with diagnosis of thereafter a report will be made by

‘ disease b the Social services department

i and S monthly regarding antipsychotic

3 Revi ) eat ord" initiated on drug use and compliance with

eview of medication rec o ;
11/10/13 revealed the medication EmE—_ facility protocol for such use.
milligrams (mg) by mouth every night as needed

| for insomnia anc SN g cvery night by !

| mouth for depression. |
On 11/12/13 at 1:40 p.m. Resident # 162 reported
that the 4R is not working and he/she is not
sleeping well. Resident # 162 reported being |
tired, hurting and that spirits were jow. Z

. 2|3 |12
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Resident # 162 was not monitored for hours of This Plan of Corvection is the center's credible
sleep to ensure that the Wil was an effective allegation of compliance
sleep a'qe O.r if there were any side effects from Preparation and/or execution of this plan of correction
the medication. does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
Resident # 162 'was not monitored while receiving set for f:? in the statement fg; d@’zci‘?”cﬁ? ?1; iiaﬂ of
. . correciion 18 prepared and/or execuied solely oecquse
!TEOI ﬂmitoredf?;{déef?ifg\sf‘laonn;ﬁsResSi:jdﬂegiffjiSzovyas not it is regquired by the provisions of federal and state law,
postural blood pressures.
L On 11/12/13 at 12:23 p.m. Staff K reported that
Resident # 162 was usually really tired after
apie. not very talkative, and seemed '
depressed. |
On 11712143 at 1:35 p.m. Resident # 162 was
observed resting in bed lying on left side with
oxygen in place and family at the bedside.
On 4l 13 at 1:09 p.m. Staff D reported that
Resident # 162 was recently admitted. Staff D
confirmad that the hours of sleep, pesturat blood
pressures, behaviors, and side effects of
medications were not being monitored. At 1:23
p.m, Staff D reported after reviewing the policy,
monitoring of antidepressants and sleep aides
should have been documented since admission.
Minimum Data Set (MDS) an assessment tool
had not been completed, as weli as care plan for
this admission.
F 333 483.25(m)(2) RESIDENTS FREE OF F 333 F133
ss=0 | SIGNIFICANT MED ERRORS ! :
The facility must ensure that residents are free of L The phy,if“an for resident #163
any significant medication errors. was notified of the two consecutive
missing doses of antibictic. The
resident was assessed for adverse |, 1. a
‘ effeets-of themissimg-doses NI EY ,) 2
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appointments; and by arranging for transportation
to and from the deniist's office; and promplly refer
residents with jost or damaged dentures to a
dentist.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, it was determined the facility failed to

| provide necessary dental services for identified
dental problems for 1 Medicare resident of 3
sample residents (#75) reviewed for dental
services. This failure placed the resident at risk
for continued dental problems including broken
teeth, missing teeth and difficulty with chewing.

Findings include: |
l
Resident #75 was admittad to the facility from the |
hospital on 413 with multiple medically
disabiing conditions.

i
i
|
Resident #75's admission Minimum Data Set \
(MDS), an assessment tool, dated 10/156/13, |
|
3
i
1

indicated the resident was alert, oriented, and
able to make him/herself understood.

The MDS indicated the resident had no missing
teeth or other dental problems even though the
admission assessment indicated the resident had [
rissing teeth. '

' Dental problems were not identified on Resident
! #75's care plan.

Resident #75's admission assessment, dated

This Plan of Correction is the center’s credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conchusions
sef forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

2. Residents residing in the facility
~ were assessed for oral/dental health

and referrals for further dental care
were made as necessary. Care
plans were updated to accurately
reflect current oral/dental
conditions. The care directives
were updated to refiect care needs
to promote oral/dental health and
hygiene.

3. The licensed nursing staff were
educated on oral/dental assessment
and documentation. The certified |
nursing assistants were inserviced
on oral and dental hygiene. A
referral systemn was implemented to
communicate oral/dental health
needs to the social services
department for appointment and
transportation scheduling. The 1
social services department has !
developed a tracking sysfem to
ensure that follow up of dental
condittons continue until the
problem is rescived or freatment
ends.

4.  The Director of Nurses is
responsible for monitoring this
system. The DNS or her designee

i

T . M wilt audit oral hygiene and th !
&,/ 1 3, indicated the resident had missing teeth. | el oo veene ame e o1zlslz
= , yredrbto e 13
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This Plan of Correction is the center's credible
Resident #75's physician orders included an aflegation of compliance.
order for & regular diet with regular texture. Preparation and/or execution of this plan of correction
. does not constitute admission or agreement by the
On 11/06/13 at 13:13 a.m., Resident #75 was provider of the truth of the fucts alleged or conclusions
observed to have several broken teeth in the serforti? in .tke statement of deficiencies. The plan of
upper front and one missing tooth in the lower ff;:‘fgff;;;g’figej;gf_f;f"éﬁf;u;d s[ofeg befw;se
front of his/her mouth. The resident said s/he § TEGUITEE By e Provsions Of Jederal and siate faw.
sometimes had tooth pain and stated, "l need to and as needed thereafter. A report
have these broken teeth taken out and get . ) .
. . will be made to the PI committee,
dentures or a new partial. The old partial | had . . .
didn't fit right and it ground down and broke m Problems with this process will be
o d g Y brought to the PI committee for
| teeth. . )
review and resolution.
Resident #75 said no one at the facility had asked
i the resident about his/her teeth or if the resident
had tooth or mouth pain. The resident said sihe
lost 5 teeth 1% years ago and had not been able
to see a dentist due to difficulty walking and lifting
legs into & car to get to an appointment.
Resident #75 said sfhe had difficulty chewing
food. The resident said, "l put 'No sandwiches' on
I my food list because | can't bite through them. it's
- hard to chew. | have to cut food small so | can get
lit to the back of my meuth. It's hard to cut food
with just a butter knife.”
On 11/7/13 at 12:07 p.m., Staff B said, "We have ;
a dentist that comes to the faciiity every 2 months
and he was just here yesierday."
On 11/7/13 at 2.57 p.m., Staff F said s/he was
responsible fo compile a list of residents for the
dentist to visit and identified residents who
needed to see the dentist by consulting with the
Resident Care Managers and nursing assistants,
and reviewing the internal communication log on
each unit. No staff indicated Resident #75 had NS
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This Plan of Correction is the center’s credible
This REQUIREMENT is not met as evidenced allegation of compliance.
by Preparation and/or execution of this plan of correciion
. does not constitute admission or agreement by the
Basec on observation, erview and record e ke e ol
review, it \N?S determined the fgc;&sﬁy falled to correction is prepared and/or executed ;'s*ol@!y];)ecause
ensure r@5|dent8 were free Of Significaﬂt itis reguired by the_prgvis;'(ms Qf:fed(era[ and slale Iaw,l
¢ medication errors when 2 consecutive doses of |
antibiotic were not administered 2. The medication administration i
to 1 of 8 sample residents {(# 163) reviewed for records for residents residing in the
medication administration. This failure p¥aced the fac}hty were reviewed for m'{ggmg
resident at risk for diminished effectiveness of the doses. No other missing doses
antibiotic and delayed recovery from a were identified.
iife-threateningdifilge infection. 3. Licensed nurses were educated on
the proper procedure for reordering
Findings include: of medications and what to do if
doses of an ordered medication are
- Resident # 163 was admitted {o the facility on missing or not available from the
Sy 13 for administration of GRENEINNENS =tcr pharmacy.
being hospitalized and admltted fo the infensive 4. Medication administration records
care unit with - — " are audited regularly for missing
L M p and doses, The DNS is responsible for
acute m ensuring that residents have their
prescribed medications available
Physician orders for Resident # 163 included from the pharmacy and the
m (antibiotic) 4 milligrams @ every 6 physician notified if medication
hours with a stop date of 11/24/13, will not arrive timely, The nursing
i staff will notify the DNS if doses of
On 11/12/13 at 5:30 a.m., observation revealed prescribed medication are not
that Rgs&dent # 163'5 doses ofmwere available from phmacy and the
mixed in @ milliliter bags of normal saline (NS) physician will be notified.
Wh!Cl".l were attaChed {o the \(%als Of“tO Probiems with medication delivery
be mixed at the time pf administration. Plastic will be brought to the PI committee
bags containing individual dosees_ of the o for review and resolution.
medication and NS were stored in the medication
room in a box labeled with Resident #163's
: name.
On 11/13/13 at 8:10 a.m., Resident # 163 stated 1213;] i3
M ]
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that on 11/8/13 at 11:00 p.m_, when a dose of the
antibiotic was due, Staff U informed the resident
there were no doses avaitable. The resident
stated s/he missed 2 consecutive doses of the
medication and was very concerned about the
potential negative effect on his/her recovery from
the infection.

i

Review of Resident # 163's Medication Record I
(MR} revealed the antibictic was scheduled at
500 am., 11:00am., 5:00 p.m., and 11.00 p.m.
The doses on 11/8/13 at 11:00 p.m. and 11/9/13
at 5:00 a.m. were marked "NA" The Nurse's
Medication Notes, signed by Staff U, indicated the
doses were missed because the medication was
"not available.” Staff U documented s/he called !
the pharmacy and the medication would arrive on | _ i
the morning of 11/8/13.

Af 9:03 a.m., Staff U stated that on 11/8/13 at N
} 10:45 p.m., s/he discovered the box in the

| medication room for storing Resident # 163's
N oS empty. Staff U searched the
medication room but no doses of the anfibiotic ]
were found. f

| Staff U called the pharmacy and was told a refitl
of the medication had not been ordered. Staff U |
verbally requesied the medication be sent as
i soon as possible and sent a refili order by _ j
' facsimile at 11:11 p.m. ] '

Staff U stated s/he did not notrfy the physician of
the 2 missed doses of §# P and did not
know if any other staff reported it. No ]
documentation was found to indicate the
| physician was notified.

|
The MR indicated the next dose of il il | 2l }13
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was administered on 11/9/13 at 11:00 am., 12 ‘ This Plan of Correction is the center's credible i
" hours late and 18 hours after the previous dose ] . allegation of compliance. ;
on 11/8/13 at 5:00 p.m. ]ﬁ Preparation and/or execution of this plan ofcorrecltmi
i does not constitute admission or agreement by the |
On 1111313 at 1151 am, Staff C stated the provider of the wruth of the facts alleged or conclusions
facility p?ocedure for generating pharmacy refii g set forth in the statement of deficiencies. The plan of
orders for IV antibiotics was that medication | correction is prepared andlor excouted solely because
nurses were to send pharmacy refill orders by 3 it is reguired by the provisions of federal and state law.
facsimile when only 3 or 4 doses were left in the i
I resident's supply. Staff C confirmed there was no |
| refill order for Resident # 183's | i
1 before the order sent by Staff U on 11/8/13. ! J
|
1 The failure fo ensure the antibiotic was available 1
1 as ordered placed the Resident #163 at risk for i
! diminished effectiveness of the antibiotic and
| delayed recovery from a life-threatening Gilllp
infection.
Refer to F281 |
F 3711 483.35(i) FOOD PROCURE, F 371
sS=F | STORE/PREPARE/SERVE - SANITARY
The facility must - F 371
3 {1) Procure food from sources approved or
considered satisfactory by Federal, State or local ,
on ory by } 1. A new drying rack was purchased
j authorities; and . disi Dich 1
 (2) Store, prepare, distribute and serve food And 1810 ‘?’e' 11{3 esdan i
under sanitary conditions equipment are aliowed fo dry
completely before being stacked
and stored to prevent moisture from
) remaining.
B 2. Residents residing in the facility are
i at risk for contaminated dishes
This REQUIREMENT is niot met as evidenced | when moisture acoumulates.
by. ] 3. Dietary staff were inservice ]
1 regarding the facility protocol for h 213 j '3
daals ) Y
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F 371 Continued From page 59 F 371

This Plan of Correciion is the center's credible

Based on observation, interview and record allegation of compliance.

rgvigw, the facility failed to ensurg that fOOd_ _Was Preparation and/or exccution of this plan of correction
distributed and served under sanitary conditions. does not censtitute admission or agreement by the
This failure placed all residents at risk of provider of the truth of the facts alleged or conclusions

set forth in the statement of deficiencies. The plan of
correction is prepared and/or exccuted solely because
it is reguired by the provisions of federal and siate low:

consuming potentially contaminated food.

Findings include:

4. The Executive Director is

11/07/13 at 12:12 p.m., approximately 5 tc 10 responsible for monitoring this
milliliters of water was observed on a burgundy : process. The Dietary Manager and
plate covers stored and stacked on top of metal : Registered Dietician perform
cart. Cookie sheets and metat mixing bowls ‘f monthly inspections of the kitchen
stacked upside down on metal shelves were and processes. The Executive
covered in water droplets. Moisture was found in Director performs regular audits of
| food processor/chopper. Staff Z confirmed water the kitchen at least monthly and
' droplet and moisture present on all four items. " reviews audits completed with the
) DM andRD. A rt will b d
On 11/20/13 at 1:30 p.m., facility policy titled o the PI committon by tho DM
"Dishwashing: Dish Machine" stated the following: monthly and as needed thersafter
“# 19. Place racks on the clean dish table/area ‘ for review of problems and

and allow the dishes and flatware to air dry.. . # 22.
Stack like items together ...in the appropriaie
storage location.”

resolution.

£ 411 | 483.55(a) ROUTINE/EMERGENCY DENTAL | Fan
s5=D | SERVICES iN SNIFS ’
. : . . - F 411
The facility must assist residents in obtaining
| routing and 24-hour emergency dental care. 1. Resident #75 was assessed for

oral/dental health and dental
problems. An appointment for
dental services has been made. The|
MDS was corrected to reflect the |
resident’s current dental condition. |
The care plan was revised and ’

A facility must provide or obtain from an ouiside
resource, in accordance with §483.75(h) of this
part, routine and emergency dental services to
| meet the needs of each resident, may charge a
i Medicare resident an additional amount for
e e St st oyt sl el
' resident’s oral/dental status and

i 1 i LAre Piean i 52] 5{ !ﬂ»
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missing ieeth or needed dental services. This Plan of Correction is the center's credible
allegation of compliance.
] s .
] On 11/12/13 at 10115 am,, Staff X said an oral Preparation and/or execution of this plan of correction
i assessment should be conducted by a nurse for does nof canstitute admission or agreement by the
sach resident on admission and quarterly. provider of the truth of the fucts alleged or conclusions

set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
if is required by the provisions of federal and state law.

On 11112113 at 12:28 p.m., Staff V said that the
nurse who conducted the MDS assessment was
expected to perform a full physical assessment,
including oral. Staff V did not conduct the MDS
assessment for Resident #75 but said s/he had
seen the resident's mouth and | knew s/he had
bad testh.” Staff V said Resident #75 should have
been referred to Social Services for dental
services.

On 11/13/13 at 8:00 a.m., Resident #75 said if
| offered an opportunity and assistance to see a
| dentist and have dentures or a new partial made, | |
| sthe would eagerly agree to do so.

The facility failed to provide necessary dental
services for Resident #75 when the resident was
! noted to have missing teeth and was not referred |
 for dental services, placing the resident at risk for -
ongoing problems including focth pain and
difficulty eating.

F 412 | 483.55(b) ROUTINE/EMERGENCY DENTAL F412] ray2
58=0 | SERVICES IN NFS ;
' o ) ) 1. Resident # 137 was assessed for
The nursing facility must provide or obtain from oral/dentat health. The MDS was
an outside resource, in accordance with

§483 75({h} of this pari, routine {{o the extent
covered under the State plan); and emergency
dental services to meet the needs of each
resident must, if necessary, assist the resident in oral/dental statas and care needs

making appointments; and by arranging for The resident will be visited by the :
; 1 i dentrist r;nn the next vigit. IL\‘B Ii \ I’B

corrected to reflect the resident’s
current dental condition. The care
plan was revised and updated to
accurately reflect the resident’s

3
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F 412 | Continued From page 63

transportation to and from the dentist's office; and
must promptly refer residents with lost or
| damaged deniures to a dentist.

i
;
|

j This REQUIREMENT is not met as evidenced
by

Based on observation, interview and recard
review, it was determined the facility failed to
provide necessary dental services for identified
dental problems for 1 Medicaid resident of 3
sample residents (#137) reviewed for dental
services. This failure placed the resident af risk
for continued dental probiems including painful,
ill-fitting dentures and difficulty with eating.

Findings include:

Resident #137 was originally admitted fo the
facility on@ilil/13 and was readmitted on @13
with diagnoses to include @i with @ilsided

RN . R -1 N s as e

Resident #137's Minimum Data Set (MDS), an
assessment fool, dated 8/17/13, indicated the
resident was alert, oriented, and able to make
him/herself understood. The resident was

' non-ambulatory and required fimited assistance
with eating.

| The MDS indicated the resident had no missing
| teeth or other dental issues even though the
resident had been identified as being edentuious.

Dental problems were not identified on Resident
| #137's care plan.

The speech pathology evaltuation, dated 7/28/13,

|

Fa12)

H

This Plan of Corvection is the center's credible
allegation of compliance.

Preparation and/or execution of this plan ofcorrecn‘on‘;
does not constitute udntission ar agreement by the i
provider of the truth of the facts alleged or conclusions|
sat forth in the statement of deficiencies. The plan of
correction Iy prepared and/or executed solely because
it is required by the provisions of federal and srate law.

2. Residents residing in the facility
were assessed for oral/dental health
and referrals for further dental care
were made as necessary. Care
plans were updated to accurately
reflect current oral/dental
conditions. The care directives
were updated to reflect care needs
to promote oral/dental health and
hygiene, !

3. The licensed nursing staff were
educated on oral/dental assessment

“and documentation. The certified
nursing assistants were inserviced
on oral and dental hygiene., A
referral system was implemented to
communicate oral/dental health ]
needs to the social services 3
department for appoiniment and
transportation scheduling. The
social services department has
developed a tracking system to
ensure that follow up of dental
conditions continue until the
problem is resolved or treatment
ends,

4. The Director of Nurses is
responsible for monitoring this
system. The DNS or her designee
will audit oral hygiene and the |
referral process monthly x 3 months | \L] 3)’ 2

i
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F 412 Continued From page 64 F 412
indicated Resident # 137 had severe ” This Plan of Corvection is the center’s credible
—— @ difficulty), was AN (h 20 no allegation of compliance.
natural teeth) and had Qentures but did not W?ar Preparation andior execution of this plan of correction
them. No reason was given as to why the resident does not constitule admission or agreement by the
did not wear the dentures. A mechanical soft diet provider of the truth of the facts alleged or conclusions)
was ordered and the resident's stated goai was to ' | set forth in the statement of deficiencies. The plan of
reat again” correction is preparved and/or executed solely because
gain. it is required by the provisions of federal and siaie law.
: !
The speech pgthology evaluation, dated 8/12/13, and as needed thereafter. A report
indicated Resident #137 had mild to moderate will be made o the PI committee.
— A pureed diet was ordered and the . . ' Problems with this process will be
resident's stated goal was "to eat reguiar food. | brought to the PI committee for

. . review and resolution.
Physician orders, dated 10/10/13, indicated

Resident #137's diet was upgraded to regular
solids with all meat chopped.

On 11/4/13 at 4:.02 p.m., Resident #137 was
abserved to be edentulous and not wearing
dentures. The resident said he/she had dentures
made "before my dl®" The resident said s/he ,
did not keep the dentures at the facility, did not !
wear the dentures and said, "They don't fit right.
They're uncomfortable and make my mouth hurt.*

I On 11/7/13 at 11:20 a.m., Staff KK said Resident

| #137 was advanced from a puread diet to
mechanical soft. At the resident's request, the

| resident was recently reevaluated by Staff KK and
1 determinad to be appropriate for a regular diet.
Staff KK said the resident'soidgie had mostly
resolved and stated, "When | assessed [the |
resident] for mechanical soft, it was in part §
because [s/hel was edentulous." During the most ’
i recent evaluation Staff KK said the resident

| demonstrated s/he was able to "break down"
whole pieces of meat "by gumming it" and was
advanced fo a regular diet.

§!2l3¢113
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! Staff KK said when s/he observed a resident to
be edentuious sthe usually referred the resident
to social services or nursing for dental services,
but Staff KK could not recall why this did not
occur with Resident #137. Staff KK could not
recall if the resident indicatad the reason for not
wearing his/her dentures.

On 11/7/13 at 12:07 p.m., Staff B said, "We have
a dentist that comes to the facility every 2 months
and he was just here yesterday.”

On 11/713 at 2:57 p.m., Staff F said sthe was
responsible to compile a fist of residents for the
dentist to visit and identified residents who
needed to see the dentist by consulting with the
Resident Care Managers and nursing assistants,
and reviewing the internal communication iog on
each unit. No staff indicated Resident #137 was
edentulous or needed dental services.

. On 11/12/13 at 10:15 a.m., Staff X said an oral
i assessment should be conducted by a nurse for
each resident on admission and qguarterly.

On 1112113 at 12:28 p.m_, Staff V said that the
nurse who conducted the MDS assessment was
expected to perform a full physical assessment,
including orai. Staff V did not conduct the MDS
assessment for Resident #137 but said, "When a
resident has dentures and doesn't wear them, |
staff should find out why. If the resident says the |
dentures are uncomfortable or do not fit the
resident should be placed on the list to be seen
by the dentist.”

On11/12/13 at 2:10 p.m., Resident #137 said s/he
woulid like new denturas because it would look
| better and would make it easier to eat, but the P e

FORM CMS-2567(02-59) Previous Versions Obsolete Event ID: YDIZ11 Facility iD: WA39980 If continuation sheet Page 66 of 72




FRINTEDD 13272013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2 MULTIPLE CONSTRUCTION . (X3) BATE SURVEY
AND PLAN OF CORRECTION IDEMTIFICATION NUMBER: A BUILDING COMPLETED
505347 B WING 1111512013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

11411 BRIDGEPORT WAY

KINDRED TRANSITIONAL CARE & REHAB CENTER- LAKEWOOD TACOMA, WA 98498

X4 SUMMARY STATEMENT OF DEFICIENCIES ' 1D i PROVIDER'S PLAN OF CORRECTION i! (X8
PREFEX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 412 Continued From page 66 F 412;

resident did not think s/he could afford tham. The |
resident said if offered an opportunity to visit a
dentist and QEt a new set of dentures s/he would Preparution andfor execution of this plan of correction

doit. ! does not constitute admission or agreement by the

\ . provider of the truth of the fucts alleged or conclusions
set forth in the siatement of deficiencies, The plan of
correction is prepared andjor executed solely because

F 441! 483.65 INFECTION CONTROL, PREVENT F 441 it is required by the provisions of federal and state law.
sg=p | SPREAD, LINENS

This Plan of Correction is the center's credible
allegation of compliance.

F441
The facility must establish and maintain an
Infection Controf Program designed to provide a

1. Education has occurred on catheter

safe, sanitary and comfortable environment and care with return demonstration for
to help prevent the development and transmission certified nursing assistants.
of disease and infection. Education is planned for hand
hygiene, perineal care, handling of

{a) Infection Control Program ‘ linens, and general infection control
The faciiity must establish an infection Control practices. ?

i Program under which it - A 2. The SDC has been educated

| (1) Investigates, controls, and prevents infections ‘ regarding infection surveillance and
in the facility, analysis of infection rates to include
(2) Decides what procedures, such as isolation, training needs of staff related to-
should be applied to an individual resident; and infection trends and how to record
(3) Maintains a record of incidents and corrective the education. |
actions related to infections. 3. The monthly infection rate,

] ) surveillance, and analysis will be

i (b) Pfev@nting Spread of infection pr@sen{ed in the monthly PI

(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 empioyees with 2
communicable disease or infected skin lesions 4
from direct contact with residents or their food, if ‘
direct contact will transmit the disease.

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

meeting. If not previously
addressed, the PI committee will
make recommendations for further
training needs and provide follow
up,

The Executive Director and

| Director of Nursing are responsible
to ensure follow up of PT committee
recommendations.

| ‘n.[ 34 ! i%
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F 441 | Continued From page 67 F 441

(c) Linens
Personnel must handle, stere, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, the facility failed to implement an effective
infection contro! prograrn with monitoring fo
demonsirate ongoing analysis of trended
infectious organisms. Additionally, the facility
failed to follow its urinary catheter care infection
contro} procedure to prevent possible urinary tract
infections (UTI's) when staff did not complete
proper catheter care for one of one resident (# 8}
reviewed for catheter care. This failure places
residents af risk of developing and contracting
potential infections.

Findings include:
<CATHETER CARE>

Facility procedure titled "Indwelling Urinary
Catheter Care" reads as follows: "#9. Wash
perineum beginning at the junction of the catheter
tubing and meatus working outward to the
surrounding perineal structures with soap and
warm water .. cleaning from front to back
..change gioves .. # 10. Cleanse area well and
remove all debris from catheter insertion site ...do
no puil catheter.”

On 11/06/13 at 9:40 a.m., Staff O performed ez\a i ; ey
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i catheter care for Resident # 8. Staff O was

| observed swiping with moistened washcioth down
middle of the genitalia, wiping front to back, then
coming back up with the same washgcloth to the
meatus/catheter insertion site and wiping catheter
i from meatus down catheter not holding catheter
to prevent pulling.

<INFECTION CONTROL PROGRAM>

During a review of the facility's infection control
program with Staff G on 11/07/13 at 10:05 a.m., it
was discovered that although Staff G was
tracking and frending patterns of infections, there
was no evidence that any analysis was performed
of the identified patterns or trends of resident
infections.

' On 11/07/13 at 10:05 3 a.m. in an interview, Stafi
1 G reported that the facility's number of UTI ' s had
increased from four in June to ten in July/ August,
and then finally to seven in September.

On 11/87/M13 at 18:05 a.m., as a result of an
increase in UTls, Staff G decided fo incorporate
some employee training in September, which
included hand hygiene, perineal care and
catheter care.

On 11/07/13 5t 10:05 3 a.m. to address the
increasing number UT!'s in the facility, Staff G
stated that she decided to provide employee
training of hand hygiene, perineal care and
catheter care for evening shift. However, when
asked why s/he chose the evening shift she was
unable to provide any analysis or identified
patterns that would indicate that evening shift ;
required additional catheter care training. In ,
addition, Staff G confirmed that the majority of VET ‘D

i
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catheter care was perfermed by day shift dunng This Plan of Correction is the cenler's credible
am. care aliegation of complance.
) ) ) Preparation and/or execution of this plan of correction
On 11/07/13 at 10:05 3 a.m. during an interview, does not constitute admission or agreement by fhe
Staff G was unable to naither provide any provider of the truth of the facts alleged or conclusions!
evidence of documentation of educational set forth in the siatement of deficiencies. The plan of
: - , correction is prepared ardior exceuted solely because
information _p{&SEﬂiEd nor list of emp!oye_@ it is required by the provisions of federal and siate law.
| present during most recent employee {raining
i which included hand hygiene, perinsai care and
catheter care incorporated to address the :
increasing number of UTI's in the facility.
F 518 | 483.75(m)(2) TRAIN ALL STAFF-EMERGENCY F 518
ss=F | PROCEDURES/DRILLS -

The facility must frain ali employees in emergancy
procedures when they begin to work in the facility;
periodically review the procedures with existing
staff; and carry out unannounced staff drills using
those procedures.

This REQUIREMENT is not met as evidenced |
by: ]

Based on interview and record review it was
determined that the facility failed to properly train
staff in regards to emergency preparedness and
disaster training. This failure places the resident
at risk for harm during an emergency situation.

Findings inciude:

On 11/13/13 at 9:56 a.m., Staff A stated that Staff |
AA was responsibie for disaster and emergency
preparedness training of facility staff.

F518

1. Anemergency preparedness drill
was held prior to the end of the
survey with a simulated earthquake.

2. Areview of the disaster manuals
was completed and the manuals
received the necessary updates per
company protocol.

3. A calendar for disaster drills will be!.
established. Staff will be educated
on disaster preparedness and
disaster manuals. Disaster _
preparedness will be discussed in
the new employee orientation
program.

4. The Exscutive Director 18
responsible for ensuring that
disaster and emergency
preparedaess occurs, Disaster
drilis will be discussed in the

monthly Pl meeting as they are
scheduled

FORM CMS-2567{02-98) Previous Versions Chsolete

Event ID:YRIZ11

FAENTE!

Facility ID: VWA3S98B0 If continuation sheet Page 70 of 72




PRINTED: 11/27/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUFPFPLIERICUIA (X2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
565347 B. WING 11/15/2013
NAME OF PROVIDER OR SUPPLIER STREET ARDRESS, CITY, 8TATE, ZIP CODE

11411 BRIDGEPORT WAY

KINDRED TRANSITIONAL CARE & REHAB CENTER- LAKEWOOD TACOMA, WA 98499

(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES I ‘! PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
5 DEFICIENCY)
F 618 | Continued From page 70 F 518

On 11/08/13 at 2:12 p.m., Staff AA was unable to
' produce any documentation that staff or newly
hired employees are trained in
Emergency/Disaster Preparednass.

On 11/08/13 at 2:50 p.m., Staff DD stated that
during new employee training, s/he does not
recall receive any training in disaster and
emeargency preparedness.

On11/08/13 at 2:53 p.m., Staff CC was hired two
and half months ago and doesn't remember
disaster and emergency preparedness training.
When asked what she would do if she saw an
armed intruder, she stated she would ensure that
' residents are quickly put in their rooms and then
would pull the fire alarm in order fo alert all other
staff members.

On 11/ 08/13 at 2:00 p.m., review of facility policy
- titled "Emergency Preparedness” under "Armed
Infruder” it read "Remain calm ...call 811 _.if
assailant is asking for ...drugs ...give it to them. If
person leaves ...watch which direction .. they go
...and note fype of car and license plate ...if
assailant is focused on harming you ...decide ... if
you can use reasonable force .etc .." with no
mentiion of the pulling fire alarm.

1 On11/08/13 at 2:58 p.m., Staff BB doesn't recall
receiving training on what to do with carbon
monoxide poisoning. Staff BB was hired a vear
and half ago and remembers receiving elopement
and armed intruder training but no training for
carbon monoxide poisoning. In addition, Staff BB
does not recall any disaster and emergency

- preparedness training since her new employee | ii?‘! 3” 12,

. v
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orientation a year and a half ago.

z PAETIED
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