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This report is the resuit of an unannounced

Abbreviated Survey conducted at Kindred ' EXTENTED TO 05/28/2013
Transitional Care and Rehabiliiation of Vancouver , ,
on 03/22/2013 and 03/25/2013. Asampleof® - - PER REQUEST OF .
residents was selected from a census-of 58. The - SCOTT PERLMAN

sample included 4 current residenis and the
. records of & former and/or discharged residents,

The following complaints were inveétigated:

L #0774226
 #2765073 ,
| #2775559 o

The survey was conducted by:

Guaniiishioassy ~N, VIS . |
RECEIVED -
APR 232013
DSHS/ADSARGS |

t The survey team is from: . l
i i
| Department of Social 8 Health Services |
| Aging & Disability Services Administration '
| Residential Care Services, District 3, Unit D
; 5411 East Mill Plain Bivd., Suite 203

| Vancouver, WA 98681 i

_Telephone: 360-397-8550
 Fax: 360-982-7969

<

P oo , R,
o s ! \'\\.‘ A . !:’dl}l :
LA U ;\‘r-'\/?.\\.. 3 NV \{j,;.i '/: ‘:b '

. Residential Care Services Déte R i

LABORATORY DIRECTOR'S OR PROVIDER/GUPPLIER REPRESEN | £ (-, TITLE (XB) DATE
: . < yeepe 4 >/ veo T 5‘///5/ 203

Any deficiency statement ending with an asterisk (") denotes a deﬁciendg/ which the institution may be extused from corretting proviging it i detefminec that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated abova are disclosable 90 days
following the date of survey whether or not 2 plan of correction is provided. For nursing homes, the above findings and plans of corraction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are ched, an approved plan of comection is reguisite to continued
oregram participation, ’ '

FORM CMS. 2567 (02-b8) Frevious Versions Obsolete Event ID: VUXP11 Facility 1D: WA18100 . If continuation sheet Page 1 of 21



2013-04-23 07:58 >> 360 992 7369 P 3

T : AR Jali - — CRINTED Qa/fsmone
DEPARTMENT OF HEALTH AND HUMAN SERVICES EoRi AR
= = = v — N “ WIRM AR =L
CENTERS FOR MEDICARE & MEDICAID SERVICES OWB NG, DE3E-0381
STETEVENT OF DEFICIENCIES !{x'} PROVIDERISUPPLIER/CLIA IX2) MULTIPLE CONSTRUCTION ‘ (%31 DATE SURVEY
&ND PLAN COr CORRECTION i IDENTIFICATION NUMESER: A BULDING COMPLETED
| C
s 505208 8 VING 03/25/2013
NAME DF BROVIDER OR MPDLIER ! STREIET ADDRESS CiTY, STATE ik o0bs
KINDRED TRANSITIONAL CARE & REHAB CTR VANCOUVER 400 EAST 33RD STREET
i VANCOUVER, W& 98683
4y 1D SUMMARY STATEMENT OF DEFICIENCIES ' D FRCVIDER'S PLAN OF CORRESTION .
RREFIX {EACH DEFICIENCY ML ST BE PRECEDED BY FuLL PREFIX {EACH CORRECTIVE ACTION SHOULD 22 € OMPLETIS
TLEG REGULATORY OR LEC IDENTIFYING INFORMATION: TAG CROSS-REFERENCED TC THE eFRROEDIATS NrThR
DEFICIENCY?
F 279 483.20(d), 483.20(k)(1) DEVELOP F279:
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A facility must usa the re : !
) _—\ ;acmty st l:lse the FP"SL.HTS ?f the a.sfegsment o Preparalion andior execisiun of i pidi of coriegion
' jo develop, I"EVIEW and rsvise the ragident's . - deEs NOT CONSILGE adimtbrion o nieeinien B the
- comprehensive plan of care, - peovider of the uik of the faen: nifeged or canclizion:
: : &t forth in Ve sionemen; o dufierenctes The pien g
: The facility must develop a comprehensive care | | COITECHON IS prapuired antior erequien solely becaise
N s ' \ : s reguired g peavisions of federal and sutie low .
plan for each resident that includes measurable ; o -
- objectives and timeiables {0 mest a resident's 18270 05/08/13

“medical, nursing, and mental and psychosocial
. needs that are idenfified in the comprehensive
“assessment.

" 1. Residents #1, 4, and 9 are no longer in the
facility.

2. Residents with a diagnosis of
hemi/paraplegia have had orders for bowel
care obtained and care plan updated as
warranted. Residents with hemi/paraplegia
will be reviewed upon admit for specific
bowel program and care plan initiated.

. The care plan must describe the services that are
 to be furnished to attain or maintain the resident's
- highest practicable physical, mental, and

* psychosocial well-being as required under

1 §483.25; and any services that would otherwise

| be required under §483.25 but are not provided

i due io the resident's exercise of rights under

| §483.10, including the right to refuse treaiment 5 Stff Developmeat Coordinator/designes
. under §483.1D(b)(4), ip=serviced licensed nurses on obtammg

specific bowel protocol for residents witk
. hemi/paraplegia and updating care plans.

This REQUIREMENT is not met as evidenced -  Nursing staff iz-serviced on bowel protocol,
by: ~ . documentation of bowel movements and

~ Based on observation, interview and record , follow up ifpo bg‘lm_?o;;m@m' The
Ireview, the facility failed to use the resulis pfthe ! DNS/designee Wil au I.t wree n:rncs ?CT )
‘ assessment to develop, review and revise the + week for compliance with bowel protocol.
i resident's comprehensive pian of care related to :
: bowel management for 3 of 3 residents (#4, 1 &

. 4. The findings will be discussed at the

 9) with problems related to spinal cord injury or | monthly PlI-Mecting,'gf“uirl_cc:n]'n;:ilic:nce is met.
| lower extramity paralysis. This failure placed the + The Ii?‘ls s espanmibje g validese
i residents at risk of complications from not having | ; comphance with this standara,

i a reguiar bowe| care program, - ; |

| According to the National Spinal Cord injury :
i Association, "Autonomic dysrefiexia (AD), also ;

1 ; : !
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Known as hyperefiexia. rafers 10 an ovar-active
Autonomic Nervous Svstemn, which causes an
abrupt onset of excessively high blood pressure,
Persons at risk for this problem generally have
{spinal cord} injurizs. AD can develop sucdenly
and is potentally life ttreatening as is considered
a medical emargency. If not treaied prompily and
correctly, it may lead to seizures, stroke, and
even death. AD occurs when an irritating
stimulus is introduced to the body below the leve!

_of the spinal cord injury. Signs and symptoms

Jinclude pounding headache, sweating, slow
pulse restlessness, high b!ood pressure, nausea,
“flushed face, cold, clarrmy skin." Interventions io

- avoid AD include maintaining a regutar bowel

i program, preventing overfull bladder and

. preventing skin breakdown or other injuries below

. the level of spinal cord injury. A regular bows!

. program would include considerations of the prior

level of function, the age and abiiity of the patient. |

| Findings include:

: <Resident #4>

| Resident #4 was admitied on SN12 with

‘ diagnoses to include & ey

| iaalianieny. dains =nd Sagwesns On
i - 09/17, the Resident was hospitalized for

! i treatment then was re-admttted to the facility on
; QEME12. The Resident's

i i had caused the Resident's ievel of physical

|  functioning to decling, By the time of

: | re-admission, the Resident had lost the ability to
; feel pain below the waist level and had no

| - sensation of the need o urinate or defecate.

| According to the Minimum Data Set (MDS), an

} . assessment tool, the Resident was alert and

! : oriented, but was dependent on staff for most

!
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activities of daily living (ADLs).

Bowel assessments wars ¢ompleied on 7/31/12

and on $/26/12. The 7/37 assessment showed
. the Resident was always continent {able to
“control} his bowel function with a usual pattern of
" having a bowe! moverient (BM) “avery day to
‘avery 2 days", The 8/29 assessment completed
_on re-agmii showed the Resident was "aiways
incontinent {unable to conirol} of bowsl, was
physicaliy reliant on care giver to go o the i
- bathroom, and had no sensation of need to have

a BM."

. The data gathered in the bowel assessments was ;
" not incorporated into the plan of care. The plan .
_of care specified the Resident required
- "Extensive staff 2ssistance”, but there was no _
- care plan to address the Resident's bowe! issues. |
. “The plan of care did not include how potential :
: : complications of prolonged incontinence, !
: ' constipation, AD or other concerns would be :
 identified or avoided. The plan of caredid not |
l | specify how the facallty wouid assist the Resident |
"o achieve his prior level of continence or to
' achieve having a bowel movement every -2 i
i !
days ;

The facility staff had physm:an orders for a i
' laxative twice daily and for a suppository daﬂy a5
| needed for bowel care. The facility did not use
the suppository order to establish a bowel

| | program for the Resigent or to intervene timely in
penods of extended constipation. ;

Bowel records reflect the Resident had no bowel
movement on 2122, 2/23 224, 2/25 & 2/26 (or 5
i consecutive days). No suppository was !
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gaministered o the Resident during this period of

time. Nursing notas written on 2/26 refiecied ihe
Resident was "feeling better but siill nof eating or
arinking well." No information was availabie to
clarify if the extended period of constioation was
2 contributing facior

The Resident again had no bowel movement on
316, 3/7. 3/8, 319, 3/10, & 3/11 (or 6 consecutive
" tays). A suppository was adminisierad on the

- evening on 3/12 afier the Resident compiained to |

staff abcut feeling bloated and nauseated. L,har't
- notes did not reflect facility intervention in the
| i Resident's extended period of constipation prior
" to the Resident's complaints on 3/12,

' On 3/25 at 09:50 p.m., Nursing Assistant (NAC) K
| stated "The Resident {#4} would put on his call
llight and ask us if he had soiled himself. Hs

. could sometimes tell hs had a bowel movement if
i he could smell himself, but he couldn't feel

s anything."

| On 03/25 at 10:34 a.m., Licensed Nurse (LN) F

: stated "We have a writlen bowel protocol that we

i can use for residents, QOur bowel protocol calls

+for the evening shiit to give milk of magnesia after

. i no BM for 3 cays, then if no BM, the night shifi
gives a supposﬁory then if no BM the day shift
“wouid give an enema. A resident shouid never

i have o go more then 3-4 days without & bowe!

" movement, | guess the protocol got missed for

: that resident {Residen! #4)."

: On 3/25 at 12:45 p.m., Resigent Care Manager

i (RCM) C stated "The Rasident #4} was alert and
: ofiented and was able to determine his own

| bowe! care needs, His usual pattern was to go

|
|
|
i
i
i

i
0
|
i

|
H
1
l
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gvery 56 days." Wher asked, RCM C stated

she had not discussed risks of extended periods
of timea with no bowe! mevemants with the
Resident. RCM C staisad "Any special
considerations for paraplegics or guadriplegics
would be care planned if it was different from the
protocol.”

<Reazident #1»

Resideni #1 was agmiitad to the facility on &3
i with diagnoses to include uimeiic (w ;
T —

. aEamaias) TOM 2 guikdinsu——. Accordmg .
. to the MDS, the Resident was alert and oriented !
but was totaily dependent on staff for ADL :
| assistance. !

i
"The bowal assessmsnt cornpleted on 1/12/13 3

' showed the Residant was always incontinent and
; was accusfomed ic having a bowe! movement |
' every day. The Resident had no ability to feel the
'need (o urinate or to have & bowel movement.

There was no evidence that the information

. pathered in the bowel assessment was used {0
 develop 2 plan of care for bowe! management for
- the resident. There was no plan of care for a

‘ bowe! managernent program and there was no
| indication that risks of not having a reguiar
| | program had been identified or considerad.

; Bowe1 records show the Resident had no bowel
imovement on 2112, 2113, 2114, 2115, 2/16 & 2/17
: {or & consecutive days). ;

| <Resident #8>
' Resident #3 was admitted on wiu@l¥12 with 2 :
re-admlt oneiiill13 with diagnoses to include i

E 270 |

'
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Cap——— O m and
“ Lecording to tne MDS, the
Resident was alert and oriented but toLanv
dependent on staff for 2DL care.
The Resideni was assessad on 3/13 as being N
accustomed ic having 2 BM every 2-3 days, but Tils Plon of Correction s the cenier 3 il
was noted o be incontinent and not able to , allegatien of comphimee.
" participate in bowel care. . | Preparation and/or execution of ikis plai of correciion
: . : doss no! constinde admission or agraemeni dy te
, .y ) . v the ligg nelusite
* Bowel recprds for Resident #9 reflect no bowel ! | f;fmr ;J’ g:f :;4}: mﬂ{ 'L : fﬂ;gfcf;fmzf: 0'7_1 ff. plr}; ;; 1
- movemant on 3/13, 3/14, 3/15, 3/16, 3/17, 3/18, " corection is prepaved and/or executed solely becmise
5 319, 3/20, 3721, 322, 3123 & 3/25 (OI’ 12 I D dtis reqmred by the provisions of federal and sare law,
 consecutive days). MAR records refiected the i_ :
Resident received a laxative twice a day and | " F281 (5/08/13
could receive a suppository daily as needed. The - .1, Resident #4 is no Jonger in the facxhty
"Resident had received a supposiiery once on
3/18 with no results recorded. , 2. An audit of alert documentation by ;
; ‘ ! licensed nurses and CNAs with a 7 day Jook
. No care planned information was located : back period was performed to cstablish 2 :
, | regarding the bowe! management program for the | | baseline.
' - Resident, ] Q.
i ; . 3. Staff Development Coordinator/designee
| Refer fo F 308 i . in-serviced licensed staff on bowe] protocol, -
; !  diebetes managernent, change of condition
' ! l policy and procedure with a focus on
F 281 i 483 20(k)(3)(i) SERVICES PROVIDED MEET || F 281! recognizing the significance of the change

g8= G ! PROFESSIONAL STANDARDS

1 The services provided or armanged by the facility
- must meet professional standards of guality.

' This REQUIREMENT is not met as evidsnced
by |
. Based on interview and record review, the facility |
" falled to ensure services provided met i
! professional standards of quality for 1 of 8

1
. |

' gngd comnunicating them clearly and

| promptly to the attending practitioner.

i DNS/designee will audit alert documentation
| of LNs and CNAs three times per week

. during morning clinical meeting with follow

' up as warrapted.

4, Results of this audit will be discussed in
i the monthly PI meeting unti) compliance is
i met. The DNS is responsible

| compliance,

e for overall
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residents (#4; when they failed o moniior or
recognize changes in the Resident's condition.
This failure caused harm for the rasident when
when the need for acuie medical treatment was
delaved.

' Findings inciude:

According to the American Nurses Association,
Scope and Standards of Practice, 2011, "
according to standarde of care, 2 licensed nurse
shall, in & complate, accurate and timely manner,
report and documeni nursing assessments or i
observations, the care provided by the nurse for |
“the client, and the client's response to that care.
 Nurges assume a liability rigk if they fail fo ;
| monitor a patient or to recognize changes in a
. patient's condition. Failure to recognize the
! significance of changes or to communicate them
i clearly and promptly to the atisnding practitioner
: could andanger the patient. "

. Resident #4 was admitted to the facility on i
. GED/12 with diagnoses {0 inciude aumunuumes
- because of 2 iy Gnheie) |
i and emmeiswene. The Resident went to the
. hospital on 9/17, then re-sdmitted on GIIY12.
“The Resident had emiamimaiyeuiniumnmmmm |
“had to use o TN (SR |
 imnin®) fongsiss® According to the Minirmum ‘
| Data Set (MDS), an assessment tool, the
! Resident was normally alert and oriented but was ;
| dependent on staff for activities of daily living. | \
i The Resident received routine insulin (& - ;
i medication {o conirol blood sugars) and a shiding
| - scale type of eammiid that couid be adjusted, !
i depending on the Residents blood sugar E -;
i readings. Sliding scale insmiig was 10 be i

H :
it

|
i
t
1
i

FORM CMS-2557(02-89) Previous Versions Obsolete Event (D! VUXP11 Facility {D; WA18100 If continuation sheet Page 8 of 21




2013-04-23 07:59 » >> 360 992 7969 P 10/23

DEPARTMENT OF HEALTH AHE HUMAN SERVICES P o et
CENTERS FQOR MEDICARE & MEDICAID SERVICES : OMB NC. 0238-0381
U [ | - T
STETEMENT OF DEFCIENCIES 1Ry ROVIDER/SUF=LIERICLIA IX2) MULTIPLE CONETRUCTION 02 DATE SURVEY
ANS PLAN COF GORRECTION ' ISENTIFICATION SUMBER. A BUILDING \ EOMLPLSETQEV y
| -
| 505208 2. WING | ouzs2013

NARE OF PROVIDER OF SURFLIER STREETADDREES, CITY, 8TATE, Zif CODE

400 R T
KINDRED TRANSITIONAL CARE & REHAR CTH VANCOUVER EAST 33RD STREET
VANCCOUVER, WA 885663
e BUMMARY STATEMILN UF DEFICIENCIES fin} K PRCGVIDER'S PLAN QF CORRECTION K
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DEFICIENCY;

F 281 Continued From page & F 281
agminisiered for blood sugars over 130 mg/dt.
The order was changet! {o give slightly less
sliding scale i stz-ling on 3/12 at 4:30 .m.
Tha Resident was o have blood sugar checks
ICBG's! done 5 fimes cer day.

Resident record review reflected the Resident
with an elevated blood sugar, poor appetite,
decreased fluid iniake, decreased urine output
- ang cormplainis of "not feeling well" beginring wrth i
' the day shift (6:00 a.m. until 2:30 p.m.) on |
/312113, Additionally, the Resident was ;
iCOﬂStlpated with no bowel movement recorded :
uon 316, 3/7, 318, 3/8, 3/10, & 3/11. The Resident | i
L was "moanmg" on several occasions during the '
evening shift (2:00 p.m. until 10.30 p.m.) of 3/12 :
- and the night shift (10:00 p.m. until 6:30 a.m.) of .
~3/13. The Resident was given a suppository on .
"the day $hif of 3/12 for no bowel movement, but !
‘ there was no assessment recorded. The ; i
. Resident was not assessed on the gvening shitt !
; of 3112. The Resident was not assessed on the |
- night shift of 3/13. Vital signs were not recorded. ]
; Pain medication was not administered. The i
I physician was not notified of the changes in !
| Resident condition until 8:00 a.m. on 3/13, |
i
] Blood stigar checks were elevaled despite the !
| Resident not sating. Blood sugars were recorded l
} as follows: i
©3/12 at 7:00 a.m. = 318 mg/dL sliding scale
"insulin given as orderad, "did not sat breakfast’
- 3/12 at 11:30 &.m. = 317 mg/dL "sliging scale
insulin not given", orders were for 12 units of ' : :
. Novolog insulin, "did not eat lunch”, ' i ;
.3/12 at 4:30 p.m. = 224 mg/dL "sliding scale | :
. insufin not given", orders were for 5 units of :

“Novolog insulin, "not eating, constipated", ‘I -

FORM CMS-2367(02.99) Previpus Versions Obsolete Event ID: VUXP11 Fecility ID: WA18100 If continuation sheet Page 8 of 21
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F 281 Continusd From page 9 F 281
3/12 at 800 p.m. = 186 mg/dL "siiding scale
insulin not given", orders were for 3 units of
5/13 at 3:00 2.m. = 107 mg/dL sliding scale
A ot required ,
, Uring output was recor ded sporadically for the '
prlor week, with no usual pattern astablishad.
. The Resident had 2 ettlr (“I
]
| amineninig). On the cay shift of 3/12 the ;
: Resident's tuimem® output was 400 cc (milliliters),
. On evening shift of 3/12, no urine output was o e
recorded. On the night shift of 3/13, a urinary | This Pian of Coraction s the coriers treditle
. S ' allegatior of complinace.
putput of -0- was recorded. No assessment was :
completed to determing if the (SRR WAS Preparation and/or execwion of this pien of correciion
positioned correctly or was open to drainage. does not cunsuitute admission or agreament by the
provider of the iruih of the facts nllegen’ or conclusions
. o . set forth in the siatemen! of dejiciencies. The plan of
On 3/13/13 .at 8:15 a.m., according to m'”:5mg i . correction is prtpnrsd andlor execwied solely beenuse
: notes, Resident #4 was sent to the hospital i | it s required by the provisions of federal and sinie iaw.
i  amergently for signs and symptoms of* 5 i -
{ el (20 with a "Blood . | F2g2 05/08/13
| pressure of 70/40, pulse 130, temperature of 99.7 l . 1. Residemt #4 is no longer in the facility
j and emlisng 2nd —f the eutithatn’ | :
| | 2. Al residents have the potential (o be
: On 3/25/13 &t 2:25 p.m., the Director of Nursing | affected by this practice.
“gtated "l am continuing to investigate, butt don't ,
| think we did anything wrong." ! | 3. DNS in-serviced Staff Development
: ! t Cgordinator on oricntaticn cxpestations for
i See F 309 for detailed interviews and ' | agency staff. Staff Development :
_explanations of the Resident's deteriorating i : Coordinator/designee will in-service agency
: condition. | { staff prior to first shift in this facility. An
E 282 i 483.20(K){3)(il) SERVICES BY QUALIFIED F252; orientation binder is available at cach purse’s
i
:

| The services provided or arranged by the facifity ’
| must be provided by guaiified persons in ;
| accordance with each resident's written plan of

| care.

4. DNS/designee will monitor for i
compliance of orientation. The :
i Administrator is responsible for validating

i compliance with this standard.

FORM CMS.7567(02-99) Previous Versions Otsciete Even! ID" VUXPN
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F 282 Continued From page 10 F282.

This REQUIREMENT is not met as evidenced
oy
Based on interview and record review, the facility .
failed tc ensure care was provided in accordance
with each resident's written plan of care for 1 of @ -
residents (#4) when the facility failed to have &
method of orienting temporary/agancy staff to the .
facility ard did not hava a timely way to retrieve
_information when questions arose regarding the
care that had been delivered to the Residentby
- temporaiy siaff. i

! Findings include:’

! y Resident #4 was admitied to the Tacility on
, Q12 with diagnoses 1o include usnipmisingd
: because of 2 eSS Shnnm—
i ‘wasmimmsay The Resident went.io the hospital
_on 8/17, then was re-admitted to the facility on
-12 The Resident had gminmiynmmieg
el 2nd Gaehinnennmninm——D a—
. CanS) for emmd. According fo the
' Minimum Data Set (MDS), an assessment 100,
the Resident was normally aiert and oriented but
1 was dependent on staff for activities of daily
fiving.

% The Resident's pian of care dated 8/8/12, noted
{the Resident had chronic pain. Interventions

were to observe and report changes in usual

“routing, sleep patterns and decrease in functional :

. abilities and to nofify the physician if the ;
"interventions were unsuccessful or i the current |
| complaint was a significant change from the
i residents past experignce of pain. ;
’ i
5 |
; |

| '
'
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F 282 Continued From page 14

" According to facility records, on 3/14/12, Resident .
#4 had started to have some croblems with biood
sugar control and had sscome sleepy. On
3/12/12, the Resideni :egan experiencing
problems with lower thzn normal uring ouiput.
On 3/12, during the dzv shift, the Resident
received a suppository for bowel care.

Tl
L")
o
N

iOn the evening shift {z.00 p.m. 1o 16:30 p.m.} of
. 212, Licensed Nurse (LN; G , & facility employee, | :

- was the nurse on duty Qn3/22at445pm, LN |

' G stated "l was on duty on the evening of 32
' The Resident told me he felt better after having . ,
| results from the suppository he received earfier | i i
' on the day shift. He had 2 large bowsl movement ! ‘

at about ;00 p.m. | checked his blood sugar.
| He was alert and oriented and his b was
! draining.”

_No information was recordsd in the Resident's
! chart regarding what happened with the Resident |
| between the time the taciiity LN G reporied off on | ;
i the evening shift of 3/12 and when the day shift I
l{SOOamt0230pm}hNFcameondu'yon \
: the moming of 3/13. Meadication administration |
. | records indicate Resident #4 received no pain | :
{ medication during the night shift. A i ;
| . tnmporary/agency nurss worked on the night shift | '
begmmng 3/12 at 10:00 p.m, until the morning of |
3/13 at6:30 a.m. |
1

By the time the facmty LN F reported for duty en

' the morning of 3/13, Resident #4's clinical

j condition had changed dramatically. LN F wrote

i & nursing assessment note on 3/13 which stated !
,"Around 7,30 a.m., nociiced res {Remdent} very i

| confused and looks pale. Res moaning offand
‘on. While positioning noticed lower abd. :

FORM CMS-2567(02-09) Pravious Versions Obsolele Evenl ID: VUXP11 Faclity 1D: WA1E10D If continuation sheet Page 12 of 21
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{abcomen), gy anC easai 2re2 swollen and

rad, Jubitpenil {enlinse®) in {place} but no output ! :
in Coniayed quasyatbingicaicd with NS {mild '
sait solution} but no retirn flow. BP {blood

pressure) 70/40, pulse 130, Temp {iemperature}

99.7. MD {Docior} notited and received ordsr to

transfar res to hosnital.”

“On 3/22. at 4:20 p.m., during interview, the

' Director of Nursing staled: "We had an agency | '

- nurse working on the night of the 12th to the i
morning of the 13th. | have put calls out to her
agency o get a staternant from her. 1am

. completing an on-going invesiigation to detsrming

what happened with the Resident that night."

' On 3/25 at 9:50 a.m., Nursing Assisiant (NAC) K

" stated "My shifi starts at 8:00 am. | went into

: check on {Resident #4; right away on the morning ,
. of 8/13 because the off-going aide told me he

: was moaning all night and seemed to be in pain.
‘I remember his condition on the morning of 3/13 !
because he was very different from usual, When ! . ‘
| first saw the Resident right after | got here, he | |
was gray in coior, | took the vital signs and the | ‘
blood pressure was very low, the pulse was high, ! 5
he nad a temperature. When | want to pull the j ’
: regictent up in bed, | saw hiz pamig area was i !
; very swollen. | immediately went and got the day i
nurse, then he got sent out to the hospital.” :

. On 3/25 at 02:55 p.m., when asked how agency
. or temporary staff would be trained on the facility ; : i

practices end residents, the Staff Development ‘1
' Coordinator stated "l don'f have anything todo | ' ;
“with training or orientation of agency personnel. | ‘ -
i would think if they are agengy, they are i , ;
' competent. | know we had one nurse here, but ! i ;

|
|
|
]
!
L

FORM CMS- 2537(02 99) Previous Versiens Obsolete Eveni IB:VUXRPT Facility 1D: WA18100 If continuation sheet Page 13 of 24



2013-04-23 08:00
DEPARTMENT CF HEALTH AN HUMAN SERVICES

CENTERS FOR MEDICARE & MED

Tadd

iCAID SERVICES

>

360 992 7969
R0 Rud2de
FORNM APPROVED
CMB NO. 0836.0381

STLTEMENT OF DEFICIENCIZE
AND 2LAN OF CORRICTION

E/\_I'.

PROVIDER/SUEPLIERICLIA
IDENTIFICATION NUMBER:

505206

T
1
|
i
1
|
|
|
|
!

{2y MULTIPLE CONSTRUCTION
A BULDING

B, WING

X3) DATE SURVEY
GOMPLETED i

C

03/25/2013

=

KINDRED TRANSITIONAL CARE & REHAB CTR VANCOUVER

AT OF PROVIDER DR SUPTLIER

STREET ADDRESS, CiTY, STATE ZIP COCE : '
400 EAST 33RD STREET :
VANCOUVER, WA 98663

55=G | HIGHEST WELL BEING

: Each resident must receive ang the facility must
, provide the necessary care and services 1o ghtain
- or maintain the highest practicable physical,

' mental, and psychosocial well-being, in

- accordance with the comprehensive assessment
" and plan of care.

i This REQUIREMENT is not met as evidenced
- by:

. Based on interview and record review, the facility

 tailed to provide necessary care and services o

' attain or maintain the highest practicable level of

. physical, mental and psychosocial well-being

| when they failed to complete a timely assessment
: and respond to reported concerns for 1 of 8
 residents (#4) whose overall condition was in

: decline. This failure resulted in unnecessary pain

i

i
|
)
'
I
i
|
1
‘|
i
!
i

i baseline.

| 3. The facility has implemented & plan for |
* orientation of agency staff prior to their first

| will audit alert documentation of LN and

ey 1D SUMMARY STATENENT OF DEFICIENCIES o PROVIDER'S PLAN OF LORRECTION Xz
AREFIX, JEACK DEFICIENCY MUST BE PRECECED 8Y FULL PREFIX {EACH COKRECTIVE .A.Jc;Tic‘ihu';HoLsf)é\s; e
70 REGULATORY OF S0 INENTIFYING [INFORMATION) TAG ARORS.REFERENCED TG THE APEROFRIATE meTe
CEFICIENCY)
F 282 Continued From page 13 F 282
don't know how many shifts she has worked, [f
any training or orientation gets done for ageney it
would be done by the administrator. | con't de :
. anvthing with agency stafi.” |
, _ |
2] bR I~ T T e Z !
\,O_n "’/25 Bt ’] 2 PIT'I m? chmlplsrrator st_'ated " This Plan of Corvection is i qeaior's redible
“There is & mini orientation that agency staff go " allesaion of complinnes.
. through related to our facility. Our Staff :
Development Coordinaior does that orientation. | Breparniion andor execition ¢f his ol of coryection
1 " - does not constinge arlmission or agreement by ihe
~would assume thet anyone who werks for us . srovider of the truh of he fucis allegadt or cenchziens
- through tempory stafiing woulid have their  set forth in Uie sinlement gf deficiencies. The plas of
cregentials checked by ihe agency.” correciion is prepared and/or exectied solely becaise
i it I'qullrﬁ'd by the Prgpi_(fans o_(fcdsrn/ and sI16 lae
. Refer fo F 309 : . cino R
: . F309 035/08/13
. ; 1. Resident £4 is no longer in the facility.
£ 300 - 483,25 PROVIDE CARE/SERVICES FOR . F309!

2. An sudit of alert documentation by
licensed purses and CNAs with 2 7 day look
back period was performed 1o establish 2

shift. Staff Development
Coordinator/designee in-serviced nursing
staff on jdentifying, reporting, and follow up
on change of condition. The DNS/designee

CNAs three times per week during morning
clinjeal meeting with follow up as
wairanted.

4. The findings of the audit will be !
discussed in the monthly PI meeting until f;
compliance is met. The DNS/designee js i
responsible to validate compliance with this
standard.
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)
I

F 302 ' Continued From page 14
and delzved treatment for the resident.

All staff interviews wers completed on 03/22/13
and 03/25/132,

Findings include:

Resident #4 was admittad to the facility on
W12 with diagnos es o include m
because of 2
. and pspmiseme® The Rasideni went to the
. hospital on 9/17, then re-admitied on G 12.

| The Resident had A —

 had to use o dm——— (= Gl———
“) foremim®, According to the Minimumn
! Daia Set (MDS), an asgessment tool, the
: Resident was normally alert and orianted but was
- dependent on staff for activities of daily living,
' The Resident received routine ol (a
" medication to control blcod sugars) and a sliding
scale type of sl that couid be adjusted,
' depending on the Residents blood sugar

. readings. The Resident was io have biood sugar

. checks (CBG's) done 5 times per day.

According to facility records, Resident #4 saw his

i physician on 3/11/13 for possible ipsmiee

i adjustment. The Resident was planning o
discharge o the comrmunity and the physician

i had wanted {c ensure the Resident's diabetes

i was in the best possible control. While the

. Resident was at the office, the Resident was

found to be siuggish and-was found to have a low !

 blood sugar, Paramedics were summoned to the .

: doctor's oifice and agministerad treatment to the
‘Resident. Paramedics recommended

- hospitalization, but the Resident declined

- because he wanted to proceed with discharge

D PROVIDER'S PLAN QF GORRECTION
PREFIX iZACH CORRECTIVE AUTION SHGULT BE e
TAG CROSB-REFERENCED TC THE AFPROFRIATE
DEFICIENCY;
F 308
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F 308 Coniinued From page 15
plans. The physician decided o order 2 more
extended monitering of the Resident's sl
later in the month. The Resident returnad to the -
facility with orders to raduce the emouni of —
to be given and to coniinue (o check CBG's &
times a cay,

Fl
(4]
o
w0

During interview, Licernsed Nurse (LN) F stated "l |
: worked! the day shift on 3/11, 3/12 and 3/13. My !
' shift is from 6:00 a.m. to 2:30 p.m. On Monday, -

3/11, he {Resident #4} went to the doctor with

blood sugars out of control. The Resident {#4}

would sometimes have blood sugars as low as 30 .
-{mg/dL} and as high as 200-300 {mg/dL}). The .

Doctor wanted to keep the Resident's blood : i

sugars under 130 {mg/¢L} and had changed the

sliding scale insuiin coverage to a lower level.
. The next day, 3/12, the resident didn't feel well
‘and was staying in bed. Atabout 1:30 p.m. {on |

' 3/12}, the Nursing Assistant {NAC M} reported '[O '
l me that the Resident was still not feefing welt.

. checked in the computer and | saw the Resndent !
. i had not had 2 bowe! movement for 5 or & days. | |
| | listened to his abdomen and | noticed his bowel

| tones were sluggish. This had happened 2
: couple of times in the past. He was getting

: medications that cause constipation, plus he has

i
|
i
. nasapingie (esnisainguumnn {10 OGNS |
ey, He couldn't feel anything from the waist |
{
|
I
t
!

" down. | gave him a suppository and toid the
" evening shift nurse. He did not have & bowel
movement on my shift"
‘CBG (blood sugar checks) records for the date of
| | 3/12 show the blood sugar at 7:00 a.m. was 318
i i mg/dL and at 11:30 a.m. was 317mg/dL.
: Medication administration records (MARs) show !
| gliding scale wamimwzs administered as ordered !

ZORM CMS-2567(02-98) Previous Versions Obsotele Event {D; VUXP11 Facility ID: WA18100 t#f continuation sheet Pege 16 of 21
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at 7:00, but was not given in response to the

- 11:30 a.m. blood sugar. "Resident refused to sat
“lunch {on 3/12). e not given.” Nursing notes
“writlen on 3/12 speak o communication with the

physician's office aboLt upcoming apsointments.
The notes de not provide any information as to

the Resident's over all well being or why he might
not be feeling well, There was no information :
availabls regarding whethar the Residant's
abdomen had been assessed. There was no
information available regarding whether the
Resident's vital signs had been checked. There

. was no information available regarding if any 3

. consideration had been given 1o why the i
+ Resident's blood sugars were high when he was
i not eating.

: During interview, Nursing Assistant (NAC) J who
' had worked the evening shift on 3/12 stated |

" started my shift about
. shift NAC toid me that he {Resident #4} had

3:30 p.m. on 3/12. The day

received a supposiiory because of no BM in quite

" & few days and tc check him because the
- resident wouldn't be able to tell if he had a BM or

not. | checked on him 2-4 times that shift, butit |

. was about 9:00 p.m. before his bowals moved.

- When | changed his linen, { leaned him on one |

 side, then when | turnad him the other way, |

\

noticed there was not much in the enihetemsws,
i the mattress was wet {indicaiing leakage} and |

 noticed that hiseyesies® were red and swolien. | |
! fold the nurse {LN G} about my chservations.

. She fold me she would chack on him. Also, the ?
: resident seemed like he might be in pain because |
| he was restless and moaning which | also toid the

; nurse about. He also seemed really, really tired.” ?
' Nursing notes written oy LN G at the end of the |
I
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evening snift on 3/12 reflested "Res {Resident) :
not hungry this shift due to constipation and had
large BM following suppository for same. Low
output {urine} at end of shift dus o poor fluid
intake but feeling better aiter BM. Continue
bowel meds and monior. Push fluids.”

MAR (Medication Adminisiration Records)
- records indicated the Resident's blood sugar at

16:30 {4:30 p.m.} was 224mg/dL and the blood
-sugar at 20:00 {8:00 p.m.} was 186mg/dL.
i According to the MAR. the Resideni's "sliding
P gcale insulin held {not given} - not ,
- eating-constipated ", o vital signs were i |

recorded in the chart for the evaning shift. -
' Nursing notes did not reflect why the Resident
“was not eating, whether an assassment of the
- low uring output had been completed or why the
- Resident's blocd sugar remained high despite
_poor food intake.

Durlng interview, LN G, the evening shift nurse on |
i duty on 3/12, stated "l work the evening shift from !
12:00 p.m. untit 10:30 p.m. | was told in reporton
i3/12 that he {Resident #4} had received a
' suppository on day shift. As far as | know, the
i Foley catheter was patent {functioning}. He had

: no appetite that evening he said he felt full and :

t was waiting {o have g BM." When asked what
i assessment she had completed for Resident#4 | ;
' on the evening of 3/12, LN G replied "l checked

his blood suger and gave his medications. |was:

- aware of the low uring output. | did not assess | :
. the resident on the evening of 3/12. | didn't think !
| it was necessary." | i
L An agency/temporary staff nurse worked during l |
i the night shift between 10:00 p.m. and 6:30 a.m. ! i

i
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The char did not contain information to explain
what was heppening with the Resident froim the
end of the evening shift on 3/12/13 until the

" baginning of the day =hifi on 3/13/13. No vitai
signs were recorded. No pain medication was
adminisiered. A CBG was recordec 2s being

107 rgfdl at 63:.00 a.rm. During tsigphone

. intarview, the agency nurse stated “| noliced the

" Resident {#4} was arousable and respondingto ¢ ,

 verbal sumuh on 3/12 when ! came on duty for the '

‘night shift. | was not aware of any changes

“through the night. | chacked his blood sugarat ‘ ;

.3:00 am. | heard him moaning, but he didn't | .

| seem to be in pain.” ; i

. Nursing notes in Resident #4's record written on
3/13 showad "Around 7:30 a.m., noficed res
. [Resident} very confused and looks pale. Res
. moaning off and on. While positioning noticed
; lower abd. {abdomen), el anc eamsis! zrea
i swoilen and red. Ryt (galsdes) in{place}
“but no output in euemEtg. G igated
- with NS {mild salt solution} but no return flow. BP
i {blood pressure} 70/40, pulse 130, Temp
{temperature} 88.7. MD {Doctor} notified and
' recefved order to transfer res to hospital.”

' During interview, Nursing Assistant (NAC) K ,

| stated "My shift starts a1 6:00 a&.m. | went into |

| check on {Resident #4} right away on the morning A

- of 3/13 bacause the off-going aide told me he } \ i

‘ was moaning all night and seemed to be in pain | E
11 remember his condition on the morning of 3/13 |
_because he was very different from usual. When
| first saw the Resident right after | got here, his

i | color was gray. |took the vital signs and the

' blood pressure was very low, the pulse was high,
he had a temperaiure When | went o pull the

i
i
|
1
1
i
i
|
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resident up in bed, | saw his pemml ares was
very swollen. | immediately went and got the aay
nurse, then he got sem out to the hospital
. During inferview, LN F stated "The agency nurse
reported in morning repoit on /13 that he
IResident #4} had beer moening and grogning all
night and had a low bicod sugar. When twent
into his room about 7:30 that morning, he didn't
look right. He looked confused and more pale.
“When wa went to move him up in bed, | saw his
“askiaisny Hiseaaitgand Gl were very
swollen, maybe about 6-8 inches across, And he
"had no urine cuipui. We sent him to the hospital
-about B:18 2.m."

| According to staff interview and resident record

raview, the facility day nurse LN F did not assess |

the Resident on the day shifi on 2/12, despite the |

- Resident not feeling well and having elevated

- blood sugars and extreme constipation. LN G did

"not assess Resident #4 on the evening shift of

. 3/12 despite receiving information.from the day

' shift regarding blood sugar problems, bowel
problems and resident complaints of not feeling
well, and despiie receiving NAC reports of

swollen guuiisil zpparent pain and low uring

- output,

During the night shift of 3/12 to 3/13, an agency
i nurse unfamiliar with the resident was on duty.
There was ne indication the night nurse assessed
“the resicent or evaluated the resident's vital :
. signs. On the morning on 3/13, the agency nurse .
' reparted the resident had been moaning during
the night shift, but no intervertions were :
recorded. The night shift nursing assistant |
' reported on the morning of 3/13 that the resident '}
. |

F 30¢
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hiad been moaning during the night shift. Dy the
fime the day shifi Licensed Nurse asssssed the
resident on the morning of 3/13, the resident was
expsriencing signs and symptomz of acuts

. infection and required zamargency ransfer io the
nospital. The Resident experienced unnecessary

pain and & delay in lreatment bacause of lack of

. assassment for el ieast 3 shifts.

-On 3/25 8t 3:25 p.m., the Director of Nursing
stated, "We beard from the Physician that
Resident {#4)was found to have & tvpe of
eyl | =M continuing to investigate. but |
don't think we did anyining wrong. Thie Resident
was found to have enmsinsedaapenmy and had
to have radical surgery e was iransfermed 0

- the burr unit for extensive skin grafting. He will

' be there for several months.”

Referto F 278, F 281

“DRM CMB-2567(02-88) Previous Versions Obsolete Event 1D VUXPM

Fatility ID: WA18100 If continuation sheet Page 21 of 21




