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F 000 | INITIAL COMMENTS F 000

This report is the result of an upannounced
Quality Indicator Survey conducted at Anderson
House Skilled Nursing Facility on 4/25/13,
4/26/13, 4/29/12, 04/30/13, 05/1/13, 5/2/13, and
5/3/13. A sample of 30 residents, including 8
closed records, was selected from a census of 26
residents.

Survey team members included:

Nmlimninomdemiss, MN, RN
Cunsmmbimiony MSW .
Rivinskidieniissney MS, RD

The survey team is from:;

Department of Social and Health Services
Aging and Long Term Support Administration
Residential Care Services, District 2, Unit C
20425 72nd Avenue South, Suite 400

Kent, Washington 98032-2388

Telephone: (253) 234-8000 A
Fax: (253) 395-5070 "€

LN Lord 5420 > “ta),

Residential Care Services Date

LABORATO| ECTOR'S OR PROVIDER/SUPPLIER REPRE/S?/TA“VE'S SIGNATURE ) TITLE {X8) DATE
W/%@s /d B\%\Zlﬂfhmﬁﬁé\/ L~20 /D

A‘nmﬁclency stafgmenl ending with an asterisk (*) denotes a deficiency which the Institution fnay be excused from correcting providing it is determined that
other safeguards provide sufficient protection {o the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foliowing the date these documents are made available to the facltity. !f deficiencies are cited, an approved plan of correction Is requisite to continued

program participation.
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| The facility must develop and implement written
| policies and procedures that prohibit !
. mistreatment, neglect, and abuse of residents
- and misappropriation of resident property. o

|

\

i This RE"?UIREMFNT is not met as evidenced

1 by

’ Based cn observatlon interview and record

| review, the facility failed to implement policies and |
. procedures that prohibit the neglect and abuse of |

' residents when staff failed to report allegations
and/or failed to complete thorough investigations

‘ for Residents #47, #16, #3, #18, and #78, five of

i 9 sample residents for whom incidents of ‘
| potential abuse/neglect were reviewed. Failure to -
' ensure aliegations of abuse were reported and |
- thorough investigations completed did not ensure |
' abuse or neglect was ruled out and placed all !
| residents at risk for harm. ‘

| Findings include:

‘ RESIDENT #47:

Resident #47 was admitted in Gimmsi®2011 with

| care needs related to caslinnineliguanes |
- According to his most recent Minimum Data Set |
(MDS) assessment dated 4/1/13, he had minimal ;

|mpa|rm\«nt of his Mand was
' dependent on staff to provide most of his care.

| According to an incident investigation, on 1/6/13,

. Resident #47 told a nurse (Staff Q) he had
sus‘amed a bruise on the back of his uiginsiusmsh
Staff Q dud not document any information about

Resident 16 and 78 no longer reside
in the facility. Any future reports or
allegations of abuse/neglect for
residents 3,18, and 47 will be
thoroughly completed and the
appropriate notifications will be

! made. Staff N and R will be

: retrained on the facility P & P for

reporting abuse/neglect and the
descriptions of abuse/neglect. Staff
B, C, P and Q are no longer
employed at the facility

i 2. All residents are at risk and will have

| a thorough investigated completed

! " {o rule out abuse/neglect and

: aliegations of or suspected

i ‘abuse/nmeglect will be appropriately
reported.

3. The facility P & P for investigating
and reporting allegations of
abuse/neglect was reviewed. Staff N
and P will be retrained on the P & P.

4. Administrator or designee will
ensure compliance by reviewing all

] investigations. Findings if any will be

1 reviewed and evaluated as part of

the facility on going QA/CQI

program.
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‘ the a conversation with Resident #47 about a
: her an unidentified person "came in to do

f to the floor".

' (Staff R) a"...man came in to his room and

allegation of abuse.

report the allegation. Review of the facility's

with staff who provided care for Resident #47
" before the bruise was reported/discovered on

medication UEINEER).

was out of bed, or had a shower prior to the

' the resident's bruised hand that shift. Four days
. later, on 1/10/13, Staff Q documented information
about the resident having bruises on both hands.
~On 1/8/13, another nurse (Staff P) documented

| bruised area on the back of his wigt hand which
measured 10 centimeters (cm) by 11 cm. He told

1 something | didn't want him to, so | knocked him

On 1/10/13, Resident #47 told a nursing aSS|stant

None of the staff who documented interactions
with Resident #47 contacted the State hotline to

investigation found no documented interviews

1/6/13. On 1/11/13, Staff B (Director of Nursing)
concluded "do not believe someone attacked the
resident”, and he believed the bleeding was due

to bumping his hand and use of an w |

“On 5/1/13 at 10:05 am, Staff B was interviewed
- about the facility's investigation of this incident.
| He was asked if the resident had blood drawn,

| grabbed hlm" when explaining how his right hand
was bruised and swollen. He described a similar

- encounter to another nurse (Staff C) on 1/10/13
~and to Staff B on 1/11/13. Despite his allegation

| that the bruise on his hand was caused by being
grabbed by an unidentified male, the facility did’
not recognize the resident's statements as an

'
b
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each of these activities. When asked if there
were staff on duty who matched the resident's
description, he also said there were no staff,
volunteers or students who matched the

. description. When asked which staff were
interviewed about their contacts with Resident
#47, he said one day shift NA was, but no other
staff members were interviewed.

When interviewed about the lack of reporting to

had reported this allegation to the State hotline,
he replied he had not. When asked why the
incident was not reported, he said "Because |

‘ when allegations of abuse were to be reported,
' he acknowledged they were to be reported
' immediately to the State hotline. In concluding

| On 5/1/13 at 2:00 p.m., during an interview with
- was asked if she reviewed completed
- of the investigation regarding Resident #47's
bruised hands and the lack of a thorough

" investigation were reviewed. While the resident

| staff member, the investigation had not

the State hotline by himself or other staff, Staff B
was asked if Resident #47's statements would be
considered an allegation of abuse? He replied "I
guess it could be." When Staff B was asked if he

5 didn't think that's what happened". When asked

| investigation for thoroughness. Staff A said she
' did "look at them and sign them". The elements

“had consistently told of being grabbed by a male

interviewed caregivers who had worked with the

' the interview, the failure by multiple staff (Staff B,
' C, P, Q and R) to recognize the aliegation as one !
. of abuse, or to report it immediately, as required
‘ by Federal and State regulations was discussed.

 Staff B and the facility Administrator (Staff A), she |

|
\
|
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discovery of the bruises. Staff B replied No to ‘
|

i
|

|
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resident prior to the discovery of the bruise.

Failure by facility staff to whom the bruises were

initially reported to initiate an investigation did not

ensure relevant facts were obtained in a timely

i way. Failure by subsequent staff to recognize

and repcrt the resident's allegation of abuse to .

the State hotline was also discussed. Failure by | ‘

staff completing the investigation to document ‘

interviews with staff also did not ensure the @ :
I
i
|

investigation was thorough. Staff A
| acknowledged she had not noticed these |
. omissions when she reviewed the investigation.

| RESIDENT #16: ‘ ‘ ;
- Resident #16 was admitted to the facility on ! L i
w12, with multiple diagnoses including | ‘ |
smsmenie The most recent annual assessment !
indicated the needed extensive assistant from | ‘ |
staff for transfers, bed mobility and locomotion in : |
: the facility. |
The care plan noted the resident was at risk for | |
falls and identified interventions in place to ; ;
' minimize the risk of falls and injury including use | |
of a personal alarm to alert staff when the ‘ ‘
resudent was attempting to self transfer. Two of 4 -
faII mvestlgatlons reviewed for Resndent #16
| Iacked thoroughness. j f

i FaII investigation dated 12/19/13 documented a
i housekeeper alerted the nursing staff the resident
- was on the floor. A statement on the |nvest|gat|on | ;
' noted the resident attempts to seif-transfer to use | 5
' the bathroom, but there was no information about |
\ the alarm and or its location or information to

' identify when the resident was last assisted with

the bathroom, the location of the alarm, or what

\
i
l
i

;
| K
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steps could be taken to prevent additional falls.

| resident slipped from his wheeichair while in his
i room. There was no information about the alarm

. and why the intervention as care planned was not i
.in place. The investigation log noted that training -
: with staff was completed. The investigation ’
indicated the staff was instructed to assure the

' seat and cushion were dry. Lack of following the |
| care plan directive for the placement of the alarm .
, was not mentioned.
|

| Not ensuring the care plan interventions were in |
: place at the time of the falls left the facility staff |
- without sufficient information to rule out neglect,

. and left them without adequate information to |
| assess the effectiveness of current interventions.
|

. RESIDENT #3: i
- Resident #3 was admitted to the facility on @13, .
- with multiple diagnoses including ussegm#® and
. copmmism The Initial MDS assessment

[ documented the resident needed extensive

| assistance with transfers, bed mobility and

' locomotion.

1
Fall investigation dated 3/7/13 documented the i
|

i During review of the clinical record, a progress
i note entry dated 4/16/13 at 4:29 a.m. noted the

‘ resident was found on floor on right side of bed at
' 3:08 a.m. When asked about the fall incident |
‘ Staff B reported he was not able to locate an j
" incident report associated with the unwitnessed !
_fall. in addition, the accident/incident reporting

. log did not identify the fall.

l On 5/2/2013 at 2:00 p.m. Staff B reported he was

-; unable to locate an incident report associated
|
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| with fall. He indicated the staff that discovered
the resident on the floor should have initiated the
report to assess the circumstances surrounding

' the fall but they did not.

RESIDENT #18:

Resident #18 was admitted to the facility on
ity 13 with multipie easiamiiy dsining
esasilieam affecting his mobility and cognition.
The initial MDS dated 2/21/13 documented the
resident required extensive 2 person assist with
bed mobility and toileting. Resident #18's care
plan identified the resident was at risk for falls
and the resident needed a response to all

| requests for assistance within a reasonable

' amount of time.

Observation and interview 4/26/13 at 8:30 a.m.
found resident #18 seated in bed wearing a
hospital gown. The resident did not know how
long he had been there, or where he was from
-and did not know how to call for help. The

| resident started singing and talking about the
casino.

- Review of an incident report (IR) dated 3/29/13 at '

| 5:07 a.m. documented Resident #18 called for

“help. The IR documented the resident was found
i sitting on his bottom, slid having slid off of the air .

- mattress on the bed. The IR documented
Resident #18 said "l want to use the urinal and
slide out of bed.”

Facility investigation documented there was an

I interview with staff who worked at night but did

urinal and usually does not ask for anything at

i
\

not identify the staff name. The unidentified staff |
person réported Resident #18 does not call for a
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‘ 'night. The IR documented "will monitor” but did

‘ not identify what would be monitored. There were
\ no named witnesses or staff on duty. There was
- no documentation or timeline of when the

; resident was last toileted or when last seen. i
' There was no evaluation if the care plan was

‘j foliowed.

| This information was reviewed with Staff Aon
' 5/2/13 at 5:00 p.m. No additional information to
 refute the finding of failed practice was provided.

: RESIDENT #78:
' Resident #78 was admitted to the facmty“12
 withussinipminsingmeatiians resulting in
; difficulty walking and muscle weakness. The ‘
| Quarterly MDS dated 4/6/13 identified the :
 resident needed extensive 1 person assistance
- with bed mobility, transfers, toileting and personal i
' hygiene. Resident #78's care plan identified staff
was to assist with care and hygiene including
. toileting every 4 hours if awake at night.

. On interview 4/30/13 at 9:30 a.m. Staff N stated
- she-had just resumed care of Resident #78 the
' previous day after changing from a previous ‘
' assignment. Staff N stated Resident #78 told her
- he just feels treated rudely and does not get help
| at night. This is told to her by Resident #78
| - whenever she works with him (today, yesterday,
before that a month). Staff N stated that she |
i encouraged the resident to report his concerns to |
| Staff B, but she herself did not report the
; resident's concerns. Staff N could not say why
she did not report.

‘ At 10:00 a.m. on 4/30/13 Staff N reviewed
Resident #78's comments with Administrative

i
!
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| Staff Aand B. Staff Atold Staff N that Resident
#78's comments were allegations of verbal abuse
- and possible refusal to give care.

| Facility abuse reporting policy stated all
| allegations of abuse will be reported and
' investigated, with alleged perpetrator suspended
| pending conclusion of investigation. During the
"1 4/30/13 discussion Staff A stated that abuse
' training was just done with staff within the last 3
| months regarding alerting staff how to respond to .

| and report allegations of abuse.
‘ .

ss=D ASSESSMENTS

\ The facility must conduct initially and periodically
i a comprehensive, accurate, standardized

' reproducible assessment of each resident's
 functional capacity.

| Afacility must make a comprehensive :
} assessment of a resident's needs, using the ;
! resident assessment instrument (RAI) specified
| by the State. The assessment mustinclude at
‘ least the following: .
' Identification and demographic information;

. Customary routine;

- Cognitive patterns;

- Communication;

[Vision;

Mood and behavior patterns;

- Psychosocial well-being;

| Physical functioning and structural problems;
Continence;
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I
Disease diagnosis and health conditions; ! 1 ,1
Dental and nutritional status; : | R
| 1 i v L
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. Residents #43, #16, #146, #143, and #35, five of .

Special treatments and procedures;

Discharge potential;

Documentation of summary information regardmg
the additional assessment performed on the care |

. areas triggered by the completion of the Minimum |
Data Set (MDS); and

Documentation of pammpatlon in assessment. i

This REQUIREMENT is not met as evidenced
by: ’ |
Based on observation, interview and record
review, the facility failed to accurately assess |
30 sample residents. Failure to accurately assess |
weight loss, hydration, skin condition, and pain
placed these residents at risk for unidentified
and/or unmet needs.

Findings include:

RESIDENT #43:

This reS|dent was admifted on @13 after a
Review of her medical record

revealed she had multiple cissiNTUU ‘

Review of weights documented by the facility “

: revealed during a 10 day period between 11/8/12
~and 11/18/12, she lost 18 pounds, dropping from
- 180.5 pounds to 162.5 pounds.
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Activity pursuit; !
Medications; 1. Residents 16,35,43, and 143 No S7LY/3

needs

i 3. Staff responsible for the admission

! comprehensive assessments was
in serviced

4. DNS or designee will ensure
compliance by random audit of new |
admissions. Findings if any will be ]
reviewed and evaluated as part of
the facility on going QA/CQI process !

longer reside in the facility. Resident
i 146 has had a modification of the
admission assessment.

\ 2. All residents comprehensive

: assessments will be reviewed for

‘ accuracy in order to minimize the
risk of unidentified and/or unmet

l
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. Facility records show on @lllF12 Resident #43
. was hospitalized again. When readmitted on
-12 information from the hospital revealed
she was admitted for "GN Or emniliiw—.
due to 2n ssasas and eRAYIEEEE—= {rOM
‘ -M“ According to a
| physician's note dated 11/28/12, Resident#43 é
also had a history of "esu—————————R". | |

Review of progress notes after the resident's
«we®/12 admission found multiple entries by
' nursing staff about her poor nutritional intake,
including 12/9/12 "eating poorly, but taking fiuids *
well" and 12/15/12 "Poor appetite, taking fluids
v‘ weII"

Rewew cof the 12/6/12 Minimum Data Set (MDS)
- assessment completed after her unnsnianing ; ,
| found the facility had not identified or addressed | i
' the 18 pound weight loss sustained by Resident |
|  #43. Review of the chart since November 1, ‘
' 2012 found no assessment by the Registered | !
, . Dietitian regarding her weight loss or other f :
- nutritiona! risk factors/interventions. |
| |
| On 4/30/13 at 1:35 p.m., during an interview with |
" the DNS, Staff B, he was asked lo provide any
“information in Resident #43's record regarding
“assessment of her nutritional status/ weight loss.
- After reviewing the chart and computer files, he
' said" | don't see anything”. While this resident
| was facing the ummillillln the issue of potential
' nutritional needs was not addressed after her

‘—"by the facility.

RESIDENT #16:
\ Resident #16 was admitted to the facility on | ‘; 7
@B 2 with multiple diagnoses including | '; e

i . S ey "

‘\ i g -
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' gumusmip. The assessment noted the resident
needed extensive assistance the transfers,
mobility, and toileting. The most recent MDS,
dated 4/13 reported no falls had occurred since
the last quarterly MDS assessment.

On review the facility accident incident reporting
 log noted Resident #16 experienced four falls

| between 1/11/13 and 4/13/13, or the quarterly

. assessment period. The annual assessment of
: 4/13/13 did not accurately identify the resident's
fall history. This may have contributed to
unidentified and unmet care needs.

RESIDENT #146:

Resident #146 was admitted to the facility of

| @i®13 with multiple medical diagnoses. The
facilities initial nursing assessment, dated
4/21/2013, noted the resident had no skin issues. |
| During the staff interview on 4/26/13 at 10:30 |
- a.m., Staff G reported the resident had pressure
I ulcers on the esswymmthat were present on

~admission.

| Review of the clinical record found a physician
“order for wound treatment was implemented on
4/23/13 and an alternating air pressure mattress
was placed on the bed. The physician's note
associated with the visit stated the resident had
"two dime sized" sacral ulcers. Although the i
facility policy directed staff to implemented skin |
monitoring sheets, none were found. The only ‘
description of the sacral wounds was found in a

| progress note, dated 4/23/13. The was no ‘
' documentation of Resident #146's skin

. assessment on admission.

‘ On interview 4/26/13 at 10:00 am, the resident :

i I

F272

S
e

2 i

N
Lo
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ulcers developed in the hospital, prior to

t admission.

!

' Not ensuring the admission assessment
accurately identified the resident skin condition

may have contributed to the progression of the

' wounds and a delay in implementing an i

| appropriate treatment plan. :

 RESIDENT #143; |

! Resident #143 was admitted to the facility on i

1 Y 13 with multiple diagnoses. The initial |

I assessment documented the resident needed 1

. extensive assistance from 2 staff with transfers |

' and toileting, and moderate assistance from the

staff with other activities of daily living. The

" assessment indicated the resident had some mild

- cognitive impairments. ‘

|
Review of the resident's initial nursing |
assessment, dated 4/18/13, found the resident
reported she experienced pain. The resident
reported it "Hurts all over” and then stated it is
"mostly my legs.” She described the pain as
severe and stated she experienced pain "all the
time." When asked how long the pain lasted she
reported until the medication starts working. The
resident also reported that pain affected

| participation in activities, mobility, sleep, mood

| and the ability to socialize. The initial assessment
f indicated the resident had a narcotic and over the !
- counter pain medications that were administered

‘ as needed.

i Review of the resident's initial MDS dated 4/25/13
' noted the resident assessment did not trigger :
' pain and no additional assessment could be

i
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who was alert and oriented reported the sacral | :

>

\
5

AU

\
i
I
|
i

.
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j located in the clinical record. The assessment

' noted the resident had medications administered
as needed and experienced occasional pain and
documented details in assessment note resident
_complained of occasional pain and the

| assessment indicated the resident pain had no

- impact on the resident activities of daily living.

1 Not accurately identifying the resident pain issues
- contributed to the lack of assessment of the
. factors contributing to pain and implementing
' interventions to manage pain. The only mention
- on the care plan of pain on the care plan was
: placed under the care plan to prevent pressure
- sores. This portlon of the care plan stated "treat
' pain as ordered prior to treatment/turning etc. to
I ensure my comfort." There was no evidence any
‘ | additional assessment to determine what factors
1 were contributing to pain, this left the facility 1
« without adequate information to develop an t
, effective care pian. |
|
|

RESIDENT #35:

‘Resident #35 was admitted to the facility on ‘
Q13 with multiple diagnosis including |
~and* Review initial

- nursing assessment located in the closed clinical
| record documented staff observed skin "tenting”, |
' which can be a symptom of dehydration. |

L The initial assessment dated 1/17/13 identified |
‘ the potential concern and noted that care plan }
| interventions to address the concern would be

| implemented. Review of the care plan found the |
“only intervention associated with fluid intake was ‘
' documernited under the resident's nutritional

- support "offer two glasses of fluids each shift in

' addition to fluids served with meals."” The only
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} breakdown. The care plan stated " have the
| potential for pressure ulcer development r/t
| (related to) at risk for dehydration ...

Revrew of the Care Area Assessment completed
i Lin conjunction with the assessment stated the
. nurses would complete an assessment of the ,
| ' resident hydration status every shift and indicated
' staff were monitor Intake and Output of fluids to
. ensure the resident consumed adequate fluid
|intake. The assessment completed by the |
. Registered Dietician dated 01/23/13, indicated the |
! resident needed to consume 2000 cc's of fluida
' day.
|
| On 5/3/2013 at 10:00 am, Staff B was asked
J about the status of the resident fluid intake. He
explamed that the electronic record created by
| the nursing assistants required them to document
\ a resident fluid intake every shift. Review of the
fluid intake monitor found during the week of !
1/19/13 - 1/25/13 the average intake noted by the !
Nursing Assistants was 1046cc of fluids per day.
A calculation of the average intake the last week
of the resident stay, as documented by the
nursing assistants revealed an daily average
- intake of 871 cc's of fluid per day.

- When asked about the documentation of the
- resident fluid intake Staff B commented "that i
| can't be accurate." He explained the nurses also
‘ gave fluids when passing medications but fluids
- given by the nurses were not documented and
not included in the intake monitor.
g Not ensuring the assessment accurately
]
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other mention of dehydration was noted in the
‘ section addressing the potential for skin
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assessment.

by:

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

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

This REQUIREMENT is not met as evidenced

Based on observation, interview, and record
: review, the facility failed to develop and/or revise
comprehensive care plans for Residents #137,

#43, #105, #35 and #143, five of 30 sample

residents. Failure to establish care pians that
accurately reflected assessed care needs related |
| to catheter use, nutrition, discharge planning and

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
1 §483.10, including the right to refuse treatment
under §483.10(b)(4).

i

\

|
|
i
\

no longer reside in the facility. No
findings were found for resident 143
in the report.

The care plans for all residents will
be reviewed for accuracy

The process for developing the
comprehensive plan of care was
reviewed and revised as needed.
Staff responsible for the
development of the care plan were
in serviced .

DNS or designee will ensure
compliance by random audit of all
care plans. Findings if any will be
reviewed and evaluated as part of
the facility on going QA/CQI process
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assessing the resident's hydration status f
increased the risk of dehydration. ‘
: | F279
F 279 ;183 20(d), 483.20(k)(1) DEVELOP | F 279 i Ca i
.20(d), 20(k)(1) ] | i The care plan for resident 137 was
ss=g | COMPREHENSIVE CARE PLANS ' | revised. Residents 35, 43, and “105
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- pain management placed residents at risk for

F 279 | Continued From page 16 - F279
i |
’ receiving less than adequate care. |

! Findings include:

. RESIDENT # 137: 1 |
| Resident #137 was admitted on @lll¥13 with care | i

needs related to a recent piwissismstm and 3
. penase®y. On 4/25/13 at 02:20 p.m.,
| during an interview with an RN, Staff G) she
stated the catheter was .necessary due to urinary
retention. Her initial Minimum Data Set (MDS) 1
assessment, dated 3/21/13, dic not identify the
use of a Foley catheter by this resident.

‘ - Facility records document on 3/25/13, nursing

" staff documented Resident #137 had difficulty

| eminniing and needed to be euvUIEwR Review
of the resident's care plan, dated 3/22/13, found
no problem, goals or interventions to address the |

| need for a YIRS ‘ ;
On 4/30/13 at 1:57 p.m., during inferview with
Staff B (Director of Nursing), recent progress
notes were reviewed to confirm ongoing use of |
the eatibades for Resident #47. When askedto |
review her care plan for goals related to qmtwtes
: use, he ‘acknowledged the information was not ‘
“included in her current care plan. He said it was f
. his expectation that staff revise the care plan )
. when there was a change in the resident's care.

 RESIDENT #43: :

 This resident was admiited on &SW@812 with care .

] needs related to multiple GNP and

. iR . A physician's note dated 11/28/12, ! :
| identified the resident she had a history of drug | }
1 resistant exiss®em® and "severe malnutrition”. ‘

| | |
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. Review of Resident #43's record found she lost
18 pounds in a ten day period between 11/8/12
and 11/18/12, from 180.5 pounds to 162.5
pounds on 11/18/12, when she was sent to the
hospital.

Review of her care plan prior to hospitalization

' nutritional risk factors in her care plan. When
reviewed, the care plan, dated 10/30/12, did not

, interventions to address this resident's weight
' loss and nutritional needs, except for basic
| interventions at meals.

1
1

 RES!DENT #105:
‘ This resident was admitted on @2 after

 hospitalization for a fall with a_

' resided in Assisted Living. Her diagnoses

' Review of her initial Social Service assessment
" and her initial Minimum Data Set (MDS)
assessment dated 11/11/12 both identified the
resident's goal was to return to danmisimsisnig
After a care conference in February 2013, staff
documented the resident's discharge plans had
changed. She would remain in the nursing care

her discharge planning needs.

' On 5/3/13 at 10:10 a.m., the Administrator (Staff

- remain in the NH instead of being discharged to

_ofm At the time of her injury, she .

i and after her sensuivmioss® on &N 12, found the °
' facility had not addressed the weight loss or other

- contain individualized problems, goals or specific

L included epinwatamms 2nd CEREESEITTINNS .

center. Review of the resident's current care plan |
found no goals or interventions which addressed |

| A) was interviewed about Resident #105's plan to |
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Assisted Living. Her current care plan, dated i
. 2/5/13 was reviewed, and the absence of any

care plan goals or interventions related to
 discharge planning since the resident's admission
" in November 2012 was acknowledged.

. RESIDENT #35: i
- Resident #35 was admitted to the facility on l
S 13 with multiple diagnosis including ‘
enum—" ond Gy Review of the

closed clinical record found the initial nursing i
assessment dated 1/10/13 documented staff
observed skin "tenting", which can be a symptom
of dehydration.

|
|
- The initial assessment identified a care planto !
| address the risk of dehyration would be written.
' Review of the care plan found the following
. statement in the section of the care plan that : |
' addressed pressure ulcers. "I have the potential ‘
for pressure ulcer development r/t (refated to) at
. risk for dehydration..." The only intervention to
‘ address the resident's hydration status stated
"offer two glasses of fluids each shift in addition

t to fluids served with meals." j ; ;

' The care plan did not identify the issue, planned

interventions in place, or include a measurable 1
' goals or objectives or establish a timetable. Not l
ensuring the care plan identified and addressed 7 | ,
the resident needs hydration needs increased the | : g P
. risk for dehydration. ‘ S

i RESIDENT #143 u o
- Resident #143 was admitted to the facility on i :
@13 with multiple medical diagnosis including | i

| 2 eNgERARIND CUNNSITI dismaan The initial ; ;
MDS assessment dated 4/25/13 documented the : i !

I
! I
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resident needed extensive assistance with
activities of daily living (i.e. transfer, mobility,
dressing and hygiene.)

The nursing assessment completed on the day of |
admission 4/18/13 and the initial MDS 1
assessment contained conflicting information
concerning the resident pain. The assessment of
4/18, documented the resident complained

- severe pain all the time, but the MDS assessment |
' documented the resident experienced moderate |
| pain occasionally and that it had no impact on the .
' resident daily activities or sleep.

' The only directive concerning pain was identified
under the potential for pressure ulcers. The
directive stated "treat pain per orders prior to
treatment /turning etc. to ensure comfort." Review |
of the residents medication orders found the
resident had an orders for two medications that
could be administered for pain as needed. One
was an analgesic (Wlll® and the otherwas a |
narcotic pain reliever, the orders noted each of

' the medications could be given every four hours

|
|
'
|

On 4/30/13 at 9:30 am, the resident was greeted
while in her room, in bed. She commented she

' had been up "crying for four hours and unable to
sleep" during the nocturnal hours due to pain
related to foot cramps. When asked how she
would currently rate the pain on the scale from 1
to 10, she reported her pain was a 6. She
explained she had taken medications earlier that
day, but could not recali if they included pain
medication.

Review of the April Medication Administration ‘
' Records found the last dose of a pain medication
|
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| care needs.

|
|

Continued From page 20

the resident had received was administered

| during the nocturnal hours at 4:35 am. On

| 4/30/13 new orders for a routine narcotic pain
medication were implemented and the first dose
- was administered at 11:00 am on 4/30/13. Not

. ensuring care plan directives were developed that !
- identified the issue, provided direction for staff
and established goals of a pain management
; program placed the resident at risk for unmet

1 On 04/30/13 the resident's representative was

i present in the facility. When the representative

' was asked about the pain management regime

expressed frustration over the lack of discussion

! with the provider. He reported the physician had

i recently made changes with medications without

. involving him. At 3:00 pm at 4:30 pm, the spouse

 approached the surveyor and loudly stated

. Resident #143 was experiencing pain and could
not have any medication available to take until

later. Staff B overheard the family members

comments and verbally reported he would

. address the concerns expressed by the family

: concerning lack of pain management.

On 5/3/13, during a follow up interview the
Resident's Representative stated the issues
- concerning the resident pain management had
| been addressed and resolved. Not ensuring a
 care plan for pain management was developed
- left the facility staff without sufficient guidance to
. assist the resident with pain management.

F 281 '483.20(k)(3)(i) SERVICES PROVIDED MEET
ss=D . PROFESSIONAL STANDARDS

F 279

F 281
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The services provided or arranged by the facility § |
must meet professional standards of quality. i g
This REQUIREMENT is not met as evidenced Resident 95 will have weekly skin 5
by: : assessments completed with
Based cn observation, interview and record | accurate documentation written
review the facility failed to ensure nursing E Al residents are at risk for
services provided met professional standards of ! unidentified skin issues
' quality in order to track skin conditions and ! LN staff in serviced on the facility P
- prevent and identify soft tissue damage to the & P for skin assessment and
penis of 1 of 3 male sample residents (#95) with . documentation
urinary catheter. This resulted in harm to the ' DNS or designee will ensure
resident. compliance by random audit of all
skin assessments and
Dy . . documentation. Findings if any will
Findings include:- be reviewed and evaluated as part
Phipps' Medical Surgical Nursing Health and | | it anea
liness Perspectives, 8th edition (Monahan, | ;
Sands, Neighbors, Marek, Green) describes skin |
assessment technique as thorough systematic | !
inspection done in adequate lighting. Lesions are ! '
to be described and recorded in terms of shape, |
size (using metric system), location, color and i
' characteristics "unrecorded data are lost data."
! ' ’ ; . |
Facility policy on skin assessments identified that ;
each resident would have a scheduled weekly ! j
head-to-toe skin assessment by a nurse. Staff 1
are to document a - (no skin issue) or + (new or | i
old skin issue) on the Treatment Administration
Record (TAR). If a + is noted, staff will initiate a .
skin assessment in the electronic record. For ! i
Pressure Ulcer (PU) is identified on admission, | ! |
the nurse will measure and document stage, ‘ PR
color, drainage, odor, location and size every | : Ve oW
week until healed and document a + sign on the | R
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} i

| On interview 4/29/13 at 4:15 p.m. Staff A

. (administrator) stated she trained staff regarding

 use of the electronic record to document skin i
“monitoring and wound tracking after December
2012

; Medical record review fotind Resident #95 was

. esumshaaitéw® to the facility WHEN13. Resident

| #95's admission minimum data set (MDS - an

- assessment tool) dated SMIE12 identified that

' the resident had a winsamesiisst®r to drain his ‘
“r The MDS identified the resident had one |
i - Stage 1 or greater pressure ulcer. (Pressure

i ulcers are "Staged" from I-IV with Stage | being

' non-blachable redness of intact skin and Stage IV |
| ' being full thickness tisstte ioss with exposed

‘ bone, tendon, or muscle). }
|

| Initial and weekly skin assessments from

1 12/2012, 12/25/12 and/cr 1/1/13 documented

’ ' bilateral bruising on arms and legs (not measured

- or quantified); Sy pressure ulcer 4.2 x -
3 6.cm (centimeter); left elbow swelling 7.2 x 5.8 |
| cm, abdomen bruising 0.8 cm x 1.1 cm. No other
documentatlon of wound, bruise or injury :
_progress was found until March 2013 (2 months
later). |
; Treatment Administration Records (TAR) for ;
January, February, March, and April 2013
documen' monitoring new and old skin conditions
(coccyx buttocks and grom redness, skin tear left
" elbow, open area left lateral leg) with no ongoing
 measurement of wounds on skin assessments

' per facility policy and training.

1 Progress note review found an entry "2/6/13 the

F 281

|

1
!
0
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resident had few drops blood from samimdue to
pulling on the aiinsimetw®." Weekly skin i
assessments documented by nurses identified no |
further gmmimor related ewwest®y problems in
February, March or April 2013.

Observation 5/2/13 at 1:12 p.m. noted Resident
#95's auismammmingd® l0oked as if it was coming
out the side of the qmmim or from the esssiswe, not
from the end of the qmmim. Investigation found

that a 2.3 cm channel had eroded through the

~skin of the resident's wassis due to pressure from .

| the usinaayaaiimsied Even with weekly skin

' to the puengwl @me® cvery shift (not the guaiy)

" There was no observed rash or infection.

checks by nursing staff, no one reported or ‘
documented seeing or knowing of this injury until
identified by a state surveyor during skin 5
inspection. See findings under Code of Federal
Regulations (CFR) 483.25(d)(1)(2).

On observation 5/2/13 at 1:31 p.m. Staff | came
. to Resident #95's bedside and applied S
(prescrlbed aminigWR| cream) to the resident’s

- Prescription directions were to apply«lisss® cream

starting 1/28/13. Staff | did not recognize that the i
resident's skin no longer required application of
_ ealislwg® medication. No where in the progress

" notes or skin assessment was there

documentation that the original ismisssishad
healed. See findings under CFR 483.25 (m)(1).

: |
483.20(k)(3)(ii) SERVICES BY QUALIFIED i
PERSONS/PER CARE PLAN |

| The services provided or arranged by the facility \
3 must be provided by qualified persons in

F 281,

F 282

|
\
|
1
|
|
|

=i
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F 282 Continued From page 24 | F 282
accordance with each resident's written plan of !
care. 1 5
: | F282 5=%3
| This REQUIREMENT is not met as evidenced | | 1. Resident 16 no longer resides |
| by: ! : in the facility
Based on observation, interview and record 4 2. All residents with personal
' review, the facility failed to ensure care plan alarms were reviewed to k
interventions for one of four residents (#16) ensure interventions were in ?
reviewed in Stage !l who were at risk for falls. place _ .
Failure to ensure care plan interventions were l 3. Staffin serviced on following
consistently implemented left the resident at risk | ! enenons on the care
. [
for falls and injury. | 4. DNS or designee will ensure |
| . . | compliance by random audit of
Findings include: | all residents using personal ‘
. " . i : alarms. Findings if any will be |
Resident #16 was admitted to the facility on ! i reviewed and evaluated as part :
@12 with multiple diagnoses including i } of the facility on going QA/CQI |
<smssmdim. The most recent Minimum Data Set i process i
Assessment, dated 4/13 reported that no falls 1
' had occurred. The facility accident injury log |
 indicated the resident had experienced three falls :
| since the last quarterly assessment was 1 ;
' completed on 1/11/13. j ‘
| f
The care plan, dated 1/24/12, identified the ‘
resident was at risk for falls and indicated a ? :
| chair/bed alarm was used to alert staff if the | |
resident attempted to rise from his chair or bed | i
independently. An assessment and consent form, i |
dated 1/7/12, was found in the clinical record. The} !
directives for the staff noted the alarm should be E i
in place at all times. In addition the physician | q
. order noted the resident should have an alarm in ‘
 bed and wheelchair. | 5 - e
: ! | h a
' On 4/29/13 at 12:30 p.m. during the noon meal : R
| Resident #16 was in the dining room for lunch 5 S
’ &
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|  without a personal alarm in place. At 12:58 p.m.
 the Licensed Nurse, Staff H, attempted to

awaken the resident to administer medication,
however the resident would not awaken. At 1:07
p.m., the residert was observed leaning forward

in his wheelchair while attempting to pick up an
paper towel he had dropped on the floor. The
resident was observed leaning forward in his
wheelchair to the ground in front of the

wheelchair. There was no personal alarm in place |
to alert the staff the resident was leaning forward
| almost falling out of his wheelchair. !

. The resident remained in his room in his

. wheelchair without the alarm, intermittently
i ' propelling around his room and sleeping until

' 2:15 p.m., after the surveyor alerted the staff that

the resudent wanted to lay down, the staff
i transferred the resident to bed. |
‘ Review of the incident and accident reporting log :
i for the past six months (October through April) |
 revealed the resident fell in the facility seven i
i times. Four fall investigations were reviewed and
two of the investigations, dated 12/19/12 and '
- 3/7/13, did not indicated the care plan to place the ,
- alarm was followed. See Code of Federal
~Regulations (CFR) 483.13(c)(3) for citation
associated with lack of thorough investigation.

' On 5/1/13 at 3:00 p.m., during an interview, Staff |
. G (Resident Care Manager) reported the nursing
staff is responsible for ensuring the care plan

directives are being followed. When asked about |
the interventions identified in the care plan, she ‘_
stated she did not know why the alarm was not in |
place during the afternoon hours on 4/29/13. She |
stated the care plans directives should be ;

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID i PROVIDER'S PLAN OF CORRECTION
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‘ .
i Based on the resident's comprehensive

| assessment, the facility rnust ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized 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 normal bladder |
function as possible. !

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, the facility failed to provide the necessary
care and services to prevent complications
related to a urinary catheter tube in 1 of 3 male
residents reviewed for wsissmp catheters (#95). ‘
The facility failed to recognize, note and intervene |
to prevent further soft tissue injury until the injury j
was identified by department staff on 5/2/13 |
during State survey. This resulted in Resident |
' #95 having his penis flayed open 2.3 cm. causing |
disfigurement, placing the resident at risk for
infection.

- Findings include:
| .

|

w

i
|

assessments completed.
Treatment has been
revised to minimize
further erosion

The other male residents
were assessed for any
complications associated
with catheter use.

Staff were inserviced on
the complications of
indwelling catheters,
specifically the possibility
of, the identification of and
observation for erosion.
DNS or designee will
ensure compliance by
random audit of all male
residents with indwelling
catheters. Findings if any
will be reviewed and
evaluated as part of the
facility on going QA/CQI
process
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F 282 | Continued From page 26 . F282
followed. The facility failed to ensure assistive |
devices and supervision was provided to ﬂ
residents as care planned, and increased the risk | F315 S-RY-13
of residerit injury. ;
1‘ The erosion caused by
. ! the catheter for resident
F 315 483.25(d) NO CATHETER, PREVENT UTI, 1 F 315 95 has been assessed
$S=G ‘ RESTORE BLADDER ; and will have weekly
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F 315, | Continued From page 27
Medical record review found Resident #95 was

' hospitalized 12/16/12 with acute on el
- ding failure with sstessisstemes and bladder

| due to unTEwSRIOUW eemild dependent
- dipiasdem 2nd other medical conditions. The

resident was re-admitted to the facility TR8/13

left ynpinsssiem®, Wi (tube inserted into the

| uaniey to UNENIEENND directly from the Giiesm).

Facility {reatment records showed the
UERREEERP tube was discontinued 1/28/13.

Resident #95's admission Minimum Data Set

| quarterly MDS dated 3/19/13 identified that
Re3|dent #95 required an indwelling sy

| “ to Gomimgit® from the GNNRIRr. An

indwelling, or "foley" eatlimsiar is a flexible tube

' wnstimsiy keeps in in place. The end of the

emiisley s connected to a yEEENEE—.
Securing the emilssi®r to the thigh or abdomen
decreases the risk of bleeding, trauma, tissue

traction on the ealatamiisey.

. Doctor's orders dated 2/20/13 directed foley
| catheter care every shift, everyday. Resident

| the« IR With the leg band (soft velcro

} from moving around, tugging or pulling) and

. epiinsdey care every shift. Facility policy defined
“ care as cleansing, securing and

. posmonlng the eskinabeg tubing to minimize

\ infection and frauma and maximize drainage of

i

outlet chaisgetny 2nd eameis (total dasshpamistiom)

with 2 ekl his SN and a

(MDS - an assessment tool) dated GElNV12 and

inserted through the eamilssd which remains in the
i A small inflated balloon at the tip of the

#95 s current care plan directed staff to stabilize

. strap attached to one leg preventing the cutinsiss |

damage, and bladder spasms from pressure and

i

\
[
|
i

F 315
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F 315 | Continued From page 28 : F 315;
urine.

Progress notes document on 2/6/13 the resident
"had a few drops blood from SnsEE——
site, though was wearing a leg strap tubing being
pulled on... need to keep leg strap pulled up i
higher on his thigh. pt (patient) verbaiized ; ]
understanding. instructed nac (nursing assistant | |
- certified) also." No further problems with the

estismimp tubing being pulled were documented.

No adjustments were made to the care planor ;
. nursing assistant care directive. '

Review cf progress notes, treatment records and | !
skin assessments from January through April : ?
2013 found no documentation of any skin Ny
irritation, lesion or eassism of the skin around the ! \
resident's qummisn Weekly skin assessments j ;
documented by nurses identified no skin I 1
problems related to the catheter or penis in ?

' January, February, March, or April 2013.

Review of Resident #95's medical record | o |
documented evaluation by medical providers on ‘
:1/22/13, 2/7/13 and 4/25/13 but there was no

' documentation to indicate that the resident's

penis and skin had been examined and/or no

- problem was identified. No where in any i _ |
documeritation (assessment, care plan, medical | E
record, progress notes, -etc. was there any : ’ )
mention that Resident #95 had atnormal : ‘ .
anatomy or skin erosion around the quamim). | . o

\
|
I
‘
|
[

| Facility treatment records document Resident o E 7
- #95's wenammaskasinr Was changed by 4 times by f o T
' 3 different nursing staff each month since f S o
‘ | December 2012: Staff K 1/19/13 and 4/20/13; : T
Staff L 2/19/13; Staff M 3/19/13. None of the

-
<3

e
i ‘ \
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nurses identified or documented that there was
. skin erosion or problems related to the residents

. GRS OF ..

Skin inspection on 5/2/13 1:12 p.m. by
- department staff was made with Staff | (nurse) |
1 and Staff S (Nursing Assistant Certified). The
catheter tubing was observed attached to a leg
strap on the left thigh. The catheter was not taut,
but did not allow slack. The resident's penis
appeared intact at the end, and the catheter !
looked as if it was coming out the side of the
|  penis or from the scrotum, not the end of the w
| | penis. Both Staff | and S stated that they had not
| noticed there was any problem before. Resident
- #95 did not know there was any problem with his
pems or catheter. The resident declined further
interview. . i
On interview 5/2/13 at 2:30 p.m. Staff | stated
| Resident #95's umsewiinning tube had been
coming out thewsisiibof wespemi® for a long time.
"It has been like that, (I) can't remember. If new it
L will hurt.” ‘

On interview 5/2/13 at 4:40 p.m. Staff B (the
Director of Nursing) stated that he was not aware .
of a prob!em with wekinedes placement or the ;
- anatomy of Resident #1's quamis

- On interview 5/3/13 at 8:30 a.m. Staff A

- (Administrator) said Staff G had done staff

training to make sure the ealinsie® was secured

- correctly. Staff Awas unsure if any staff noticed

L any probiems with Resident #95's eutiwsisr or
” According to Staff A, when she looked on

| | 5/2/13 after notification of the swmisscondition by ‘
- department staff, there appeared to be a channel [

F 315

|
i

!

T
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(erosion) through the penis shaft along the
underside of the pamisscaused by the ey
owtmmies. Staff A said the channel was red as if it
had not had time to heal.

1 On 5/3/13 at 9:05 a.m. Staff A called Staff K at
' home. Staff K is the nurse who changed the

‘ ' not recall changing eskissier on 4/20/13 and said
. she noticed nothing abnormal about Resident

5 #95's galinsies Or -

* | On interview 5/3/13 at 9:20 a.m. Staff S stated
that she performed catheter care daily which

i warm water, rinse, and dry. Staff S stated that
' she did not notice changes in the head of
' Resident #5's gmmi® opening. Staff S said that

| when he slides to the edge of bed - it stretches

| said she thought the leg strap was used to keep
| the catheter from pulling out. Staff S had never
- heard of psmimtissue eroding due to pressure
from emimsday tubing.

inspected Resident #95's wei earlier that
morning. According to Staff A she determined

~of Resident #95's sewi®with an opening at the
base caused by auaasse from the urinary
catheter. Staff A stated if looking at the penis

' straight on, the opening at the base at 6 o'clock
| straight down (using the face of a clock as

- directional measure). Staff A said when she
looked, there was not a whole lot of play in the

| emtissdey tubing (not adequate slack). Staff A

| included washing the resident's penis with soap & |

that there was an open channel on the underside

. urinary catheter on 1/19 and 4/20/13. Staff K did |

i Resident #95 uses a leg strap for the stinmiily but |

"and if it hurts, the resident lets staff know. Staff S

On interview 5/3/13 at 11:47 a.m. Staff A said she
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Ss=D | UNLESS UNAVOIDABLE

Based on a resident's comprehensive
assessment, the facility must ensure that a
. resident -

status, such as body weight and protein levels,
i unless the resident's clinical condition

i demonstrates that this is not possible; and

| (2) Receives a therapeutic diet when there is a
nutritional problem.

|
i
|
|
|
P
t

‘ This REQUIREMENT is not met as evidenced
| by:

‘ Based on observation, interview, and record

| review the facility failed to ensure that one of
' three residents (#35) reviewed for nutrition

' maintaired body weight. Failure to ensure the

| (1) Maintains acceptable parameters.of nutritional ‘

)
i
|
i
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F 315 Continued From page 31 . F315
' stated "There is teaching to be done."
1 On 5/3/13 at 10:52 a.m. Staff A measured and
| documented in the record "from where the
. essmtiw® opening ends to the tip of erosion is 2.3 |
cm (centimeters) area is red in color witha 1-2 ‘
mm (millimeter) area at the base of the erosion i
| that appears white/yellow in color and the area |
surrounding is red.” ‘ 5
\ 1 |
The facility staff failed to prevent, recognize or :
- address skin damage related to pressure from |
' catheter tubing resulting in tissue damage to | j
; Resident #95's naiiss ! 1
1 H
F 325 483.25(i) MAINTAIN NUTRITION STATUS F 325
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1

admission.

Review of the clinical record found the Registered |
Dietitian completed an initial assessment on
1/23/13. The assessment noted the resident had |
"variable weights" and noted the resident
currently had no meal enhancements or
nourishments in place. The Dietitian added some
' meal enhancements to increase calorie intake.
The dietitian indicated she would follow up and
monitor the resident.

|
i
I
|

|
|
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F 325 | Continued From page 32 . F 325}
facility policy concerning unplanned weight loss
was implemented placed the resident at risk for |
weight loss. i I Fa25
- . i | YD
Findings include: } \ 1. Resident 35 no longer resides in the
\ | facility
Facility policy defined severe weight loss as | 2. All residents will be weighed per
greater then 5% in 30 days. It also included facility P & P or MD order.
' guidelines about monitoring resident nutritional Residents with identified significant
' status. Weight is one of the indicators identified. changes in weight will be assessed
 Policy noted the physician would establish perP&P N |
' parameters for monitoring weight. 3. PaP f°(; We('jghts_a": "U*”t'°;1 ‘;’as
; reviewed and revised as neededq.
Resident #35 was admitted to the facility on [ Staff responsible for the assessment
@13 with multiple medical diagnosis including of nutritional status were inserviced
i and m The initial Minimum | 4. DNS or designee will ensure
Data Set (MDS) assessment dated 1/17/13 '1 S:;T;‘:ﬁg:i:g rsivn';vr:gfi:v ::; I\yvm
documented the resident was on an altered a i be reviewed and evaluated as part
texture diet and weighed 150 pounds. } 1 of the facility on going QA/CQI
. . : i process
} The care plan noted the resident was at risk for 1
- aspiration, was provided an altered texture diet ; ‘
. and needed set up and supervision for meals. ( !
' The resident weight record noted that on 1/28/13
' the resident weighed 134 pounds. The record
| documented the resident lost 16 pounds since

.

FORM CMS-2567(02-99) Previous Versions Obsoiete Event ID: ET4AM11

Facility ID: WA11800 If continuation sheet Page 33 of 48

S




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

PRINTED: 05/15/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
505462 B. WING 05/03/2013

NAME OF PROVIDER OR SUPPLIER

ANDERSON HOUSE

STREET ADDRESS, CITY, STATE, ZIP CODE
17127 15TH AVENUE NORTHEAST

SEATTLE, WA 98155

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

x40 !

= PREFIX -
TAG |
|

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

L {X5)
COMPLETION
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Continued From page 33

Record review found no evidence the resident
was ever revaluated to determine if the

. interventions implemented were effective. In

- addition there was no evidence the facility
monitored the residents weight after identifying a
weight loss of 16 pounds, which was more then
10 % of the resident body weight in 15 days.

On 05/04/13 at 9:30 am, Staff B (the Director of
Nursing Services) was asked about nutritional
care. After reviewing information documented in
the clinical record he agreed Resident #35's
weight was not monitored nor was the resident
revaluated. He stated the resident nutritional

' status should have been reviewed, but he was
“not able to find any documentation the resident
was reevaluated.

‘ Not ensuring the resident weight was monitored
~and/or re-evaluated placed the resident at risk for
' additional weight loss.

|
!
|
i

E ‘
F 332 { 483.25(m)(1) FREE OF MEDICATION ERROR ‘
SS=E | RATES OF 5% OR MORE |

‘ The facility must ensure that it is free of |
- medication error rates of five percent or greater. .

|
. This REQUIREMENT is not met as evidenced
' by:
‘ Based on observation, interview, and record
' review the facility failed to ensure that it is free of
‘ medication error rates of five percent or greater
for 2 of § residents (#65, #95) observed during
\

s
e
i e T

| W
!
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F 332 | Continued From page 34 F 332!
medication pass. Residents received incorrect ; :
doses or application of medications 15.6 % of the - | |
time (S errors in 32 medication pass . : ' Fa32 2973
opportunities). This placed residents at risk for 5 ‘
adverse side effects or less than intended resuits | . 1. Resident 65 was incorrectly
' from prescribed medications. ’ identified as the resident effected by
i ! the errors in medication
| Findings include: \‘ ! administration. The correct resident
i i #74 no longer resides in the facility.
! RESIDENT #65: The order for resident 95 was
- During morning medication pass on 5/2/13 at a revised N
- 8:30 a.m., Staff | was observed to give Resident 1 2 Aliclher residents receiving the
#65 the following medications immediately after | \ correctly prescribed medications in
! the correct dose, form and route of
| ”-bneakfasgooo 1 tablet crushed. Staff | stated administration.
0. ng ablet crushe an | staie | 3. Staff | was in serviced on giving the
that it was to crush ianmee ! | correctly prescribed medications
88 mcg (micrograms) 1 tablet | ' using the 5 right of administration
u125 mg/5 ml 6.4 ml (m|"|l|ters) or 160 mg i “ 4. DNS or designee will ensure
(6 ml drawn first into a syringe followed by 0.4 mi) | | ‘ compliance by randomly reviewing
| -GeisssnSiwe 315 mg with Wilessiesi® 200 U | medication administration.. Findings
(International Units) 2 tablets (total dose 630 mg { | if any will be reviewed and
Qaigiuamiiaad With witsmis® 400 1U) ! evaluated as part of the facility on
: | ‘ going QA/CQI process
Consultant Pharmacy record review dated ‘
421/ 13 stated "Please note the following ! ‘
' medications CAN NOT BE CRUSHED: Keppra“. i
On interview 5/2/13 at 5:11 p.m. Staff B (director |
of nursing) stated wewslmmewiae is usually 1 ;
scheduled for 11:00 a.m. so thatitis givenonan | :
empty stomach, but was scheduled incorrectly to | |
be given with morning medications. ?
‘ Record review found Resident #65 was \ ‘
' prescribed 150 mg «ilwmsi (6 ml) for the a.m. ! ; %
' dose, not 160 mg (6.4 ml). i
| ‘ i A L
' Record review found Resident #65 was i \ ’
| i
l . i
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F 332 Continued From page 35

250 1U 2 tablets on 3/31/13 (total dose 630 mg
 Calcium Citrate with Vitamin D 500 1U).

 RESIDENT #95
Durmg skin check observation, 5/2/13 at 1:31
p m. Staff | was observed to apply e

the resident's gmui® There was no redness, or
irritation or odor to indicate the resident had a
fungal infection.

: Observation of the @@ cream container found
prescription directions: 1/28/14 Miconazole

 Nitrate 2% cream apply topically to m—"—_
every shift.
|

~ Oninterview 5/2/13 at 2:30 p.m. Staff | said that
i she applied smtismgacream to the resident's

' on "it comes and goes." Review of skin

| assessments and progress notes found no

. documentation of guerash, infection or

1 condition.

I
| On interview, 5/2/13 at 5:11 p.m. Staff B (director
\ of nursing) stated that @ew® Cream is used to
| treat a fumgsissisias 2nd is not usually applied
\ over intact skin. According to Staff B, the G
' cream was prescribed for the resident's rectal
© | area, not his umewm
"F 431 483 60(b), (d), (e) DRUG RECORDS,
SS=E | ' ' LABEL/STORE DRUGS & BIOLOGICALS

' prescribed Caicium Citrate 315 mg with Vitamin D

! The facility must employ or obtain the services of \

' (Miconazole Nitrate - an amiifsss cream) to skin |

i
i
| |
i
'
i

- gmmimmbecause he has redness that comes off and !

F 431,

|
[
i
i
|
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applicable.
In accordance with State and Federal laws, the
i locked compartments under proper temperature

controls, and permit only authorized personnel to
have access to the keys.

1 process
The facility must provide separately locked, ; | :
permanently affixed compartments for storage of : J
controlled drugs listed in Schedule Il of the |
Comprehensive Drug Abuse Prevention and
. Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can |
be readily detected. :

This REQUIREMENT is not met as evidenced

by:

Based on observation interview and record }

. | review, the facility failed to store all drugs and §
 biologicals under proper temperature controis and ' !

discontinued medications
4. DNS or designee will ensure
- ’ . ] ! compliance by reviewing the
facility must store all drugs and biologicals in ; temperature logs and medication
; storage areas... Findings if any will
be reviewed and evaluated as part
of the facility on going QA/CQI
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F 431 | Continued From page 36 | F 431 ‘
a licensed pharmacist who establishes a system ?
of records of receipt and disposition of all ; .
controlled drugs in sufficient detail to enable an ' Fasd S-a4/3
accurate reconciliation; and determines that drug
records are in order and that an account of all i 1. No specific residents were cited
controlied drugs is maintained and periodically 2. All medications were reviewed to
reconciled. ensure they were correctly dated,
| stored, labeled and discarded
Drugs and biologicals used in the facility must be 3.  Staff responsible for checking the
'labeled in accordance with currently accepted temperature and contents of the
professional principles, and include the : : ’Tf”g_e’am's, were '“hseg'ze:f' Staff
' appropriate accessory and cautionary ;Z‘;iz‘a‘:‘iz;";zr:';t d‘;ﬁn or
instructions, and the expiration date when ) rage, aating,
labeling, and discarding expired or
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Continued Frorn page 37 _
failed to ensure drugs and biologicals used in the |
facility were labeled in accordance with currently
accepted professional principles in 4 of 6 ‘
“medication/biological storage areas. This placed
. residents at risk for receiving expired or 3

ineffective or incorrect meadications and
i biologicals.

F 431

Findings"include:

Central medication storage for the facility was ;
reviewed with Staff B (the Director of nursing) on
4/29/13 from 8:13 to 8:30 a.m. Observation

noted the following:

! -One sealed bottle calcium carbonate 96 tablets
expired 6/2012 ‘
' -InsulinNovolog dispensed 10/31/12 for a former
. resident (#9)

-Lantus Insulin dispensed 4/10/13 for a resident
i who was never admitted. |
-Three kinds of eye drops: Latanoprost 0.005% ;
Xalatan, Dorzolamide/Timolol 0.5%-2% (cosopt)
for a former resident (#13).

-An open, undated vial of Influenza Virus Vaccine
5 ml (expiration date June 2013)

Review of the medication refrigerator log listed |
optimal range for medication temperatures as 32
to 41 degrees Fahrenheit. The log stated on the
- bottom "Please report readings that do not fall in
- optimal ranges to a manager or a supervisor”.
| ' Review of the April 2013 medication refrigerator

' log found nursing staff did not document
E refrigerator temperatures on 11 of 28 days (1, 2,
34,7, 15,16, 17, 22, 23, 24). Staff documented
' temperatures out of range on 8 of 17 days
“temperatures were recorded. Out of range
‘ temperatures were from 42 to 45 degrees.

F 431,

|
!
|
|
|
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F 431 Continued From page 38

Review of the specimen refrigerator in the utility
room found 2 filled undated blood tubes
| (purple/green top). The specimen refrigerator

of temperatures for this refrigerator.

1 4/29/13 from 8:13 to 8:30 a.m. Staff B stated

" Influenza Virus Vaccine and Insulin should be
“labeled when open. According to Staff B, he
received no report that medication refrigerator
temperatures were outside of identified
parameters. Staff B said there was never a log

thought about it." Staff B did not know if the

Staff B stated a staff person was assigned to

dispose of outdated or unused medications and

and biologicals were checked and met storage
parameters. Staff B stated that he was
responsible to ensure that the medication

stated "no excuse, (it was) not checked."

Review of the North Hall Treatment cart on
4/29/13 at 4:26 p.m. found:

dispensed 2/16/13 for a former resident (#70)
-Betadyne (lodine solution) - one 16 oz bottle

' approximately 1 oz used with no name, no date
' and dried drips on side.

- -Dakins 0.25% solution liquid 1/2 strength

| temperature was 50 degrees. There was no log

On interview during medication storage review on

for the specimen refrigerator, "don't know, never

undated blood specimens required refrigeration.
keep all medications and biologicals current and

biologicals on a weekly basis. According to Staff
' B, he was responsible to ensure that medications .

-a 1/2 used tube of diclofenac sodium topical gel

- refrigerator was monitored and maintained within
. accepted parameters (32 to 41 degrees). StaffB -
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F 431 | Continued From page 39 F 431 ;
dispensed 1/4/13 for a resident no longer in the
facility (#77) ‘ i
. _ | Fa41 4 29-/3
 Review of the North Hali Medication cart on 1 <
| 4/29/13 at 4:48 p.m. found: ! ‘ 1. The staff caring for resident 12
-One vial Humulin R U-100 insulin and one vial - 1 was in serviced on the P & P
Humulin N-100 for Resident #85 with no open ! ] for glove changes and hand
date. On interview, Staff B stated that the insulin 3 washing.
should be dated when cpened. : ! 2. Allresidents are at rigk for

| potential spread of infection
; from improper hand washing

F 441 | 483.65 INFECTION CONTROL, PREVENT . Fa41 and glove changos

3. Staff o was in serviced on the
ss=D | SPREAD, LINENS | ' P & P for hand washing and

glove changes

The facility must establish and maintain an 4. DNS or designee will ensure

Infection Control Program designed to provide a ‘ compliance by direct

safe, sanitary and comfortable environment and ' ‘ observation of care as part of ,
. to help prevent the development and transmission: ; the facility infection control |
' of disease and infection. ; j rounds Findings if any will be ‘
: ; f reviewed and evaluated as

(a) Infection Control Program ‘ ‘ part of the facility on going
' The facility must establish an Infection Control | ? QA/CQ process

Program under which it - .
(1) Investigates, contro!s, and prevents infections
in the facility; |
(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and ‘
(3) Maintains a record of incidents and corrective |
actions related to infections. |

(b) Preventing Spread of Infection } ' 1
' (1) When the Infection Control Program i ‘

. determines that a resident needs isolation to o : STREMECIE N
prevent the spread of infection, the facility must ‘

isolate the resident. : ‘ ooens L AR
(2) The facility must prohibit employees with a : |
communicable disease or infected skin lesions | |
from direct contact with residents or their food, if

| ] |
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* dlrect contact will transmit the disease. 1

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

| (c) Linens | !
| Personnel must handle, store, process and
| transport linens so as to prevent the spread of

| infection. . l

' This REQUIREMENT is not met as evidenced |
by: : l
| Based on observation, mterwew and record ‘ |
' review, the facility failed to ensure that all staff ‘
followed facility policy and accepted professional |
practice related to washing hands after direct
resident contact. This placed all 26 residents at
risk for increased infection. |

Findings inciude:

 Facility policy stated "all personnel shall follow the .
“handwasning/hand hygiene procedures to help
“prevent the spread of infections to other

' personnel, residents and visitors."

Facility hand washing practice identified: ; oy
employees were required to wash hands forat | : T
 least 15 seconds with soap and water after | ; R
contact with a resident's body fluids or excretions | , MUY s
and after handling soiled or used linen, catheters, ‘
soiled equipment or utensils. Alcohol-based hand

rub may be used after removing gloves. Use of ;
 gloves does not replace hand washing/hand |
| hygiene. Hand hygiene is always the final step

I

i
i
|
|

| ,
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(X4) 1D !

after removing and disposing of personal
protective equipment. The policy reflected
accepted professional practice to prevent spread
of infection.

Observation of ws
- #12 by Staff O on 5/2/13 at 1:55 p.m. noted the
following: Staff O gathered supplies, including a

wipes and pads. After donning gloves, Staff O

with an incontinence wipe which was then
discarded. After cleaning the gesisarea, Staff O
had Resident #12 turn to the side. Staff O wiped
Resident #12's sitmailcleft 3 times, removing
smears of bowel movement from the area,
discarding the soiled wipes into the prepared

' plastic bag. '

Without removing or changing gloves, Staff O
" applied the new incontinence brief, repositioned
' the resident placing pillows per resident
preference and tied the plastic bag closed.
Without removing or changing gloves, Staff O
retrieved a urine measuring container and
emptied the antinsismsey of twme. Without
removing or changing gloves or washing hands,
Staff O poured out the wsim® into the toilet bowel,
placed the measuring container into a plastic bag
and tied the bag shut. Staff O then removed
' gloves most way, with fingers tips still in gloves
" holding onto the two closed plastic bags
* (measuring container and soiled incontinence
~pads). '

care for Resident

clear plastic bag available for soiled incontinence -

cleansed the wetimpbemstarting at the insertion site !

|
!

. Without removing gloves or washing hands, Staff

- O carried the bag with the soiled measuring

| device and garbage to a dirty utility room and left ‘

SUMMARY STATEMENT OF DEFICIENCIES ‘; ID ‘ PROVIDER'S PLAN OF CORRECTION (X5)
~—PREFIX |+ ++ (EACH-DEFICIENCY-MUST-BE-PRECEDED-BY-FULL --- - -  PREFIX ~ -~ -(EACH CORRECTIVE ACTION-SHOULD BE-~-~--{ -COMPLETION - | - --
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
! DEFICIENCY)
F 441 Continued From page 41 F 441

P~
-

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: ET4M11

Facility ID: WA11800

If continuation sheet Page 42 of 48

2/—\



PRINTED: 05/15/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
505462 B. WING 05/03/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

17127 15TH AVENUE NORTHEAST
SEATTLE, WA 98155

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ! ‘ PROVIDER'S PLAN OF CORRECTION (X5)
=~ PREFIX=| - *(EACH DEFICIENCY -MUST BE PRECEDED-BY. FULL- | PREFIX~ - (EACH-CORRECTIVE ACTION SHOULD BE |- COMPLETION { -~
| l
\ 1
|

ANDERSON HOUSE

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 441, Continued From page 42 P44

the garbage there. Without removing gloves or
washing hands, Staff O walked to the utility room, | |
opened the door through the clean side, walked 1
across and disposed of the measuring device in o
bag on shelf w/other dirty supplies to be cleaned. ! }
Staff O then washed hands at sink. |

On interview 5/2/13 at 2:05 p.m. Staff O said she | |

| changed gloves if they were soiled. According to | ‘

| Staff O, her gloves were not dirty, so were not !

% changed after wiping the resident's bottom. ‘

' Staff O did not follow facility handwashing policy.

. She touched the urine collection system with ,

i contaminated gioves. She contaminated “

. Resident #12's environment and the clean utility , |
door handle prior to washing hands, placing all ;
residents at risk for infection.

5/2/13 at 5:20 p.m. Both agreed that Staff O
. should have changed gloves and practiced hand
hygiene after wiping Resident #12's irstfem.

i
b
[ |
‘ ‘

|

This information was reviewed with StaffAand B [ i
\

|

|

|

F514. 483.75(1)(1) RES F 514
ss=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB | :
LE .

The facility must maintain clinical records on each |

. resident in accordance with accepted professional ‘ | FODOETL I
| standards and practices that are complete; | |
' accurately documented; readily accessible; and i i Sy e
 systematically organized. | 1 A
i
| ' The clinical record must contain sufficient ; CoRBALT S
. information to identify the resident; a record of the
‘ resident's assessments; the plan of care and
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' on the Treatment Administration Record (TAR) -
for no issues, + for skin issues. For + issues
. nurses ware to document a separate skin

conditions for 1 of 3 residents (#95) reviewed for
pressure uicers. This resuited in inability to
determine monitoring or resolution of skin issues,
resulted in failure to identify when the resident
developed soft tissue injury to his penis and
resulted in application of anti-fungal medication
after an infection was resolved.

Findings include:

On interview 4/29/13 at 4:15 p.m. Staff A ,
(Administrator) stated that the facility ‘
documentation system was "fractured” and staff |
was transitioning into an electronic record when
she was hired in the Fall 2012. Staff A stated that |
in December 2012 she realized assessments ‘
were not available, so trained staff in the correct

process. According to Staff A, if a skin problem |
was identified, nurses were directed to document !

P

assessment, and document a progress note and
treatment summary.

i
i
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services provided; the results of any f |
E preadmission screening conducted by the State; !
' and progress notes. ; F 514 s Y-L3
| | |
| ] ) ] ! \ 1. The clinical record resident 95 will
This REQUIREMENT is not met as evidenced 1 have complete accurate
by: 3 documentation of all skin issues.
Based on observation, interview and record 1 2. Allresidents will have clinical
review the facility failed to maintain clinical } 1 records that are complete and have
records in accordance with accepted professional | f accurate documentation of any skin
standards and practices that are complete; ; | Issues . ;
accurately documented; readily accessible; and i 3. LNstaffin serviced accurate
systematically organized to adequately document | g°;‘;me";?t'°” and following the P
monitoring or pressure ulcers, skin tears, or skin | or skin assessment.
: 4. DNS or designee will ensure

compliance by random audit of the i
clinical record Findings if any will be
reviewed and evaluated as part of

the facility on going QA/CQI process

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: ETAMY

Facility ID: WA11800

If continuation sheet Page 44 of 48

o



PRINTED: 05/15/2013

DEPARTMENT OF HEALTHAND HUMAN SERVICES .~~~ ~ B - " EORM APPROVED ™~ ~
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICAT!ON NUMBER: A BUILDING COMPLETED
505462 B. WING 05/03/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE

17127 15TH AVENUE NORTHEAST

ANDERSON HOUSE
' - SEATTLE, WA 98155

(X4) ID ) SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
EpREFIX = EACH-DEFICIENCY:MUST BE-RRECEDED-BY-FULL == =~PREFIX- 7 =% =4 EACH-CORRECTIVE-ACTHON-SHOULD BE=:~=-:=:COMPLETION - J.- .-
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

) '
1

F 514 | Continued From page 44 " F 514
| On interview 5/2/13 at 12:46 p.m. Staff B
; (Director of Nursing) stated skin documentation !
. notes from December/January may be multiple - !
and not complete as staff was learning the
system. Documentation records included the
' TAR and Progress notes.
|

| Medical record review found Resident #95 was
 re-admitted to the facility WV 13 after

' hospitalization GREE12 for emumEeerelated
eonmin (NNRBSUENNPBNIR ). Resident #95 S |
returned to the facility with a s ——————— ; ' ?
- draining his bladder and a TS |
' (tube inserted into the s tO dinnie—— directly | i
from the sll). Facility treatment records
showed the nephrostomy tube was discontinued
1/28/13.

Resident #95's admission Minimum Data Sset
(MDS - an assessment tool) dated 12/27/12
identified the resident had one Stage 1 or greater
pressure uicer. (Pressure uicers are "Staged”
from |-V with Stage | being non-blachable

. redness of intact skin and Stage IV being full

' thickness tissue loss with exposed bone, tendon, 1
~or muscle). ‘ : |

|
|
|

‘ wgw .
_Initial skin assessments were as follows:

| -12/20/13 admission note: scattered bruising on
' both sides of upper and lower extremities (arms : el VED
- and legs). No measure or quantification. ‘
; -12/25/12 weekly skin assessment Stage | coccyx | Pl T J ity
| pressure ulcer 4 x 3 cm, present on admission 1 ) ‘ T
| -12/25/12 weekly skin assessment 7 x 5 cm ; e
swelling without stating location, present on ‘ ﬁ 4\
| admission ‘ g |
! -1/1/13 coccyx 4.2 x 3.6 cm Stage |, left elbow ‘ ‘
|
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remains swollen (not quantified) | [
-1/1/13 L elbow swelling 7.2 x 5.8 cm, abdomen '
bruising C.8 cm x 1.1 cm, esewym pressure 4.2 x 1
: 3.8 cm and bilateral bruising on arms and legs |
i (not measured or quantified)

. No other documentation of wound, bruise or ‘ |
- injury progress was found until March 2013 (2 | 5 :
" months later). Nursing skin assessments for the
' coccyx Stage 1 pressure ulcer on 3/5, 3/23, and |
| 3/26/13 identified redness on the asmmg® area,
| without quantifying the amount or area of redness
‘ or consistently identifying if the redness was a. |
rash skin irritation or due to pressure. Review of | |
electronic skin assessments and progress notes ' 5
found no other measurements or documentation
| of skin condition regarding left elbow swelling or ! ;
. bruising on the abdomen. A progress note dated !
1 1/12/13 identified "bruises resolving on the right 1
- and left lower arms.”

Treatment Administration Record (TAR) for
January-March 2013 found staff documented
monitoring and/or care of identified skin areas 1
one or more times per day including:

-Mepilex or equivalent foam dressing to coccyx |
every 3 days and as needed | ‘
-Monitor multiple bruises on both upper and lower | ‘ ‘
extremities until resolved | : i
-Monitor bruise on left lower abdomen until 1
resolved | ! e
- -Weekly skin assessment via skin assessment | § R
 tab. i

-Monitor Nephrostomy tube site on left flank for
symptoms of infection until healed (order 1/28/13) |
-Monitor swelling on left inner elbow until further i Py
order obtained L T
-Heel lift boot to right foot when in bed,
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|

Information only - right heel ulcer (order 10/11/12)

There was no measuring or quantifying the skin
injuries or indicating if they were resolved. The
only discontinued monitoring was the

' dismmsskesssinive site on left flank on 3/13/13.

The remaining monitoring documentation
continued through mid-April 2013, including the
"right heel ulcer" for which there was no
quantifying information.

March/April 2013 Progress notes documented
new skin injuries. Skin assessments were used
by staff to document if the injury was healed but

' not to quantify injury or healing progress:
| -3/5/13 2 x 2 cm open area left lateral leg -

cleansed and applied dry dressing (healed
4/15/13)

-3/23/13 6.5 cm U-shaped skin tear on left elbow
with 5 x 3 cm bruising above the area, change
dressing every evening until resolved (healed
4/8/13)

| -4/11/13 coccyx abrasion 3 x 3 cm, cleansed and

applied foam dressing (healed 5/2/13)
-5/2/13 buttocks and groin red but not open (no

. measure)

Progress note review found an entry "2/6/13 the
resident had few drops blood from penis due to
pulling on the catheter tube." Weekly skin

assessments documented by nurses identified no

penis or related catheter problems in February,
March or April 2013.

Observation 5/2/13 at 1:12 p.m. noted Resident
#95's uememmeutnets looked as if it was coming

out the side of the g or from the wammimel not |

from the end of the gmmié Investigation found

|
|
|

l

F 514
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|
|

!
i
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that a 2.3 cm channel had eroded through the !
skin of the resident's penis due to pressure from
| the weimmeeestissiee Even with weekly skin !
checks by nursing staff, no one reported or !
‘documented seeing or knowing of this injury. See i
ﬁndmgs under Code of Federal Regulations |
(CFR) 483.25(d)(1)(2) and 483.20 (k)(3)(i).

‘ On obsewatlon 5/2/13 at 1:31 p.m. Staff | came
to Resident #95's bedside and applied -
' (prescribed smtimienmgl cream) to the resident's
“gmmin. There was no observed rash or infection.

‘ Staffl did not recognize that the resident's skin no»

‘ Ionger required application of eyl !
| medication. See findings under CFR 483.25(m)

1 (1). No where in the progress notes or skin
| assessment was there documentation that the

‘ original fungal rash had healed.

| Findings regarding lack of skin assessment and ‘
' documentation in the electronic record was
revnewed with Staff B on 5/2/13 at 4:40 p.m. Staff |
' B acknowledged the lack of documentation, |

| stating that using the electromc charting system |

| was a "work in progress.”

i

i
I
|

| 1
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