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F 000 | INITIAL COMMENTS F 000
. This report is the result of an unannounced DISCLAIMER CLAUSE
Abbreviated Survey conducted at Health and
e e S oo PREPARATION AND/OR EXECUTION OF THIS PLAN
12/16/13, 12/30/13 and 12/31/13. Asample of 6 PROVIDER'S ADMISSION OF OR AGREEMENT WITH
residents were reviewed for care from a census THE FACTS ALLEGED OR CONCLUSIONS SET FORTH
of 77. The sample included 4 current and 2 iN THE STATEMENT OF DERCIENCIES. THE PLAN OF
- former residents. CORRECTION IS PREPARED AND/OR EXECUTED
SOLELY BECAUSE T IS REQUIRED BY THE

. PROVISIONS QF FEDERAL AND STATE LAW.
The following compiaint was investigated as part
of this survey:

2810995; 2813869, 2813432; 2016730; 2916776;
2916877, 2816894; 2916399; 2905682

The survey was conducted by: o e i
MN, RN, I-2i-14

The survey team is from:

Denartment of Social and Health Services
Aging and Long Term Suppaort Administration
Residential Care Services, District 2, Unit C

! Creekside Two

20425 72nd Avenue South, Suite 400

Kent, WA 98032-2388

Telephone: {253) 234 6003
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Any?éfl éncy statement en,ﬁm arfsterisk (™} denotes a deflctency which the institution r‘ﬁay be excused from correcting providing it is determined that”
~-pthel sa eguards provide sufficiEnt protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disciosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and pians of correction are disciosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of ¢orrection is requisite to continued
prograr participation.
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The facility must provide medically-reiated social

services to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each rasident.

This REQUIREMENT is not met as evidenced
by:

" Based on obseivation, interview and record ~ %

review the facility failed to provide medically
relaied social services o attain the highest
practicable physical wellbeing for two of 6
residents (#1, #5) reviewed for care from a
census of 77 residents, Failure to assist
residents and/or resident decision maker cope
with difficult treatment choices potentiaily
contributed to weight loss and dehydration for
Resident #1 and ongoing agitation, medication
refusal and treatment non-compliance for
Resident #5.

¢ Findings include:

RESIDENT #1:
Observation 12/12/13 at 12:45 p.m. found

. Resident #1 lying in bed in his room. Atube
feeding machine was infusing, Resident #1 was

unresponsive te call or touch.

Record review found that Resident #1 was
admitted to the facility $IMB/12 with medically
disabling conditions related to Wil
injury. Resident #1's assessment and care plan
identified the resident was totally dependent on

staff for care. Health care decisions were made

by his power-of-attorney (POA] as the resident

assist resident #17s POA and
serious medical conditions.

i Other Residents

educated them to help

medical conditions.

System Review/Educaticn
The Interdisciplinary team has

their serious medical conditions
Monitoring

to refuse care / treatment to
sure the facility has assisted th

The facility has re-approached to

resident #5 understand and process
treatment options in light of their

The facility has audited residents
~ who have made an informed choice
to refuse care/ treatments and has re-

understand and process treatment
options in light of their serious

in-serviced on how to assisted
residents / POA’s to understand and
process treatment options in light of

Audits have been done of residents
who have made an informed choice

understand and process ftreatment
options in light of their serious
medical conditions and this will be
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 Progress notes documented starting 4/9/13 the

| Nutrition notes documented Resident #1's POA

"documented Resident #1 was not ingesting

: calorie supplements. Nufrition records dated

! Social service notes did not document

was not able to communicate his wishes.

Medical records documented that twice in 6
months @13 and 4/ 13 Resident #1 was
admitted to the hospital with critically high
levels, indicating «ilgi##. On each occasion,
a feeding tube was inserted. Medical records
documented Resident #1 was unable to drink
enough free water to maintain hydration without a
feeding tube.

recaived only fiuids (not nutrition} through the
feeding tube at the request of the POA. Notes
documented on 8/26/13 Resident's #1's feeding
tube fell out and was left out at the request of the
POA,

was educated on risks and benefits but continued
to insist or: oral feedings and regular texture
foods, even though Resident #1 was not able {o
take in adequate amounts of food and fluid.
Record review found no parameters or plan
developed to ensure Resident #1 received the
nuirition and hydration he reguired

o,

Nutrition notes from April to September 2013

enough calories to maintain his weight, even with
the adgition of nutrition enhanced meals and

9124113 documented Resident #1 had significant
weight ioss due to the resident relying sclely on
oral intake toc meet nutrition needs.

discussions or assisiance to Resident #1's POA
to help develop an individuaiized plan to maintain

Responsibility

The Administrator will be
responsible for the ongoing
compliance

further educational opportunities.
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i Resident #1's hydration and nutrition,

On interview 12/10/13 at 10:05 a.m. Resident
#1's POA stated she thought that Resident #1
was not taking in adequate amounis of food and s
fluid because staff do not feed or offer fluids

properly or consistentty, in a dignified manner.

On interview 12/19/13 at 12:45 p.m. the
consultant registered dietician (RD) for the facility
stated she knew Resident #1 consumed less
food/fluid than was offered and the POA had
been repeatedly educated as to risks/benefits of
this. The RD stated staff was honoring resident
choice fo refuse care, including meals and
hydration.

On interview 12/27/13 at 1:00 p.m. Staff J {social
services) siated she had been focused on talking
to Resident #1's POA about Resident #1's
cognition level and deferred to speech and
occupational therapy {o explain freatment options.

RESIDENT #5: _ : |
Record review found Resident #& was admified {o ?
the facility /13 with altered 4R status,

SIS Cisorcer, SRNIES W o d YIS
SRR (B Jiscase caused by B @

i ! Lo
failura). i?% % %2
Resident #5's minimum data set (MDS) % :},« : %
assessment dated 10/1/13 identified the resident % 3 v;'gf.)
was totally dependent on the assistance of 1-2 A %:;
persons for all activities of daily living. The %=

resident was incontinent of bowet and bladder. kG
The resident's brief interview for mental status
{BIMS) score was 9 indicating moderate cognitive
impairment. The MDS identified Resident #5
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Continued From page 4

refected care almost every day. Resident #5's
care plan included basic interventions for care
refusal.

Treatment of hepatic encephalopathy options

i include taking the medication {naNG—_G_e. This

medication is given to prevent intestinal bacteria

: from creating ammonia which can build up in the

blood and affect the brain, Wil s a laxaiive
used to remove biood and ammonia from the
infestines. .

http://www.nlm'.nih,rg'ovl/medi'ir{euplus/éhcy-/“art:idelf) o

00302.htm. Persons taking 4l for liver

I faiiure may have multiple bowel movements/day

to maintain normal blood ammonia levels. itis
difficult treatment due to the frequency of bowel
movements and lack of control. Unireated
hepatic encephalepathy can lead to coma or
death.

Medication record review found Resident #5's
was prescriced HINR. This most recent
order was for H§iliem 40 grams four times daily
to ensure 2-3 soft bowei movements per day.

Progress notes document Resident #5
persistently and almost daily refused one or more
doses of (R documentad as starting
around 10/10/13. Refusals were aoften
accompanied by angry outbursts, swearing and/or
shaking his finger, fist or silverware at staff. The

- resident was sent tc the hospital 10/26/13 and

11/9/13 due to persistent refusal o take
PN Record review found that since
admission, Resident #5 refused daily restorative
care. Review of Sociai Service notes found no
documentation in any sociai service note
addressing Resident #5's care refusals.

F 250,
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Observation 12/12/13 at 10:05 a.m. noted
Resident #5 velling cut as he was moved tc a
stretcher by medical transport personnel to attend
a scheduled appointment. The resident saigd he
would not go. Resident #5 calied staff a liar when
approached with information.

On 12/18/13 at 12:45 p.m. Resident #5 was
observed lying in bed. The resident said "Staff
don't listen, (staff) hurt during care then say 'l
don't hurt you'" Resident #5 said "It's mostly
painful when (staff; turn and clean, they
straighten and open my legs. | pocp like a freight
train! {A) lady said [ don't have 1o fake it {the
medication}. f this is what | have to endure, |
don't want it.... The nurse said I'm a liar! They lie
to me!"

Staff documented talking about risks and benefits
of taking medication but there was no indication
in the record that staff addressed side effects of
the medication and guality of [{e.

On interview 12/10/13 at 5:15 p.m. Resident #5's
doctor said the resident needed a guardian or
POA to advocate for end-of-life care. The doctor
said he asked nursing siaff about it. "Nursing
said it costs meney fo get a guardian.”

- On interview 12/16/13 at 1:42 p.m. Staff A
{resident care manager) stated there needed to
be a discussion about the resident's resuscitation
request and guality of life. There was no
indication that these conversations had taken
place with Resident #5.

On interview 12/16/13 at 2:00 p.m. Staff K (social
- services) stated nurses educate Resident #5 on
| the risks and benefits of taking the medication.

FORM CMS-2567(02-98) Previcus Versions Qbsciete

Event 1IN 18331

Facility 1) WAR22900

if continuation sheet Page 6 of 23



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

PRINTED: D1/09/2014
FORM APPROVED
OMB NO. 0938-0381

STATEMEN OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
505278 BWING 12/31/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
13333 GREENWOOD AVENUE NORTH
HEALTH AND REHABILITATION OF NORTH SEATTLE SEATTLE, WA 98133
Xay o | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IBENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
i ‘ ;
) - F-280
F 250 | Continued From page 6 F 250 (ited Resident
Staff K said her interaction with the resident\ Resident #! and Resident #2
inciuded engaging the resident in conversation, nutritional  car lans h been
talking about sports and she brings the resident t © P as .
hutterscotch candy which the resident liked. Staff reviewed and revised to reflect their
K said nursing and the doctor would tell her if current  nufritional  status.  The
there needed to be a discussion about treatment i putritional care p}_ans include but are |
| gg:;ms and possible end-af-life or quality of tife not limited fo interventions to help
' : prevent significant weight loss and
| The facility failed to assist Resident #1's POA and dehydration.
. Resident #5 understand and process treatment )
options in light of their serious medical conditions. Other residents
The care plans for other residents -.\d‘
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280] Who have had significant weight loss ‘Vﬂl-\
ss=D | PARTICIPATE PLANNING CARE-REVISE CP or have a condition that puts them at
risk for significant weight loss have
The resident has the right, unless adjudged had their care p}ans reviewed and up |
incompetent or otherwise found to be dated
incapacitated under the laws of the State, to )
participate in planning care and treatment or . .
changes in care and treatment. Education/Systems Review
. The Interdisciplinary Team has been
A comprehensive care plan must be deveioped in-serviced on revising the resident’s
within 7 days after the completion of the . e ST e
comprehensive assessment; prepared by an care plfms x?rhen there d.r_c L_,hangejs n
interdisciplinary team, that includes the attending the re&denj[ s status. This status is to
ohysician, a registered nurse with responsibility include weight loss.
for the resident, and other appropriate staff in :
disciplines as determined by the resident's needs, Monitorin
and, to the extent practicable, the participation of Tho DNS £ ther asoropriate nurse
the resident, the resident's family or the resident's € or 0 PProp
. legal representative; and periodically reviewed will _ C}Udlt the care plans on
and revised by a team of qualified persons after admission, quarterly and with change
each assessment. of condition to validate that the care
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plans are an accurate reflection of the
residents needs. Results of the audits
will be forwarded to the Quality
assurance commmittee for 3 momnth to

F 280 | Continued From page 7 F 280

This REQUIREMENT is not met as evidenced

by: ) X :
Based on observation, interview and record feview fpr further  educational
review the facility failed develop plans of care to opportunities.

maintain acceptable parameters of nutritional ‘

status for 2 of 6 residents (#1, #2) reviewed for , Responsibility

care from a census of 77. This resulted in . . .
significant weight loss and dehydration for both The - Director of Nursing will be
residents. responsible  for  the  ongoing
, , - compliance

Findings inciude:

RESIDENT #1:

Record review found that Resident #1 was
admitted to the faciiity @12 with medically
disabling conditions related to <M.
injury. The resident's condition was not dSE—_—5.
Health care decisions were made by his
power-of-attorney (POA).

Resident #1's minimum data set (MDS)
assessment dated 10/10/13 identified the resident
was not able to participate in cognitive testing and
had rejection of care behavior 4-6 days of the
past seven days.

Medica! records documented that twice in 8
months 413 and 4E/13) Resident #1 was
hospitalized with critically high Gl levels (166
& 162, normal range 135-145) indicating L7
dehydration. A feeding tube was inserted on both e .
occasions. Medical records documented -
Resident #1 was unable to drink enough free % 3
water {¢ maintain hydration without a feeding T
fube. 7?«,
(f

Nufrition and progress notes from April to
November 2013 documented Resident #1's POA
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directed that Resident #1 was not to receive
nutrition through his feeding tube as she thought

. Resident #1 was overweight and weight loss was
desirable. Progress neotes documented on
© 8/26/13 Resident #1's feeding tube came out and

was left out at the request of his POA.

During the time the PCA was directing no tube
feeding, or no feeding tube, the consultant

registered dietitian (CRD) documented concemn
for malnutrition and ongoing significant weight.

loss (up to 23% documented 9/24/13) due to the |

resident relying solely on oral intake to meet
nutrition needs. The CRD documented Resident
#1 was not able to consume adequate calories,
even when fed 1:1 by staff and using high calorie
supplements.

Resident #1's care pian updated every 2-3
months (from 1/17/13, last 11/21/13} identified the
resident had chewing problems, cognitive issLies,
swallowing probtems, required mechanically
altered diet and was consuming less than 50% of
his meal. Goals of care were io have no
unplanned significant weight loss or gain,
consume an unspecified perceniage of meais,
tolerate meal texture as ordered and consume
more than 75% of fluids provided at meals. Staff
was {o offer liquids between meals (Unspecified
amount) and is eats ess than 50% offer
substitute or supplement (unspecified amount).

i Record review found no identified ptan around
- goal of weight loss or minimum calories reguired

to ensure coniroiled gradual weight less. No
additional interventions were developed lo
address weight loss or specific measurable
interventions to mest Resident #1's nulritional
and fluid needs. The CRD identified Resident

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
C
505278 BWING 1213112013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HEALTH AND REHABILITATION OF NORTH SEATTLE 13333 GREENWOOD AVENUE NORTH
SEATTLE, WA 98133
(X4 D | SUMMARY STATEMENT OF DEFICIENCIES 5 0 PROVIDER'S PLAN OF CORRECTION (X5
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
e REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 280 Continued From page 8 F 280

FORM CMS-2567(02-00) Pravious Varsions Obsolate Fuent 1D IB3311

Facility 1D WAZ2800

i continuation sheet Page 8 of 23
RECERER

JAN 2 32013

QSHSMDSA;’;:QCS



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

PRINTED: 01/09/2014
FORM APFPROVED
OMB NO. 0838-8381

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN GF CORRECTION DENTIFICATION NUMBER:

506278

{X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A BUILDING COMPLETED

C

B WING 1213112013

NAME OF PROVIDER OR SUPPLIER

HEALTH AND REHABILITATION OF NORTH SEATTLE

STREET ADDRESS, CITY, STATE. ZIP CODE
13333 GREENWOOD AVENUE NORTH
SEATTLE, WA 98133

(R4) 1D | SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

! o] ‘ PROVIDER'S PLAN OF CORRECTION (X5)

! PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG : CROSS-REFFRENCED TC THE APFROPRIATE DATE

DEFICIENCY)

F 280 | Continued From page 9

#1's weight loss as unaveidable due to the POA
not Resident #1's medical condition "{POA)
insisted that resident receive regular textured
foods despite inadequate oral intake at meals.”
There was no identified plan to ensure Resident
#1 was ingesting adequate fluids every day.

On interview 12/19/13 at 12,45 p.m. the CRD
stated facility practice of offering 1560 cc with
meals and between meai fluids were adequate for
Resident #1's hydration. "lf he (the resident)
chooses to drink, he will mest the goal." The
CRD said she knew Resident #1 consumed less
food/fluid than was offered and the POA had
been repeatedly educated as to risks/benefits of
this. The CRD stated staff was taught to honor
resident choice to refuse care, including meals
and hydration.

On interview 12/10/13 at 5:00 p.m. Resident #1's

doctor stated Resident #1's dehydration resulted

from staff not assisting the resident to eat or drink
adequate amounts of food or fiuid.

RESIDENT #2:

Record review found Resident #2 was admitted to
| the facility @ii®/13 with medically disabling

' conditions, mild N impairment and history

' of weightiill and 8y body S.

Resident #2's admission MDS dated Wl 13
documented the resident's brief interview for
mental status was 14 {cognitively intact}. The
resident reguired limited assistance of one
person for transfers and toileting.

- Nutrition evaluation 10/25/13 documented
{ Resident #2's admission weight as 4l 1bs.

F 280
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Continued From page 10

The evaluation identified Resident #2 was below
IBW (less than 18) and a goal would be to reach
«® pounds or more. The resident was started
on nutritionally enhanced meals and meal
monitoring.

Resident #2's care plan dated 10/31/13 identified
cognitive issues and medical issues affected
nutrition. Goals of care were to have no
unplanned significant weight loss or gain,
consume 75% of meals and fiuids and tolerate
‘meal texture as ordered. Meal monitering was to
be done. If intake was less than 50%, staff was

! to offer substitute or supplement. There were no

identified parameters as to when to notify the

| doctor or nutritionist that the resident was not

eating adequate amounts of food or fluid.

Meal record monitoring from November 1-22
documented Resident #2 refused at least one
meal every day and fook in less than 1000

. cc'sfday in fluids. Weight records documented

Resident #1 dropped to @il Ibs 11/9 and de
lbs 11/15/13 (7.9 Ibs in 2 1/2 weeks). This
represents a 5.6% (significant} weight loss in this
period of time.

On SB35 a nutrition evaluation was conducted
and recognized Resident #2 was not eating
adequate amounis of food. Nutrition
supplements were ordered. The same day,
progress notes documented at around 6:30 p.m.
Resident #2 was found on the floor in the
bathroom, socaked in urine, confused and
lethargic. The doctor was present in the building
and ordered labs which showed the resident and
dehydration and was in acute Sl failure.
Resident #2's Sodium was 156 (normatf range

135-145), Creatinine was 8.45 {(normal range .7

F 280
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55=p | PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality,

This REQUIREMENT is not met as evidenced
by

Based on observation, interview and record
review, nursing services provided by the facility
failed to meet professional standards for 3 of 6
residents (#1, #3, #4) reviewed for care from a
census of 77 residents. This resulted in Resident
#1°s significant weight loss and hospitalization for
dehydration twice in 8 months, resulted in

' Resident #4's hospitalization with sepsis and

¢ bladder distention and resulied in Resident #3's

i pancreatic drain site receiving no nursing

- monitoring or care or 34 days.

;

orders and no longer see patients at
this facility. Resident #4 is no
longer at the facility. The resident’s
past primary care physician has
been notified of his lack of orders
and no longer see patients at this
facility.

Other residents

The care plans for other residents

who have had significant weight loss
or have a condition that puts them at
risk for significant weight loss have
had their care plans reviewed and up
dated.

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES 15 PROVIDER'S PLAN OF CORRECTION F )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 280 Continued From page 11 F 2800 F-281
to 1.30). Resident #2 was transported to the Cited Residents
hospital at 30:30 p.m. Resident #1 nutritional care plan has
On interview 12/10/13 at 5:12 p.m. Resident #1's bee‘n reviewed anc'l .rev}ised to reflect
doctor stated Resident #2's condition was due to their current nutritional status. The
the resident was not eating. nutritional care plans include but are
: not limited to interventions to help
On interview 12/12/13 at 10:50 a.m. Staff F stated ¢ sionificant weioht loss ana
the dietitian is notified first before the doctor so prevent Sigmilc & ; .
the diet can be changed if needed. dehydratl_on, 4
O N | Resident #3 has been assessed by | .\_f__-\ ,.
‘ On interview 12/16/13 at 145 p.m. the CRD . hlS Outpatient cljnic and their !/‘l‘”
| stated she did not recognize the rapidity of weight treatment recommendations have
loss or significance of the resident’s poor oral . \
intake. been followed. The resident’s past
primary care physician has been
: notified of his lack of treatment
F 2811 483.20(k}3)(i) SERVICES PROVIDED MEET F 281
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. Other residents with drainage tubes
F 281 Continued From page 12 F 281

| Findings inciude:

to wound care, nutrition, hydration and urinary
| care are identified in Phipps' Medical-Surgical
| Nursing: Health and lilness Perspectives, 8th
Edition, 2007,

RESIDENT #1:
According to Phipps' page 1171, nursing

in order to determine if problems exist.

admitted to the facility 4ll/12 with medically
disabling conditions related to
injury. Due to his % injury, Resident #1 was

Resident #1's power-of-attorney (POA) was his
decision maker.

Observation 12/12/13 at 12:45 ¢.m. found
Resident #1 lying in bed in his room. Afube

unresponsive to call of touch.
totally dependent on others for care,

Medical records document that on @#/13
Resident #1 was admitied to the hospital with
excessively high sodium levels indicating

: dehydration. A feeding tube was placed in the

resident's stomach in order {o give the resident
adequate free water {0 avoid dehydration,

On 8/26/13 facility records document Resident
#1's feading tube fell out and was left out.
Record review found that prior to Resident #1's

feeding tube falling out, the resident's total fluid

Professional nursing standards of practice related

~ nutritional assessment includes comparison of
the daily intake with standard recommendations

Record review found that Resident #1 was initially |

not able to converse or communicate his wishes.,

feeding machine was infusing. Resident #1 was
The resident was

|

~order

that require a dressing have been
assessed and dressing change orders
have been received.

Other residents who have their

Foley catheters removed have been

placed on alert charting to be

assessed for urinary retention.

Their primary care physician has

been notified and asked for an

to . preform  straight

catheterization to measure for

possible retention problems.

Education/Systems Review

The Interdisciplinary Team has been
re in serviced on revising the
resident’s care plans when there are
changes in status.

Appropriate nursing staff will be in-:
serviced by 01/21/14 or before their:
next shift if after 01/21/14 on the
need 1o notify a physician to get an
order for a dressing change on any
site that a resident has a current
dressing on it and the need for alert
charting to assess for wurinary
retention. The in-service includes the
need to notify the resident’s
physician to ask for an order to
preform  straight catheterization tfo
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needs were calculated as 2100-2600 cc/day
inciuding 1500 cubic centimeters (cc} water every
day through the feeding tube. There was no
nursing plan of care or trial program set up to

' ensure Resident #1 was able to ingest adequate

calories and liquid to maintain nutrition and
hydration without a feeding tube.

Meal monitoring and nutritional supplement
documentation from August - November 2013

showed Resident #1 was receiving 1200-1600 cc

1 flliid per day, far less than the calculated fluid .
| needed. Nursing staff progress notes for

| September, October and eariy November 2013

document no feeding/eating issues.

Nutrition, hydration, skin committee notes dated
9/24/13 documented Resident

#1 had inadequate oral intake at meals and had
lost 43 pounds in & months. Nutrition notes
documented the weight loss was unavoidable as
Resident #1's POA insisted on regular textured

: foods, despite the resident's inadequate oral

intake.

Medical records document on @lil#/13 Resident
#1 was hospitalized a second time with
dehydration (sodium 162, normal range 135-1435).
A feeding tube was placed again.

On interview 12/10/13 at 4:55 p.m. Resident #1's
doctor stated "Staff did not call or tell me about
(Resident #1's) lack of intake of food and fluid"
before the resident was found with a sodium of
lavel 162,

On interview on 12/16/13 at 11:10 a.m. Staff C

| stated Resident #1 was very inconsistent in
eating and sometimes would not open his mouth. |

give an order to preform straight
catheterization to  measure  for
possible retention problems or fails to
give an order for a dressing change
on any site that a resident has a
current dressing on it, the in-service
will include notifying the DNS of the
refusal for follow up with the
medical director.

Monitoring

The DNS or designee will audit the
care plans on admission, quarterly
and with change of condition to
validate that the care plans are an
accurate reflection of the resident’s
nutritional needs. The DNS or
designee will conduct audits of
residents who are newly admitted or
readmitted with drain  tubes to
ascertain if the site requires a
dressing and if so if an order has
been received for a dressing change.
The DNS or designee will conduct

audits of residents who have theiﬂ

foley catheters removed. The audit
will include alert charting for urinary
retention and orders to preform

A BUILDING
505278 B WING 12/31/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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Staff C said there should have been better
communication from the nurse's aids that
Resident #1 was not eating well. As noted, the
mea! monitor showed the resident was not taking
adequate calories or fluid.

On interview 12/19/13 at 12:45 p.m. the
consuitant registered dietician (RD) for the facility
stated staff was honoring resident cheice to
refuse care, including meals and hydration (even

| though Resident #1 could not speak or advpcale

for himself).

RESIDENT #4: :

According tc Phipps' page 993 "The adult biadder
should not be permitted to hold more that 300 to
500 ml (miliititers) at any time, since greater
amounts lead to overdistention and increased
susceptibility to infection ™

| Record raview found Resident #4 was admitted to

the facility SHIV12 with il 2nd G

disabling conditions,

Facility records document Resident#1 had a
urinary Foley catheter (hollow tube inserted
through the urethra into the bladder to drain urine,

! held in place by a fluid filled balloon}.

Progress notes staff documented on 11/26/13
Resident #4 became agitated and pulied out his
Foley catheter. The doctor ordered staff to
discontinue the catheter and menitor for urinary
output and monitar for signs and symptoms of
infection.

There was no documentation by nursing staff
after catheter remova! from 11/26/13 to 11/28/13

for possible retention problems.
The results of the audits will be

forwarded to the Quality Assurance |
further |

-y

committee to review for
educational opportunities fimes 3
months.

Responsibility

_The Director of Nursing will be |
responsible  for  the  ongoing
compliance
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i Medical records identified that on admission to

On interview 12/16/13 at 2:40 p.m. Administrative

hospitaiization. See F315 No Catheter, Prevent
i Uti, Restore Bladder.

Observation 12/16/13 at 8:15 a.m. found
| Resident #3 seated on his bed without a shirt.

i

Continued From page 15

at 11:00 am. On «/13 at 11:00 a.m. nursing
staff documented Resident #4 appeared ill and
had a temperature of 104 degrees. Resident #4
was transported to the hospital.

the hospital W/ 13 Resident #4 was septic with
urinary tract infection and required admission o
the intensive care unit. A urinary catheter was
inserted, returning 500 milliliters {mi).

Staff (AS) #1 and #2 indicated that the lack of
nursing documentation refiected that staff did not
notice any preblems with Resident #4 prior to his

RESIDENT #3:

According to Phipps' page 8, nurses are
responsible for patient management systems that
support safety, prevent infection and promote
health.

Record review found Resident #3 was admiited ©
the faciiity S8/ 13 for recovery from R
recovery from YWl infection ancuuiemNgee
(inflammation of the JEEEG—_).

The resident was alert, pleasant and conversant.
There was a foam dressing on the rasident's left
mid back area. On interview Resident #3 stated
he had a tube at that site for 3 months. It was
taken cut last week,

Record review found there was no initial order or

F 281
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direction regarding pancreatic drain site care or
dressing change over the drain site on admission
(/3. Progress notes documented @l 13
. (20 days after admission) staff left a voice mail

[ with the general surgerty clinic regarding the
pancreatic drain tube. The same day (i1 3)
staff documented that a wound docior who
rounds at the facility said "dressings not be
changed, only reinforced, Awaiting call to see
what general surgery clinic advises."

Record review found no foliow up orders or
further request for drain care directions and no
nursing evaluation of the resident's skin around
the pancreatic drain site or dressing change from
11/14/13 to 11/28/13 {14 more days).

On interview 12/10/13 at 5:00 p.m. Resident #3's
doctor stated on 11/28/13 he was asked by siaff
to address Resident #3's fiank pain. The doctor
stated when he took off Resident #3's dressing "it
looked like {the dressing) was stuck with dirt and
grime on the dressing.” The doctor said "The
nurse said no one touched it {the dressing)
because there was no order, but they didn't
request an order”

On interview 12/16/13 Staff C (10:30 am.) and
Staff A(1:30 p.m.) beth agreed that nursing staff
should have requested clarification of wound care
orders which was not dene.  See F309 Provide
Care/services For Highest Well Being.

F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309,
55=D | HIGHEST WELL BEING ]

£ach resident must receive and the facility must
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| Record review found Resident #3 was admitted 0,

provide the necessary care and services to atfain
or maintain the highest practicable physicai,
mental, and psychosocial well-being, in ‘
accordance with the comprehensive assessment
and plan of care.

placed the resident at risk for infection and poor 1_
wound healing.

Findings include:

the faciity ¥/ 13 for recovery from surgery,
recovery from @B infection and
(inflammation of the qi).

Observation 12/16/13 at ;15 a.m. found
Resident #3 seated on his bed without a shirt.
The resident was alert, pleasant and conversant.
There was a foam dressing on the resident's #il
mid back area. On interview Resident #3 stated

he had a tube at that site for 3 months, Ht was
taken out last week. ‘

Resident #3's minimum data set (MDS) |
assessment dated 11/15/13 identified the resident ‘
had no cognitive impairment, required set-up
assistance with activities of daily living and had ‘
surgical wounds, %
z

1‘

|
|

Cited Residents

Resident #3 has been assessed by a
Certified Wound Specialist and the
treatment  recommendation  has
been followed. Resident #3 has
been assessed by his outpatient

This REQUIREMENT is not met as evidenced clinic  and  their  treatment
[ by: recommendations  have  been
Based on observation, interview and record followed. = The resident’s past
7oven e ety el 0 povde necesean cae primary care physiian has been |
\?vlur?ds and drains fo(r)'lC orf SarZSidments rc—;sﬁe\?ved notified of his lack of treﬂai;ment : /‘ﬁ
for care from a census of 77 residents. This orders and no longer see patients at \/?‘"

this facility.

Other Residents

Other residents with drain tubes that
require a dressing have been assessed
and dressing change orders have been
received.

Education/System Review

Appropriate nursing staff will be m-
serviced by 01/21/14 or before their
next shift if after 01/21/14 on the
need to notify a physician to get an
order for a dressing change on any
site that a resident has a current
dressing on. If the physician fails to
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Nursing admission skin assessment identified on
admit the resident had a pancreatic drainage tube
“on the@iplower back.

Initial doctor's orders 10/25/43 included directions
for weekly skin assessment head to toe but there
was no initial order or direction regarding
pancreatic drain site care or dressing change
over the drain site.

Record review found a telephone order dated
11/14/13 to reinforce the pancreatic drain
dressing. There was nc direction regarding drain
site care.

Progress notes decument no evaluation of the
resident's skin around the pancreatic drain site or
dressing change from 10/25/13 to 11/28/13 (34
days). On 11/28/13 orders were received {0
cleanse the drain insertion site with normal saline,
apply calcium alginate and cover with a non-stick
dressing twice daily.

On 11/28/13 Staff C documented an ulceration
was found around the pancreatic tube due to
 frequent friction with fragile skin. On providing
i care fo the site (per doctor's orders) Stafi C
documented Resident #3 reperted soothing
effects of skin treatment for the ulcerated area.

On interview 12/10/13 at 5:00 p.m. Resident #3's
doctor siated on 11/28/13 he was asked by staff
to address Resident #3's flank pain. The doctor
stated the dressing looked iike it had not been
changead "The nurse said no one touched it
because there was no order, but they didn't
request an order. There was no assessment,
they just requestad pain medication.”

on any site that a resident has a
currently a dressing on it. the in-
service will include notifying the

DNS of the refusal for follow up with

the medical director.

Monitoring
The Director of Nursing will conduct
audits of residents who are newly

admitted or readmitted with drain .

tubes to ascertain if the site requires a
dressing and if so if an order has
been received for a dressing with
dressing change orders. The results
of the audits will be forwarded to the
Quality Assurance committee to
review for further educational
opportunities times 3 months.

Responsibility
The Director of Nursing will be

responsible  for  the  ongoing,

compliance
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Cn interview 12/16/13 at 10:30 a.m. Staff C
stated that orders for dressing change and
pancreatic drain care were not written on
admission and nursing staff did not pursue getting
: orders for care. "It was wrong." According to Staff
: C, both nursing staff and resident care managers
have too much to do to follow through at fimes.

On interview 12/16/13 at 1:30 p.m. Staff A
(resident care manager) stated communication
lines were dropped in this particular case, "l
failed to follow up and ensure it (obtaining orders
for care) was done. 1t was a perfect storm of
communication and responsibitity.”

F 315 483.25(d) NO CATHETER, PREVENT UTH, F 316
$5=D | RESTORE BLADDER

Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheierized unless the

| resident's clinical condition demonstrates that
catheterization was necessary, and a resident
who is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much nermal biadder
function as possible.

This REQUIREMENT is not met as evidenced
by

Based on observation, interview and record
review the facility failed {0 ensure approgpriate
monitoring and care after rermoval of an
ingwelling urinary catheter for 1 of 3 residents
(#4) reviewed for catheter removal from a sample

{

E
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of 10 residents with indwelling urinary catheiers.
This may have coniributed to the resident's
hospitalization with acute sepsis (total body
infection) and overdistended bladder.

Findings include:

Record review found Resident #4 was admitted fo
the facility @ill/12 with medically and cognitively
disabling conditions. The resident spoke oniy a
few words of English, as his native language was

" from another country.

Resident #4's minimum daia set (MDS)
assessment dated 11/21/13 identified Resident

#4's brief interview for mental status {BIMS) score

was 3, indicating severe cognitive impairment.
The resident was able to independently walk
around. According to the MDS, Resident #4 had
a Foley catheter (holtow tube inserted through the
urethra into the bladder to drain urine, held in
place by & fluid filled balloon) .

Resident #4's care pian dated 11/4/13 identified

| the resident required Foley care every shift. Staff

was to assess elimination patiern. There was no
ather specific information refated to how staff
should menitor urinary output if the catheter was

i discontinued.

Facility policy identified staff should initiate
toileting/retraining assessment protocol as
appropriate on removal of a Foley catheter. Alert
charting policy identified staff was to chart
resident condition every shift for identified areas
£0 monitor.

According to medical records, Resident #4 was
hospitalized from 813 to /13, While

Resident #4 is no longer at the
facility. The resident’s past primary
care physician has been notified of
his lack of orders and no longer
sees patients at this facility.

Other Residents

Other residents who have their
~ Foley catheters removed have been
placed on alert charting to be
assessed for urinary retention. ﬁ
. Their primary care physician has ’Fk\
been notified and asked for an 17
order to  preform  straight |
catheterization fo measure for
possible retention problems.

Education/System Review

Appropriate nursing staff will be in-
serviced by 01/21/14 or before their
next shift if after 01/21/14 on the
need for alert charting to assess for
urinary retention. The in-service will
include the need to notify the
resident’s physician to ask for an
order to preform straight
catheterization to measure for
possible retention problems. If the
physician fails to give an order to
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hospitalized, a Foley catheter was inserted for
urinary retention. The hospital discharge
summary documented Resident #4 would likely
need the Foley catheter for a week. :

Progress notes and doctor's orders documented
that on 11/7/13 Resident #4's Foley catheter was
removed bui was reinserted on 11/8/13 when
staff noted the resident had an urge to go to the
bathroom but there was no urine output.

Progress notes staff documented on 11/26/13
Resident #4's Foley catheter was discontinued |
when the resident became agitated and puiled it |
out. The doctor ordered staff to discontinue the
catheter and monitor for urinary output and
monitor for signs and symptoms of infection. The
24 hour report (alert monitering) directed nursing
staff to monitor Resident #4 for urinary refention
and signs and symptoms of infection from
11/28/13 to 11/29/13.

There was no documentation nursing staff
evaluated Resident #4 1o determine if normal
bladder function had returned on 11/256/13,
112713 or 11/2B/113,

On 11/28/13 staff documented at 11:00 am. the

' resident was shaking, had a temperature of 104
degrees, and was unable to take oral YR
The record documented that family requested the
rasident be taken {o the hospital, Staff calied an

L ambulance for transport,

| Medical records identified that on admission to
| the hospital #lB/13 Resident #4 had unstable
| biood pressure and pulse and was septic with

- urinary tract infection.  The resident required

| admission to the intensive care unit for

| Responsibility

. compliance
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} _ preform straight catheterization to
F 3151 Continued From page 21 F 318 for retenfion

measure possible
problems the DNS is to be notified of
the refusal for follow up with the
medical director.

Monitoring

The Director of Nursing will
conduct audits of residents who
have their foley catheters removed.
The audit will include alert charting
for urinary retention and orders to
preform straight catheterization to
measure for possible retention !
problems.
The results of the audits will be
forwarded to the Quality Assurance
committee to review for further
educational opporfunities times 3
months.

The Director of Nursing will be
responsible  for  the  ongoing
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stabilization of his critical condition. A scan
performed in the emergency room showed

' marked distention of the bladder. A urinary = ,
catheter was inserted, returning 500 milliliters
{ml}, Nermally a full biadder contains 300-500 mt.

On interview 12/10/13 &t 9:10 a.m. Resident #4's
family member (FM} reported he arrived for a visit |
on the morning of 11/28/13 and found Resident

#4 unable to speak, not moving, and clenching

his fists. The FM said no one couid answer how
jong the resident had been that way. o

On interview 12/16/13 at 2.40 p.m. Administrative
Statf (AS) #1 stated that there was no
documentation regarding Resident #4's bladder
function after removal of the Foley catheter on

| 11/26/13 because staff aniy chart by exception.
This means that staff only chart if there are
problems.

On interview 12/16/13 AS #2 stated Resident #4
usually took himself to the bathroom. According

| to AS #2 staff should and would have monitored

' the resident's bladder and level of agitation after
Cremoval of the Foley catheter, The AS did not
know why there was no documentation to support
that this was done.

On 12/18/13 at 5:08 p.m. the facility faxed laie
eniry progress notes to the depariment from two
siaff (G and F) who documented that they did
assess Resident #4 and provide care 11/27/13
and 11/28/13 and ne urinary or bladder problems
were noted.
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