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This report is the result of an unannounced

: Quality Indicator Survey conducted at Kindred
: Nursing and Rehabilitation-Arden on 10/20,
10/21, 10/22, 10/23, 10/27, and 10/28/14. A
sample of 29 residents was selected from a
census of 71. The sample included 24 current
residents, the records of five former and/or
discharged residents,

The survey was conducted by:
Marilyn Ferguson-Wolf, MA_, R.D.
: Barbara Jackson, B.S.N, R.N.

- Sharon Stephens, B.S.N., R.N.

The survey team is from: _

Pepartment of Social and Heaith Services
Aging and Aduit Services Administration
Residential Care Facilities Region 2, Unit C
20425 72nd Avenue South, Suite 400

Kent, Washingion 98032-2388

Tetephone: (253) 234-8000 \
Fax: (253} 395-5070

;{ Ul ( ROG 113201

- Residential Care Services Date

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE 48 DATE

/4 KD 12004,

Any deficiency statement ending with an asterisk (") denotes a deficiency which the institution may be excused from correcting providing it is deterrﬁiﬁé‘i&:&%{j}
other safeguards 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 plan of correction is provided. For nursing homes, the abeve findings and plans of correction ar?ﬂ i io;»\agéejt!
days foliowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite o,{ﬁi ¢ g«f@g%z
program participation. D, o
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FORM CMS-2567(02-89) Previous Versions Obsciete Event ID: CLT81 Facility 1D WADQS830 If continuation sheet Page ?"Q}Sg




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

PRINTED; 11/03/2014
FORMAPPROVED
OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

505214

(X2 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A. BULDING COMPLETED
B. WING 10/28/2014

NAME OF PROVIDER OR SUPFLIER

KINDRED NURSING AND REHABILITATION - ARDEN

STREET ADDRESS, CITY, STATE, ZIP CODE
16357 AURORA AVENUE NORTH
SEATTLE, WA 88133

A facility must use the resuits of the assessment
to develop, review and revise the resident's |
comprehensive plan of care.

The facility must develop a comprehensive care
pian for each resident that includes measurable
objectives and timetables {0 meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

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
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse freatment
under §483.10(b){4}.

by:

Based on interview and record review it was
determined the facility failed to develtop and/or
revise comprehensive care plans for two of five
. sampied residents (Residents #113 and # 87)
| who's care plans were reviewed in Stage 2.
| Failure to gevelop comprehensive care plans
placed residents at risk for receiving inappropriate
and/or inadequate care to meet their individual
needs. :

This REQUIREMENT is not met as evidenced ‘
i

Findings include:

RESIDENT #1413

allegation of compliance.

Prepuration andior execution of this plan of corvection
does not constitute admission or agreement by the
provider of the fruth of the facts alleged or conclusions
set forth in the siatement of deficiencies, The plan of
correction is prepared and’or executed solely becanse
it Is required by the provisions of federal and siate lm,

F279 483.20(d) 483.20(k)(1) DEVELCP |
COMPREHENSIVE CARE PLANS

As it pertains to residents involved:

e  Resident #113: Care plan has been
updated, hour of sleep monitoring was
intiated and the MAR was updated.

s  Resident #87, Resident Kardex and
Care Plan have been updated.

As it pertains fo similar situations:

e An audit has been completed for
residents on similar medications to
verify that they have appropriate care |
planning and monitoring was in place, ;

e An audit has been completed to
validate that resident with incontinence!
have appropriate care planning and
Kardex/Care guide in place.

Preventative Measures:

o Staff have been educated on care
planning, when to implement sleep
monitor and documentation on PRN
medicaticns.

e Facility will review the Kardex's with
monthiy recaps and will reprint them
menihly to verify accuracy.

{Jn.going manitaring.
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The resident has the right, uniess adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completicn of the

. comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, fo the extent praclicable, the participation of
the resident, the resident's family or the resident's
' legal representative; and periodically reviewed
“and revised by a team of qualified persons after

Preventative Measures:

Ongoing monitoring:
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i ) ‘ i This Plun of Correction is the center's credible
A review of electronic record dated 06/22/14 allegation of compliance.
revealed Resident # 87 was unable to make his _ -
toileting needs known and had a 2-3 year histo Prepuration and/or execution of this plan of correction
. - ; y y does not constitite admission or agreement by the |
of urinary incontinence. provider of the truth of the facts alleged or conchisions
set forth in the statement of deficiencies. The plan of
In interview on 10/23/14 at 8:563 a.m., Staff H ( correction is prepared andior executed solely because:
Certified NUrSing Assista nt) stated Resident #87 it is requived by the provisions of federal and state Lo,
was incontinent of urine several times daily and
that staff should offer incontinent care after each
incontinent episode.
A review of the comprehensive care plan and
visual bedside Kardex{care guide) dated
3/10/2014 failed to address the resident's current
incontinence status goals and interventions.
F 280 483.20{d)}{(3), 483 10(k)(2) RIGHT TC F 280
$8=D | PARTICIPATE PLANNING CARE-REVISE CP

£280 483.20(d)(3), 483.10K}2) RIGHT TO |
PARTICIPATE PLANNING CARE ~ REVISE CP |

As it pertains fo residents involved:

e Resideni#43: Resident care plan :
lipdated to reflect current medication.

As it pertains to similar situations:

e An audit has been completed for
resident's on similar medications to
verify accuracy of care plan,

«  Staff has been educated on updating
care plans.

s Process will be audited weekly x4
weeks, then monthly x3 months and
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adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs uniess antipsychotic drug ‘
therapy is necessary to treat a specific condition |
as diagnosed and documented in the clinical ‘
record; and residents who use antipsychotic

drugs receive gradual dose reductions, and

. behavioral interventions, unless clinically

| contraindicated, in an effort to discontinue these
~drugs.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review it was ‘
determined that the facility failed to ensure two of
five sampled residents (Residents # 113 and #50) |
were free of unnecessary medications, related to
' adequate indications for use, the use of |
 non-pharmacological interventions prior to
¢ administering an as needed medication related to
anxiety and/or insomnia and the consistent
monitoring of medications. This failure placed
residents at risk of receiving uncecessary

medication.

‘ Findings include:

 RESIDENT # 113
Resident #1135 was admitted fo the facility on

Preparation and’or excention of this plan of correction
does not constitute ddmission or agreement by the

provider of the fruth of the ficts alfeged or conclusions
set forth in the statement of deficiencies. The plarn of |
correction Is prepuared and’or execuled solely because
it is requirved hy the provisions of federal and stase law;

F329 483.25(1) DRUG REGIMEN IS FREE f—"i?OMi
UNCESSCSSARY DRUGS !

As it pertains to residents involved:

+« Resident #113: Care plan has been
updated, appropriate monitoring, the
MAR was updated and target behaviors
initiated.

s  Resident #50: Resident is being
monitored for behaviors and adverse
side effacts.

As it pertains o similar situations:
¢  An audit has been completed for
residents on similar medicaticns and
with similar diagnosis to verify that they
have appropriate care planning and
monitoring was in place,

Preventative Measures:

e  Staff has been educated on care
planning, target behaviors, and
monitoring for side effects & sleep
monitoring.

Ongoing monitering: ;
o Facility will utifize new admission audits
to verify appropriate patient care '
planning of new medications and the
necessary documentation & monitoring
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Continued From page 7

- The care plan interventions revealed the staff

were to monitor the occurrence of depression

. behaviors.

The facility's policy revealed staff were to

document and monitor adverse side effects and
behaviors.

However, record review revealed no evidence of
monitoring behavicrs of depression or monitoring
for adverse side effects of anti-depression
medications use.

In interview on 10/22/2014 at 2:47 p.m.. when

asked, Staff F, the unit manager was notableto
- locate documentation of monitoring for the use of |
- anti-depressive medication.

Without monitoring, i would be difficult to
determine whether the current medications dose
was appropriate in promoting or maintaining the
resident's highest level of psychological
functioning or whether adverse side effects were
present.

4'483.75{!)(1) RES

' The facility must maintain clinical records on each

resident in accordance with accepted professional
standards and practices that are complete;
accurately documented, readily accessible; and
systemaltically organized,

The clinical record must contain sufficient

information to identify the resident; a record of the |

RECORDS-COMPLETE/ACCURATE/ACCESSIB
i LE i

F 329

F 514
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. On 10/23/2014 at 3:30 p.m., when asked why :
. hospice orders were not included on the :
- resident's current orders, Staff B, the DNS stated,
i the information was missed when the monthly f
corders were reviewed.

Without complete clinical record documeniation
which accurately identifies current care, the
resident is a risk for not receiving appropriate
care and services.
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