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This report is the result of an unannounced off
nours FOSS Quality indicator and Extended
Survey conducted at Regency Care Center of
Arlington on O7/69/42, 7/4V12 712112, TN 312,
TAABMe TIATHAZ, TI8412, TH9M2, 72012, and
7/24/12. The survey included data collection on
/120172 from 5:00 a.m. 1o 800 a.m. A sample of
140 residents were selected from a census of 68 |
The sampie included 35 residents and the . -
records of 5 former and/or discharged residents,

On 07/13/12 an immediate jeopardy was
identified related to F323 Accidents and T e Dl af € gt .
Supervision The facility abated the jeopardy thq Plan ot .(.4()-171"(..(,‘{1911, will
before the completion of Extended Survey on SEIVE as the factlity’s
7124017, Allegation of Compliance.

The survey was conducted by

Mary Vassey, RN, BSN, MBA/HCM
Richara Woodrum, RN, BSN
Louvenia Ringuette, RN, BSN

The survey team is from:

Department of Social & Health Services : i i
Aging & Disability Services Administration | ' '
Residential Care Services, District 2, Unit A
3206 172nd SENE, Ste 100

Arlington, Washington 98223 ‘

FTelephone: (380) 861- 0BL0
' Fax: (360) 651- 6340 .
/ s . 8/19/12
. P/S 12 | o112
FRédsidential Care Services  / Dfte
i ,4‘? ; |
CRATORY DIRECT ORG0R PROJIDERBUFPLIER REPRESENTATIVE'S SIGNATURE | 7/ TITLE B DATE
/}L.«; ‘MZ}W }// /"ﬁ t ey f‘f:'.r?u / oy d g{;jgx £y
<l he g A ndni s VIO e s

+ deficizncy statement ending with an astensk () denctes a deficiency which the institution may e excused from cerrecting providing it is determned that
er safeguards provide sufficient protection to the patients (Seg instructions.) Except for nursing homes, the findings stated ahove are disclosable 90 days
wwing the date of survey whether of not & plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
= following the date these documents are mads avaitable o the facility. if deficiercies are cited, an approved plan of correction is requisite o continued
gram participation,
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<166 | 483 10(f)(2) RIGHT TO PROMPT EFFORTS TO F 168 !
sg=0 ¢ RESOLVE GRIEVANCES ;
A resident has the right fo prompt efiorts by the F166
facility to resolve grievances the resident may
have, inciuding those with respect fo the behavior _ Cited Resident:
“ of other residents : ~ The resident 131 has
i discharged home.
This REQUIREMENT 15 not met as evidenced i
by: All Residents:
fB?ss? on mt%mew anc: fecc;rilrev:efw. the facifity - All TV remote boxes have
alled to provide prompt resolution of a grievance : o sortrred ho v it oo
for 1 of 4 (131) residents reviewed for resolution | buﬂ,] bL(.UI'.Ld by maintenance
of grievances This failure resuited in the resident ] to aim iny at resident beds i
experiencing feelings of frustration, which placed to alleviate cross controlling. |
| the resident at risk for a decreased qualty of life | i
1 4 . - . |
| F‘ s nelud i Systems Review/Education: i
i S (=3 i : .
g _! - Dept. heads will randomly %
Resident 131 admitted to the faczl;ty on - | query resuignts if they have ,
with the diagnosis of i any complaints/ concerns. i
and a history [INEGEKGEGzG T_r}!e f\/ﬂmmum Data Set - Staff have been educated to
{MDS) assessment, dated 7/3/12. indicated place things in need of repair
Resident 131 was able to make herself on mainten s loo i
| understood. was alert/oriented and had no 1 maintenance 1og. |
| problems with memory/recail. o
Monitoring: :
On 7/9/23 at 350 p m , Resident 131 stated the - Maintenance Director will I
i facility had not resoived several issues regarding review maintenance fog :
her previous roommate. When her roommate every morning for it . i
: used her (the roommate ' s) television remote VELy moring 10t iems in "
[ control te turn the television on or change the need of repair and sign when !
| channel. Resident 131's television would alsc turn I completed. !
i on and also change channels. Resident 131 was If |
i : g e |
forced to watch whatever her roommate was ;, Respoensibility; |
| watching. She stated she would be right in the - Admin. to or f ;
- middie of enjoying a television program and the j ’ M. Ac monitor 1or ; 8/19/12
 channel wouid change suddenly to another ; compliance. :
! | :
CME-ZEET02-5F] Pravinus Vigsiong DEsclete Furent i3 FYaz11 Faciity 10 WAIRAOD H continuation shsel Pege £ of 55
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s station. Also, her roommate kept the volume of
i the television "loud "
- informed the nurse on duty at the tme of the

icensed nurse (Staff A) stated she was aware of
the television remotes changing channels on both |

i to be aimed correctly, se as not to interfere with

facility procedure was to fif out a Grievance/Lost

| complaint/grievance in the log book. Staff M
- stated she had no record of any form being

i Director caid eha woild have nfared Racidant
PLreCiofr said gEhe wouid have oiereld mesdent

131 another room if someone had let her know

Resident 131 stated she

incident and was told there was nothing that could
be done about it She stated no one got back to
her. Resident 131 said she was unable to recall
who she had spoken to, but could remember
telling someone. She stated the television remote
control problem and the noise were only resocived
when her rcommate went home. She did not
think anyone was " fistening and/or cared and
just let the problem resolve itself by the
roommate discharging " .

On 7117112, at approximately 1.30p.m |, a

residents ' televisions She siated it had
something to de with a control box, which needed

both roommates’ {elevisions

On 7/17/12, the Social Services Director (Staff M)
stated when a resident had a complain{, the

ftem form. Review of the form indicated that, "
Any staff member can fite and report grievances ™

Staft M stated cnce the form was completed it
was turned into the social services department for
folow-up. Staff M would log the

completed by any staff member on behalf of
Resident 131. Further, the Social Services

that her roommate had the television on so loud
disturbing her sleep

f
|

i
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cone. On 7/18/12, the residents n Room 404 |

F 241
$8=0

Continued From page 3

The Maintenance Director (Staff S) stated he was
aware the remote conirols could affect other
residents in the same room in some of the faciiity
rooms Staff S stated ali that needed to be done
was 1o move each television control box so they
were not facing each other He said this was the
fix. He went on to say staff could let him know
there was a remote conirol problem m a room by
documenting on the facility maintenance/repair
Request log. Staff S went onto say that each
nurses' station had a clip board with the facility
Maintenance /Repair Request log.

Review of the Maintenance/repair Reques! iog
indicated the ielevision remote control issue
reported by Resident 131 was not an isolated

"

indicated both of them were experiencing the
T V. rernote change both TV on each side "

. On 7/19/12, at approximately 1.00p.m , Resident
{13 1stated she did not feel the facility would have
done anything about the issues, she had voiced
to them She said this was conly " fixed by my
roommate leaving. As long as | do not have a
rocmmate, the television works ok and | can
sleep without the television plaring ” .

483 15(a) DIGNITY AND RESPECT OF
INDIVIDUALITY

The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in

L full recognition of his or her individuality

|
| Tris REQUIREMENT is not met as evidenced

F166

F 241
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Continued From page 6

resident's room to answer the call light When .
 Staff S asked the resident what she needed, the |
resident asked if she could have a bath today
because she felt "hot and sticky". Staff S told her
- she would have to check to see when she was to |
| have a bath and that she thought it was

' scheduled for the following day  The resident told
her she would like {o clean up before she went to
the "Ole Time Fiddlers" afternoon activity at 2
pom.

On 7/11/12 at 10.05 a m. Staff S returned to the
resident's bedside and told the resident according
to the bath record she had a bath yesterday The
resident stated that she had not had a bath
yesterday. Staff S replied, "But it is recorded you
- did have a bath yesterday. | can give you a bath |
i tomarrow maybe,” The resident told the surveyor |
|if she could nct have a bath she would have to ;
. go sponge herself down because she was "so hot |
| and sweaty"

% On 7/12/12 at 1:30 p.m. the resident stated she
i had not gotten a bath prior to the "Ole Time

’ Fiddlers" activity yesterday but she had sponged
| herself down She added "It is not like having

| your hair washed and ail when your hair is ail

i grimy "

F241.

|
|
i
!
i
|

4 |
; i
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1

need to increase the volume of their voice and to
face her directly,

A review of the Activity Interest Form dated
6/15/12, showed the resident enjoyed TV
programs as one of her hobbies Review of a
progress note, dated 6/15/12 revealed the

TV the most and said she had an addiction to it "

On 711112 at 940 a m. dunng an interview the
resident stated, "The other night Judy Garland
.was on and | could not hear it | was too tred to
get up o see i, plus | am supposed to keep my
legs elevated Anyway, | almost cried | wanted to
see it so bad." When asked if she had {alked
with anyone regarding her not being able to hear
the TV, she stated she had brought ear phones
from home. She said, "l was told the TV will not
accommaodate it because there is not a
Ccontraption on the TV." The resident said she
had not told anyone else about how bad she felt
about missing the TV program.

On 719112 at 10:80 a m Staff G said the resident
was a little hard of hearing but she had never had
a probiem communicating with her. When asked
if the resident had ever compiained about not
being able to watch the TV, Staft G stated, "Yes,
in fact, her and her roommate have had words
about the TV also. Once the resident's roommate
{said the resident and her ithe rcommate] were

s watching the same movie and the resident kept
asking her what was going on, because she could
not hear the TV Staff G went on o say the
resident's roommate was ok with it, but had
complained she couldn't do this through the

whole movie. When Staff G was asked if she

activity director had written "The resident . enjoys

Monitoring:

-RCM will monitor for
resident needs and report to
am standup meeting.

Responsibility: ;
-DNS/Admin will ensure : /19/12
comphliance. :

UPMSS2EET G799 Previous Versiahs Thsalets
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' had reported the resident's TV concerns to
anyone, she said, "No | dign't. | gquess it was
because | did not think it was important {o her.
The resident didn't seem like if was a big deal to
her. She hardly ever watches TV." When asked
if anything had been fried to improve the
resident's ability to watch TV, Staff G stated. "No
she just never made If seem like it was that
important to her "

During an Interview at 3 30 pm., on 7/19/12 the |
Resident Care Manager, Staff A, stated the
resident did have some hearing loss and would
say,” Huh?" once in a while. As far as she knew
fhere had been no issues about her TV. She
said, "We usually have head phones available so
we could offer her one and if we don't have one
we can buy one " When informed of the
resident's concern regarding the movie she
missed and that the surveyor had observed the
resident's TV up very loud one day. Staff A stateqd,
"l know her roommate has been playing her
music loudly lately, so maybe it was a thing where
one was trying to hear over the over.”

- On 7/20/12 8 45 am . Staff M. stated that when

brought in head phones, but they would not work
with her TV She stated she thought the family
waould be bringing in more.

On 7/20/12 935 am. the Administrator stated he
was unaware of the resident's concern with the
TV until now. He said whenever he found out
there was an issue. he went right down to radio

. shack to get appropriate headphones.

483 15(fi(1) ACTIVITIES MEET

INTERESTS/NEEDS OF EACH RES

248

SE=D

the resident first came in to the faciity, the family

46!

| |
F 248! |
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frequent cbservations of the resident

her room with her. Both times were during lunch, |

L On 7/16/12 at2 30 p.m. annterview was

Continted From page 11

The resident was observed multiple times daily
during the survey Each time the resident was
observed to be in her room with no music or radio .
on, the TV was turned off and she had no visitors.
At times the resident was lying with her eyes |
open, and at times she appeared to be sleeping
On two different days, the surveyor made

{approximately every 30 to 45 minutes) Cnly
twice was the resident found to have anyone in
and a caregiver was assisting the resident with |
her meal

The resident’s admission plan of care dated
72112 was reviewed. It revealed that on 7/10/12,
an activity care plan was developed for the
resident. The activity issue listed for the resident
was "Resident may seif isolate”. Goals for this
issue were "1 Rresident (o be out of bed for
meals and 2) Resident to attend 1 activity per
week " Interventions included. 1) Pos{ calendar
at events in residents room. 2) Assist resident to
and from activities as she will allow 2) Encourage
resident fo come and participate.”

conducted with Staff A the Resident Care.
Manager (RCM)  She stated that the resident's
alertness and confusion varied from day {o day
When asked if the resident got up and
participated in activities as indicated on the
resident's careplan, the RCM stated, " No". She
saud the resident was a difficult one since her
confusion varied When asked how the resident's:
activity needs were being met, the RCM staled
that she thought a friend brought sometimes

F 248

Monitoring;

activities dept. will complete
random visits to ensure
compliance.

Responsibility;
Activity Director will assure
ongoing compliance.

8/19/12
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Continued From page 12

brought the spouse in the evening or on the
weekend. Staff also talked to the resident with
each interaction. She said the Activity Director
went in {6 see her sometimes, and the RCM was
sure they had offered the resident a TV and radio,
| but she preferred to sleep. The RCM said the
‘resident was on hospice care, so staff was not
forcing her to get up.

On 7/16/12 at 3:35 p.m., when the Activity
Director {AD) was asked if the resident came to
activities as it stated in her careplan, she replied,
" No" The AD further stated she had just ieft the
resident's room in an attempt to offer fo bring her ¢
F something, but the resident was more confused
and refused anything. She continued she just
wants to sleep.

L On 7/17/2012 at 10:55 a.m. . the resident she was |
observed to be more alert than the previous day |
When the survevyor asked her how her day was

i she stated, "Ok". When asked what kind of
things she liked o do, the resident stated she
liked to walk, read, exercise and paint. The
resident nodded her head yes when asked if she
liked music. but she did not respond except for a
smile when asked what type of music she
enjoyed. When asked if staff had offered to bring
her in some music she stated, "No”.

On 7/20012 at 10:00 a.m., the resident was
observed alone In her room iying in her bed. A
radio/CD player was noted at her bedside, buf it
 was not turned on. Later that day, at 100 pom,
the resident was noted to have soft music playing
| at her bedside. She said she fiked the music and

| smiled at the surveyor

'

F 248

F 283
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18=F MAINTENANCE SERVICES
, Carpets
The facility must provide housekeeping and C, p e leaned
mamntenance services necessary to mamtain a - carpets are cleaned once a
sanitary, orderly, and comfortable interior. week. Spot cleaned as
' needed.
- ESS will monitor daily
gins REQUIREMENT 1s not met as ewdenced - Weekly rounds by Admin
Based on observations, record review and and ESS to ensure
interviews the facility falled t© ensure compliance,
housekeeping and maintenance ISsues were |
addressed throughout the facility, such as.
stained carpets, soiled privacy curtains, damaged
wall heater covers, and soiled overbed tables. in
addition damaged floor tiles were found in the Curtams
Midficaieduné.t. .T:isdfaﬁur!et plafc;,_?d residents at | - affected residents’ curtains i
risk for a diminished quality of tife. rooms 101.106, 112,
Findings include, but are not limited to; 206.209,210,21 132133403;406
407.408 were replaced with
CARPETS clean ones.
Observations on 7/9/12 at 1130 am., 712112 at - 4 cubicle curtains are taken
2 : . .
2:15 p.m., 7/16/12 at 3:00 p M., and 7/20/12 at ] down daily, replaced with
.17 a.m. revealed soiled carpets throughout the et - M-F). Al h
hallways of the faciity. On 7/11/12 at 9:45 a.rm., clean ones (M-F). Also, they
several large wet spots were noted on the west will be cleaned upon \
hallway carpet. When asked, a housekeeper discharge of resident and as
stated the carpets had been spot cleaned needed.
| However, on 7/12/12 it wa;lnosed‘ the solled - monitored by ESS and
spots had reappeared, During an interview with Admin. duri i
the Housekeeping Supervisor on 7/20/12 at 10:15 . dusing weekly
a m.. she stated the carpets were cieaned when rounds.
nesded - QA committee to review
monthly the weekly
PRIVACY CURTAINS .- : Environmental rounds to
During muitiple observations, soiled privacy i
curtains were found in rooms 101,106, 112, 208, ensure compliance.
M CMS-2567(02-99) Previous Versions Obsolete Event D PY 4211 Facility 10 WA 18800 if continuation shest Page 14 of 55
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209,210 211, 213 403, 406 407, and 408
Rounds with the Housekeeping Supervisor on
7/20/12 at 10:15 am. revealed the facility policy

' was to clean the curtains when a resident

| discharged or if visibly soifed. When shown some
of the curtains. she indicated they were not clean.

!
i
i
| WALL HEATER COVERS

Diuring observations on 7/9/12 at 11.3Cam

72112 2t 215 pom, 771612 at 309 pom., and
7120012 at @17 a m |, the froni covers of the wall

heaters in rooms 101, 108, and 112 were lying on
the floor,
When asked on 7/20/12 at 9:15 a m_, about & |
policy for reporting broken items. the
Mantenance Director stated staff were to-write
down their concerns in a log book iocated by the
time clock When reviewed by the surveyoer, there
were no entries pertaining to broken wail heater
covers

 OVERBED TABLES

| Observations on 7/8/12 at 11:30 a.m., 7/12/12 at
(215 pm  7TMEM2 8t 3.00pm., and 7/20/12 at
9:17 am., revealed solled overbed tables in
rooms 101, 103, 105, 111, 208, 211, and 213 The
tables appeared to have debris and a thick build
up of dried liquid on the tops. Additionally, the
table in room 111 had a thick, dark, sticky
substance covering the area above the wheels
and telescoping sieeve

' DAMAGED FLOOR TILES ON MEDICARE UNIT |
Multiple observations made during the survey
found all floors in the Medicare Unit had damaged
floor tiles. Some of the tiles had a melted like
appearance and all rooms had at least a 2 foot by

|
|
!
i
i
!
i

Wall Heater covers

- Affected covers in rooms
101,108,112 were repaired.

- Housekeepers were
mnserviced to write on
maintenance board any items/
concerns regarding repairs
needed.

- ESS will monitor maint.
Board

- Admin./ESS to ensure
compliance with weekly
rounds

Overbed tables

- affected tables in rooms
101,103,105,111,208,211 and
213 have been cleaned.

- tables to be cleaned daily by
hskprs.

- ESS will monitor randomly
- Admir/ESS will ensure
compliance with weekly
rounds.
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F 253 Continued From page 15 1 Foss Floor tiles
4 foot area of what appeared to be a liqud - affected tiles in rooms
substance cozing from between the seams:. 402.403.404 were repaired.
On 7/20012 at 10 15 a m.. the Housekaeping - h._ousekec:pcrs will monitor
Supervisor stated, "Stuff cozes up all the time" daily and documept on maint.
"We try to clean up as much as possible”. When Board if any repairs are
Casked on 7/20/12 at 1130 am., the Admunistrator needed in the future.
indicated this was an on-going problem - Admin/FESS wili monitor
. 1 eekly s 0
Rooms 407 and 404 had tle coming up atong the during wedﬁ}_f rounds &
edges by the wail at each entry door The | ensure compliance. 8/19/12
commode in the pathroom of room 403 had a
black substance around the base at the floor ‘
| |
F3 483 25(2)(3) ADL CARE PROVIDED FOR | R
g& p DEPENDENT RESIDENTS :
1 Aresident who is unable to carry out activities of
| daily hving receives the necessary services fc
maintain good nutrition, grooming, and personal e
and oral hygiene, ! b3z
| !
i . 1
Cited resident:

This RECQUIREMENT 15 not met as evidenced
oy

Based on observation, interview and record
review, the facility faled fo ensure 3 of 10
residents (24 64 and 66} that were dependent
onostafl o have e nutritional needs mel,
received adequate assistance with therr meals
This fasiure placed the residents at risk for not
maintaining an adequate nutntional status.

restdent 24 64& 66 will be
provided necessary assistance
to consuine meals or will be
offered a replacement if
than 50% of meal (s
consumed.

less
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F 312 | Continued From page 19 F 312

| finish her breakfast, ang the resident stated.
i Yes " . The caregiver placed a piece of pancake |

|
|
I

I'had been placed on the fork for the resident.
S When the resident left the dining room, her fluids,

fluids

-On 7/19/12 at 1°50 p.m.. Staff B, a Resident Care

cwas for residents that needed assistance with
i most part independent with their meal after their \;

they did poorly in there, so they were reiocated to
- the North dining room. When asked how the
| ievei of staff for the North dining room was

. was made aware of the meal observations. Staft
i B replied that she depended on staff to inform her

]

on the resident ' s fork and left the room. The
resident placed the pancake in her mouth,

chewed it and proceeded to fall back to sleep

The resident ' s breakfast intake included a bite of
banana and a bite of her pancake, both of which

two cups of juice and a cup of hot tea, remained.
She had not been offered any assistance with her

On7M12/12 at12:15 pm  two caregivers and a
resident family member were present in the ,
dining room assisting residents with their meals
Resident 684 ' s plate showed evidence she had
eaten al least a couple bites of her meal,
however, during observation the resident was
observed a sleep at the {able and staff was not
providing her assistance,

Manager {RCM), staied, the north dining room

their meals. She said that a few residents. who
ate in the North dining room now, were for the

plate had been set up She said those residents
previously had dined In the larger dining room but

Aoterminad Qtaf B ofatad o was nrodatarminesd
geigrimined, oighh & oigied 1 was pradaigrminega

on the staffing sheet She stated there were
other staff available {o heip if needed. Staff B

|
E
\‘
|
\
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- 314 | Continued From page 21 F 314
her positioning  She was assessed to be at an :
mereased risk for skin breakdown due her d o
dechining condition, dependence on staff for bed emonstrates that they were
mobility. poor nutritional and fluid intake, and her l unavoidable.
already compromised skin condition. j
| . "
. 2 System Review/Education;
The NAC (caregiver) Consideration Sheet that { I\/N AC staff .-“.:Ii b AHon,
provided guidance to the NAC on provisions of o VAL STAll Wi be _
care. indicated that staff were to turn the resident educated on preventative skin
every 2 hours, place pilliows under the resident's care and repositioning to
heels and re‘port open areas to the nurse. prevent skin breakdown.
Documentation on the NAC Consideration Sheet
indicated the resident was confused at times, Monitoring:
became anxicus and yelled out during position i Qm c?rmg,_
"changes. LN/RCM will COm]_?Ietﬁ;‘
| é rounds and audit weeklv. :
L On 7/16/12 the resident was observed several | |
4 oy
hmes betwelen 1000 am and 1.48 p.m. Each Rﬁ‘SpOi‘lSlblljty;
#me the resident was observed lying on her left RC"M/D-\TS‘ i .
side on an alternating ar flow mattress. The only YA Wll:.l review for 8/19/12
resident initiated movement observed during this ongoing compliance.
period was that she would move her feet slightly
at times. :
On 771612 at 1.50 p.m., a licensed nurse, (Staff
G, was notified the surveyor would fike {o
observe care when the resident was repositioned
AL 2.35 p.m | the resident remained in the same
position, on her left side. A nursing assistant
(Staft V), was asked about the resident ' s care
Staff V stated he was not assigned to the resident
today but added, " We check her every two hours
and turn her " At 400 p.m. the resident had stif
not been renositioned
Nursing assistant, Staff W, was asked when she | 1
would be repositioning the resident, and was toid
the surveyor would like to observe the care Staff ;
E
PUME 2567 {02-29) Previous Versions Dbeolete Evand 0 FY4211 Faciiny (0Wa 3800 it continuation sheet Page 22 of 5%
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Continued From page 22

W siated, "1 just want to warn you, it takes 3o 4
of us to do her care and she screams the whole
time. "

At 4:15 pm, Staff W stated. | now have help to

assist me with wrning her " Staff W and Staff X i
provided incontinent care and repositioned the
resident, During care, the resident was observed
te have adhesive 4 x 4 bandages on two different
locations along her spine and 2 nickel to quarter
size round open areas on both buttocks which
were dry, pate and no drainage. According to the
caregivers, the resident came in with those areas
and " they look better than when she came in "
i an interview {ater with the resident care
manager assigned to the resident, she confirmed
the resident was admitted with the non-pressure
related areas on her buttocks and her back. She |
stated Physician had said they developed from
scaley area’s that had flaked off, creating an
opening and were not from pressurs

The next day 7/17/12 at 10 55 a.m., the resident
was observed lying in bed on her left side. The
resident was again observed at 1130 am.. 12 00
pm. 115 pm., 200 pm. and at 315 pm. She
continued to be on her left side during all of the
observatons. Af 3:00 p.m | the resident's
' caregiver, Staff K stated, " | was told that the 3
resident should be turned a little after 3:00 p.m,
that is what | was doing, icoking for help, and that |

can be hard sometimes. " At 3 15 p.m., the
i Director of Nursing Services (DNS) was notified
i that the resident had not been ohserved to be

i L.
ranmcibimnas o oot bt AN EE o e
TepLHChed since at lgast oS am.

L O 71712, 8t 320 pm, the DNS, Staff A

| (Resident Care Manager/RCM), and a caregiver
|

F 314!

|
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- repositioned the resident at the surveyors
‘request A skin check was performed. specifically
i on her left side. The resident's left hip area was
deeply wrinkled and she was observed to have a

. long rectangular deep red area to the outer left
| area of her left buttock which measured
approximately 2 cm by 6 cm The resident was
repositioned to her right side. The RCM stated
when she did the resident's dressing change to
her back earlier in the day she was sure she had
been on her back. f

On 7/18/12 at 3:10 pm., the resident's skin was
| ohserved and the redness that was present the
' prier day on the resident’s left buttock had
resoived Failing to turn the resident as care
planned placed her at risk for pressure sore
development

F 323 483.25{h) FREE OF ACCIDENT

sg=g | HAZARDS/SUPERVISION/DEVICES

F 323

| The facility must ensure that the resident
environment remains as free of accident hazards
as is possible, and each resident receives
adequate supervision and assistance devices to
- prevent accidents

This REQUIREMENT is not met as evidenced

i by

| Based on observation, interview and record

Creview, the " no smoking " facility fatted o ‘
|

recognize their responsibility to ensure the safety
of 2 of 3 residents {1271 and 104), who resumed
active smoking habits while residing in the faciity.
C\When aware the residents were smoking. the
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F 323 i Continued From page 27
! hands. " The resident' s revised care plan did
: not mention the need for supervision o ensure
: the resident’s safety while she was smoking.

- A subsequent nursing noted written on 7/2/12,
read. "The resident has befriended another
resident who also goes off property 1o smoke with
a friend.. appears resident will be going with other
resident and [named friend), whom is keeping the
resident's smokes" The named "friend” was a
non-related individual who lived in the
neighborhood and had met the resident while she
was outside smoking.

; On 7/8/12, a LN's progress nete stated that a call
was received by a staff member. whe was not on
duty at that time, but "just happened to drive by" |
and saw Resident 121 outside the faciity
smoking by herself When the LN went to speak
with the resident, the resident was found in her
wheelchair by the street between the facility and a
house next door The resident stated the "friend” |
next door iit her cigarette, then went back into the |
house to answer a phone call

On 7/11/12 at approximately 12:30 p.m., as the |
surveyors left the facility, the resident was
observed outside in her wheelchair alone, with
her back tc the road. The resident was located
across the road from the facility, sitting at the
corner of a cross side streef that ran beside the
Hacility. Her wheelchair was parked at the
entrance to the ramp leading to the sidewalk, with
cher back wheels in the street. The area where
the resident was sitting was not visible from
facility or the facility parking lot due to bushes and
evergreens located around the parking lot. The

Lunsupervised resident’s safety was also at risk

F 323
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due to the location where she was seated.

On 712112, a LN's progress note indicated the
Resident was found ouiside alone, down the

. street by fire hydrant smoking and talking on the
| cell phone. The LN wrote, "She is not to be out
smoking off property without someone with her
due to her coming back with ash on her clothing
| Resident stated, named friend it her cigarette,

i and went home "

Another progress note dated 7/12/12, stated that
when the DNS asked the resident if she had any
smoking paraphermaha on her person, the
,resident "pulled out a green tube with a cigarette
Pand a pink lighter " The Resident was also
i found to have a cigarette inside a box on her bed.

| At 435 p.m. that same day, an interview was

| conducted with the DNS and Staff B, a Licensed -
Nurse. When asked if the resident was provided
the nisks and benefits of smoking, and for

resident knew it was a non-smoking faciity prior
to coming into the facility, however, we haven't
been able to find the form she signed showing
she was informed. "

' When asked who had been supervising the
resident while she was smoking, the DNS stated
i that a friend of another resident usually

' supervised the resident and kept her cigarettes,
When asked if this " friend " was educated by
facility staff about smoking safety measures

s including not leaving the resident unsupervised

| while the resident smoked, the DNS answered "
No " When asked if the facility had provided

- supervision after the resident's smoking

§
|
]

smoking without supervision, Staff B stated, " The |
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go outside of the facility at might alone to smoke J
The resident had requested the facility's ouiside ?
door remain unlocked at night in order for her to !
get back into the facility after smoking. The DNS '
explained the risks and benefits, including the |

!

|

safety risk for all residents |f the facility door was
not focked at night.

. On B/28/12 (over 3 montns after her admission to | |
the facility), staff completed a Smoking Safety 1 i
|

Evaluation for Resident 104. It read, 'Resident is
alert and onented to person, place and time, and
takes narcolics at times may not make good
decisions. Resident has limited range of mohon in
her night tower leg and the resident has left hand
numbness al times Resident self propels her : :
swheelchair. The resident's medications include !
- narcolics, hypnotics, anti-anxiety medications and
| muscle relaxants. Smoking habits: many years,
lsmokes off property, no ashtray, will need

| supervision secondary to all narcotics i
psychotfropic's and muscle relaxants as well has
complaints of left hand numbness .. Resident had
' neighbor friend whom keeps her smokes and
comes to take her. Plan is staff to monitor
resident not out smoking on her own, give her
risk and benefits ask to retumn to building and ;
she had smoking items on her and document ™ . f

. On 6128/12, the resident’s careplan was updated j
- with the following "if resident goes outside to |
¢ smeke or not, Licensed nurse (LN) is {0 go check |
if by seif, if smoking res 15 unsafe d/t(due 10}

narcotic use I putcide alone ask if she has :
cigarettes. i sois to hand over 1o licensed staff i
interventions also included no smoking allowed i
on facility property. Cigaretites. lighters. matches,
and all smoking paraphernalia not allowed on

g Obsniete Event K BYACT Faciliy I WAIREDD If continualion sheet Page 31 of 55
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On 772112, 0 a progress note the night licensed
staff documented that the resident had received

- her sleeping pili af 10:30 pm and had a narcotic 5
pain pill at 11:30 p.m. , after which the " Resident i
left building with friend at midnight and was seen
in the scuth parking lot smoking with friend. " A
| review of the resident’s sign in and out sheets

L from 6/23/2012 to 7/12/12 found the resident had
intermittently signed out of the facility tc smoke
at 10.00 p.m or Iater.

1

On 72712 evening hcensed staff documented,
This resident and another resident have ]
befriended each other and  {fnend]is taking ; :
them off property to smoke as well as a new

person [named person] was aiso out with this
resident white she was smoking | |

On 7/10/12 a ficensed progress note read, " This |
: RCM notified the administrator that this resident |
- had a can of butane setting inside her wheelchair. : i
administrator spoke with resident butane given to
administrator "

In a social service progress note, wntten for

P 711112, was documented that the " Resident
had smoking paraphernalia [butane fluidj in her
room. administrator aware and will follow-up. ! i
The DNS and administralor were interviewed on !
[ 7/12/12 at 1.45 p.m  regarding the how the ; 5
resident was being supervised while smoking. | 4
The DNS stated "the friend” came and got the | ; i
recident to smoke and kept the resident's ; i
cigareftes  When asked if the staff had ‘ {
| discussed the need to stay with the resident while |
smoking with the friend, the DNS stated they had | i |
-not. The admunistrator said the friend had not : ‘ f
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~and the wheelchair, staff to provide safety checks

resident was observed lying in bed with the bed at

. bed.

“alarm twice in a 20 minute period The first time

Continued From page 34
at all times, use of a perscnal alarm while in bed

on the resident every 2 hours, to assist the
resident with toileting before and after meals and
as needed, and to ensure the resident wore
non-skid socks at all times

On 7/9/12, at approximately 1100 a m | the

normal height not in low position. A fall mat (a
padded mat used beside a bed fo reduce injury In
case of a fall} was observed foided up, upright
and leaning against the end of the resident ' s |

On 7711112 at 10:57 a.m., Resident 48 was agamn
observed in her bed The height of the bed
remmained at a normal not low height and the fail
mat was observed completely under the bed
The resident had a personal alarm in place The
resident was observed to be restiess, and the
caregiver answered the resident’ s sounding

the caregiver answered the alarm, the resident
was asked what she needed When the resident
did not respond the caregiver showed her the call
fight and reminded her 10 use it The caregiver
did not move the fall mat from under the bed and
the height of the bed was not adjusted by the
caregiver to the lowest position, as was indicated
in the resident” s plan of care. The plan of care |
did not mention use of a fall mat,

L
; ; , e . |
i Accordimg to a facility incident report, the resident |
had a fall from her bed on 7/13/12 that resulted in |

i

a bump on the resident’ s head. The {
investigation report indicated the resident was j
found on the floor at the end of her bed, the fall

T
(]
=]
3
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mat was in place. The facility incident report {
further documented the persenal alarm was not
on the resident and had not sounded when the
resident got up. it was documented that the
resident had a histery of removing the personal
alarm when she could reach it.

On 7712, at @10 am | the resident was
chserved in bed. Her bed was in the low position,
approximately knee high, and a fall mat was
positioned at the resident ' s bedside

f
H

COn 7/120/12  the lcensed nurse. (Staff A, stated §
\ Resident 48 had a previous admit to the facility
and had a history of being impulsive " She would !
just getup. * When readmitted tc the facility,
staff implemented the following fall precautions
immediately The resident was placed in a room
- closer to the nursing station, her bed was 1o be

s keptin the low position. the resident was (o have
& personal alarm. and a fall mat was to be keptin
place beside the resident’ s bed. When asked to
clarify when the fall mat intervention was put into
place Staff A stated, " | think we put the faii mat
into place when she was readmitted because of
her history 7

CLIQUID HAZARDS

: During observations in the main dining room on ‘
71912 at 1055 a m |, four bottles of alcohol, one
bottie of shampoo and two botties of [otion were
found unsecured in the cupboard above a sink. A
cwarning labe! located on all the bottles warned

t "keep away from children” .
| |
! Observations at 1210 p.m. that same day

Irevealed 22 residents in the dining room. Staff 1\ f

§

I
i
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and several residenis were observed to open the
cupboard doors and retrieve items. Observations
on the same day at 230 pm_ 315 p.m. and ‘
1 4:20 p.m showed the bottles of liquids remained
|in the cupboard At422 p.m., Staff A, a Resident |
. Care Manager was shown the items by a ‘t
surveyor. When asked if the liquids should be
iocated there, the RCM rephied, "No” | have no
idea how they got there because they can be
dangerous”. The bottles were then removed. ‘

BOILER ROOM DOOR :
On 71912 at approximately 11:40 am. the i
entrance door to the broiler room containing the

| facility ' s two boilers {hot water heaters) was
observed to be unlocked.  The enfrance was
located in the 300 hallway, and & key was
hanging on a cord just outside the boiler room i
The door remained unlocked throughout the day
and residents were observed going up and down
the hallways past the boiler room  None were
observed attempling to open the boller room
entrance.

On 7/9/12, at 5:25 p.m | the Administrator stated
ihe entrance to the boiler room was 1o be kept
Ulocked at a2l tmes  He said the door of the boiler
room automatically closed and locked when the
door closed Upon accompanying the surveyor to

I the knob on the door and the door opened A key
, was not used to open the door  The
© Administrator stated the door was suppesed to be

| locked and the key was hanging beside the door

| to remind staff that it should be kept locked The

| Administrator locked the door  When asked if the

the boiler room entrance, the Administrator turned

| residents would have been in danger had they

- entered the boller room, the Administrator stated,

323
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“If a resident got in there and they were able to
get to the pilot light that could be a problem. "
F 3541483 30(b) WAIVER-RN 8 HRS 7 DAYS/WK, F 354
so=F | FULL-TIME DON
55=F © F354
Except when waived under paragraph (¢} or (d) of
this section, the facility must use the services of a -tacility continues to
{eglsteie;i nuarse for;t least & consecutive hours advertise for RN staff
a day, 7 days a week. -facility will interview
Except when watved under paragraph (¢) or {d) of - C‘f’mpefﬁr}f_aP?UCﬂUOﬂS and
this section, the facility must designate a hire qualified staff.
 registered nurse to serve as the director of -stalting coordinator will
 nursing on a full time basis staff to use the services of a
! N
' , registered narse fi cast §
The direcfor of nursing may serve as a charge = d i e tgr at least 8
nurse only when the facility has an average daily consecutive hours per day, 7
occupancy of 60 or fewer residents days a week.
; i -DNS will ensure
! compliance. 8/19/12

‘ This REQUIREMENT s not met as evidenced |
by .
Based on observation, record review and |

interview, the facility falled 1o ensure a registered

nurse was on duty to provide care and servicas to

residents for at least 8 hours a day, 7 days a

week for 9 of 14 days reviewed (6/25/12 to

1 7/8/12) This failure placed the residents at risk

for not receiving necessary care and services

with appropriate registered nurse supervision

Findings include:

Arcview of the faciity staffing sheats revealed no
registered nurses were scheduled to work on the
facdity's units for the provision of resident care |

and services on B/268/12, 6/27/12 6/28/12,

CB/29/12 6/30/12, TIVA2. T/2012. 71312 and

PO EERT (0099 Previous Yersions Dneclete

Event 10 PYaZ1y

Faciity 0. WA 12800
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717112, Further review of the previous months’ ?

| staffing schedules for May, June and Juty 2012

i ¢
i ¢

also revealed a consistent pattern of no ; §
registered nurses scheduled multiple days | |
throughout these months..

When interviewed on 7/20/12 at 12:45 pm | Staff |
R. the staffing coordinator stated there were not

enough registered nurses employed at the fachity
F 356 | 483.30(e) POSTED NURSE STAFFING F 356
S5=R I INFORMATION

' The facidity must post the following information on
i a daily basis. ;‘
¢ Facility name
o The current date.
o The total number and the actual hours worked
by the following categories of hcensed and
unlicensed nursing staff directly responsible for
resident care per shift:

- Registered nurses

- Licensed practical nurses or licensed

i
o
R
o

- The tacility will post the
number of nursing statt

vocational nurses (as defined under State iaw) working at the beginning of

- Certified nurse aides ‘ each shift.
o Resident census i -DNS will monitor this
The facility must post the nurse staffing data process. . .
specified above on a daily basis at the beginning -Admin. will ensure ongoing | 8/19/12
of each shift Data must be posted as follows compliance. ‘

o Clear and readable format. .
o In a prominent place readily accessible to 1
residents and visiors. :

The facility must, upon oral of wiitten reguest,
make nurse staffing data available to the pubhc
for review at a cost not to exceed the community
standard

i i
| ?

D2-23) Previeus Varsions Obsolets Event 1Ty PY4:e Pacdity I WATEELD ff continuation sheet Page 3% of 68



SPARTMENT OF HEALTH AND HUMAN SeRVICES
NTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/03/2012
FORMAPPROVED
OMB NO 0938-0391

EMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
PLAN OF CORRECTION IDENTIFICATION NUMBER

505351

(A2 MULTIFLE CONSTRUCTION

£

B

BUHLDING

WING

(X3) DATE SURVEY
COMPLETED

0772412012

AE OF PROVIDER OR SUPPLIER

‘GENCY CARE CENTER AT ARLINGTON

STREETADDRESS CITY STATE, Z2IP CODE
620 SOUTH HAZEL STREET
ARLINGTON, WA 88223

Wi SUMMARY STATEMENT OF DEFICIENCIES i
SFFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION;

145

P

a3 PROVIDER'S PLAN OF CORRECTION (xs
REFIX (EACH CORRECTIVE ACTION SHOWLD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

356 | Continued From page 39

The facility must maintain the posted daily nurse
staffing data for a minimum of 18 months, or as
required by State faw, whichever is greater

This REQUIREMENT s not met as evidenced
by:

. Based on observation and interview, the facility
 failed to publicly post the required information
regarding the number of nursing staff actually
working each shift. This failure placed the
residents at risk for not knowing the actual

| number of nursing staff working each shift to
~provide them care and services.

Findings include’

During all days of observation, the facility posted |
a work sheet each morning that listed the number
tof nurses and nursing assistanis scheduled o

i work that entire 24 hour period. There was no

- correlation as to the number of staff scheduled
and the actual number of staft that worked each
shift '

i

An interview on 7/20/12 at 1245 p.m., revealed
Staff R, the Central Supply Clerk, was
responsible for posting the staffing sheet. When
asked if she had a policy regarding the required
- iInformation she stated. "No. Al | do is post the

i nursing staff that is scheduled to work™

|
© 364 | 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR,
S5 i PALATABLE/PREFER TEMP

F 356

Fags
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Each resident receives and the facility provides
food prepared by methods that conserve nutritive |
vaiue, flavor, and appearance, and food that is
palatable, attractive, and at the proper
temperature,

This REQUIREMENT is not met as evidenced
Dy

Based on observabion and interview, the facifity
faled to ensure each resident recewed foods and
beverages served al the proper temperature. This
fallure placed resigents at risk for poor oral food
“intake.

Findings include:

During Stage | of the survey, Residents 13, 40,
67 128,131, 132 and 2086 complained to the
surveyors regarding food palatability due to the
temperatures of the food and beverages as
served {o them

During observations of the kitchen on 7/18/12 at
7:10. a.m , a test tray was crdered by the
surveyor The beverages were removed from a
refrigerator by staff and placed on a meal tray
delvery cart at 7:15 a m., The actual test tray was
made at 7 25 am Adish from a plate warmer
was used by the kitchen staff and piaced on a
haitway delfivery cart The cart left the kitchen at

1 7:32 a.m., which according to the posted
‘schedule was 158 minudes late. Two nursing
assistants and two students retrieved the delivery .
cart and proceeded to pass trays in the Medicare
unit. At 7:46 am  the test tray was received by
the surveyor The beverages consisted of milk

F 364

F364

Cited Residents:

- residents
#13,40.67.126.131.133 and
206

All residents:

-all residents will be served
toods and beverages at the
proper temperature.

System Review/Education:
Plate warmer will be turned
on 1 -2 hours ahead of meal

service to ensure proper food

ternp 1s kept.

Beverages will be kept in
tubs of ice prior to service
and temp checked to ensure
they are correctly chilled
prior to serving.

Cold plate foods will have
plates pre-chilled to ensure

proper temps are maintained.

|
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and juice. When temperatures were taken, the |
beverages were each 56 degrees Ahot cereal
was 132 degrees and eggs were 105 while the Temps to be taken of food
potato cake was at 110 degrees. The eggs and and beverage prior to service.
potato cake were luke warm when tasted. The ;
plate was not warm to touch. o
| Monitoring;
Ancther test tray was ordered for lunch on DSM will bave test trays 4
720112 The test tray was made in the ktchen at times/week.
11 35 a m. with a dish from a plate warmer It was
placed on a hallway delivery cart. Nursing TR
assistants retrieved the delivery cart at 11:43 am. R-?-Sp()nblblllt¥~
and the surveyor received the tray at 1150 am RD/Admin will run test fravs
Again, the beverages were mik and juice, which weekly to assure guality and
registered al 54 and 56 degrees respectively. A compliance. 8/16/12
- meat patty with gravy was recorded at 122
degrees while the mixed vegetables were at 135
degrees A whipped potato with brown gravy was
i recorded at 138 degrees. While the potatc tasted
warm/palatable the meat with gravy was luke ;
(warm The plate was not warm (¢ fouch
‘ During an interview with the Dietary Manager on
(7020112 at 1:40 p.m.. she indicated she was
aware of complaints from residents regarding the
temperatures of food When asked about the
| heverage temperatures, she stated they were too
| warm. She said the issues would be addressed
through the facility's QA Committee
!
|
F 371]483.35(i) FCOD PROCURE. F37 |
<s=¢ | STORE/PREPARE/SERVE - SANITARY - |

40 MEB-2EE
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l ' _
The facility must - » F371
| (1) Procure food from sources approved or )
considered satisfactory by Federal, Staté or Jocal All residents;
authorities; and All residents
(2) Store, prepare, distribute and serve food will hav
under sanitary conditions ' ve food prepared and {
. , served in a sanitary |
condition.
System review/education;
. . . A
This REQUIREMENT is not met as evidenced a ffected countertops and
by: oors will be repaired by
Based on obsarvation and interview, the facility mamtenance. ;
' failed to maintain a sanitary kitchen and ensure All kitchen equipment will be |
| sanitary food service in 1 of 3 dining rooms. | cleaned and sanitized by
Failure to ensure food preparation equipment was di
e H
tary personnel after each |

maintained in a sanitary condition and failure to
maintain cleéanable surfaces on counter tops and
flooring had the potential to introduce foodborne
pathogens to residents receiving their meals
prepared in the kitchen. Staffs use of bare hands
while handling food placed residents at risk for
food-borne iliness from cross contamination.

Findings include:

KITCHEN

During observations of the kitchen on 7/9/12 at
10:28 a.m., a meat slicer was found to be
covered with 2 black trash bag. When asked. the
Dietary Manager stated it was clean and the trash
bag was to help ensure it didn't become

| contaminated. When the trash bag was removed |.

by the surveyor, dried food debris was noted on
the blade, the sliding block, and the bolt and nut
used to hold the sfiding block onto the base.

-techeck each piece of

‘use. A checklist has been
developed for the PM cook to

equipment prior to end of
shift and validate it being
done. Staff has been retrained
regarding washing hands and
food handling to prevent
Cross contamination.
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F 371/ Continued From page 43 o F 371
| When asked about this, the Dietary Manager Temps to be taken of food
stated, "No, that's not clean”. She then asked a : :
staff member to immediately take it apart and and beverage prior to service.
have it cleaned. o
' ‘ Monitoring;
Observations of the kitchen on 7/19/12 at 11:00 DSM will have test trays 4
a.m., révealed the same meat slicer under a trash times/week
bag. When the bag was removed, food debris L
was again noted on the sliding block and the bolt o eys
and nut used {o hold the sliding block onto the RGSPOHSI?IhWQ
base. - RD/Admin will run test trays _
_ _ weekly to assure quality and Sl
During all days of observations, a counter top compliance. | ?/,L

faminate strip two inches wide by 14 inches long.
The wood particle board was underneath and
could not be properly sanitized. The flooring
underneath this counter was warped. Food and
liquids were observed to have accumulated in the
gaps and underneath the linoleum.

Flooring located by the stove and food
preparation counterhad a 5 foot by 2 inch seam

| missing. Additionally, the edges had pulled away
| from the bare floor. This area was observed to be
| encrusted with dried food debris. When asked
during an interview, the Dietary Manager stated
the floor was cleaned as best as they could, but
sanitization of those areas was not possibie,

During a dining room observation of the north
dining room on 7/12/12 at 8:05a.m. 2 staff, Staff
Trand Staff O, were obsarved handling wo ™ - - |
separate resident's food without gloves. Neither
staff had washed their hands prior to handling the
residents’ food.

.

located to the ieft of the refrigerator had a missing |

J

{
{
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On 7/13/12 at 4 00 p.m._ in an mnierview with the
- Director of Nursing Services, she stated that the
| facility did not require caregivers to use gloves in

- she needed assistance with peeling a banana.

Continued From page 44

the dining room when handing food. She said,
"Handwashing is important and the caregivers
mighf forget to change gioves so the facility
emphasizes good handwashing instead "

FOOD HANDLING WITH BARE HANDS
During dining room observations in the north
diningroomon 77120112 at 805 am. Staff T, a
caragiver, approached a resident and asked if

The resident stated, yes Staff T took the 1%
banana off the resident” s plate, peeled the skin
off the banana, took the edible part of the banana
with her bare hands and placed the banana back
on the resident ' s plate. The caregiver did not
wash her hands before touching the banana or
before moving on to assist the next resident.

A second caregiver, Stalf O, approached a
resident and asked If the resident needed
assistance in peeling the hardboiled egg. The
caregiver peeled the egg with his bare hands, and
then he placed the peeled egg back onto the _
resident ' s plate. Staff © did not wash his hands |
before assisting the resident with the egg, or
before moving o the next resident he assisted.

|
!

On 7/13/12, at 400 p m. the DN statec that the

- facility did not require caregivers use gloves in the

dining room. She continued, " We stress hand

whrmze ke oy
AL = i ) lv,

change the gloves between residents, s¢ we
stress good hand washing instead "

483 60(b). (d}, (&) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

I ainff ead nlnves thooy moasad sost
LI RN i R O ‘\5!\;}"‘\#\«’: L!!‘r-’} ll}!d’"l, IRRVEY

F 37

F 431
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i
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The facidity must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an

L accurate reconciliation, and determines that drug
i records are in order and that an account of all
controlled drugs is maintained and penodically
reconciled

Drugs and biciogicats used in the facility must be
labeled in accordance with currently accepted
professional principles. and inciude the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable

In accordance with State and Federal laws, the
taciity must stere all drugs and biclogicals in
locked compartments under proper temperature
controls, and permit only authorized personnet to
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for sterage of
controiled drugs listed in Schedule H of the
Comprehensive Drug Abuse Prevention and
Controt Act of 1978 and other drugs subject to
abuse, except when the facility uses single unit
package drug distnibution systems in which the
quantity stored 1s minimal and a missing dose can
be readily detected.

I This REQUIREMENT is not met as evidenced
by

. Based on observation, interview and record
|
|

i

F 431

F431

to LN’s.

in facility med rooms
accessible only to LN’s.

OTC meds — LNs will

-OTC meds have been moved
to med rooms accesgible only

-AILOTC meds will be stored }

-LNs will be inserviced re:

accompany CS person while :
stocking OTC meds in med

CIAASLZRETNE-99Y Previcus versions Obsolels Event i Pz i

oo,
~-DNS will monitor.
-DNS will assure compliance. 8/19/12
|
]
!
i
£
|
| |
|
| i
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Continued From page 46

review the facitity falled fo ensure that access to
medications was #imited to only authorized staft
and did not have a syster in place (o ensure
pharmacy over-site for 1 of 3 medication storage

fareas. These failures placed the resicents af risk )

for not having their medications stored in a safe
manner.

Findings Included:

According to federal guidelines, "authorized staff”
inctude: professicnals that hold a professional
icense or certificate allowing them access o
medication. An assistant who have been
delegated by the facility " s pharmacist as a

: function of their job 18 recognized as authonzed
i staff.

% On 7/9/12 at 10:16 am |, a storage room off the

Medicare dining rcom was observed {o contain 4
open shelves with bottles of various " over the
counter medications " (OTC)on them™ The
room had a desk inside which was assigned {o

- Staff R Staff R reported she was a non-licensed
staff member and had not been delegated by a

pharmacist to have unsupervised access to the
medications.

On 7/9/12. at approximately 1.30 pm | the facility
's Central Supply- Staff Coordinator Job
Description was reviewed for information
specifically regarding access to stored
medications. According to the job description, a
staff member was required a2t 2 minimuem o have
a high schoot diplema. Duties included: ™ to
check nursing storage areas for supplies, arder

rnecassary supplles. including oxygen.
s concentrators, and enterals (tube feeding formula

L
b

F 431

i
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On 7/8M12, at 545 pm the Director of Nursing
f Services {DNS) stated the medications were

- worked the central supply personnel have had

When the DNS and Administrator were asked if
i the pharmacist had delegated Staff R to have

| over-sight of the storage area or for Staff R.

nurses, pharmacy persennel, and those lawfuily

I Procedures it stated, " B Only hcensed nurses.
: pharmacy personnel, and those lawfully

Continued From page 47

and supplies), and o work with vendors and
suppliers to achieve the most cost effective
purchases ... " The job description did not
mention requirements for access fo stored
medications

stored in medication rooms at each nursing
station. " | know that she [Staff R} keeps sealed
over-the counter medications in her office. *© The
NS said that Staff R had been in her position 8
long time. She added, " Everywhere | have

access {o the over- the - counter medications. "

authorized access o the medications, both stated:
that the facility pharmacist had not provided

On 771112, at 130 p.m. the Administrator
provided the " Medication Storage in the Facility
Policy " for review  He stated it was taken from
the facility pharmacy book  Review of the policy
under Procedures read " B Only licensed

authorized to administer medications are allowed
access {o medications, medication rooms, carts,

and medication supplies are locked or atlended

by persons with authorizeg access "

On 7/11/12 at 1:30 p.m., the Administrator
presented the Medication Storage in the Facility

policy
he had located from the pharmacy bock. Under

F 431

|
|
|
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F 431 | Continued From page 48 F 431

authorized to administer medications are allowed |
access to medications, medication room, carts,
and medication supplies are locked or attended
by persons with authorized access. An attached
e-maii from the pharmacy regarding the storage
of over the counter medications only addressed
[ the issue of where the medications could be ;
stored but did not cover who could have ;
authorized access to the storage area. The
medications stored in the rcom off the medicare
dining room were removed.
F 441 | 483,65 INFECTION CONTROL, PREVENT F 441‘
us=E | SPREAD, LINENS

The facility must establish and maintain an ! ]
infection Control Program designed to provide a | ‘
safe, sanitary and comfortable environment and

to heip prevent the development and transmission | 1
- of disease and infection i |
{a) Infection Control Program

The facility must establish an Infection Control
Program under which # -

{1y Investigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as isclation,

! should be applied to an individual resident, and
1{3) Maintains a record of incidents and corrective
Cactions related to infections.

- (b} Preventing Spread of Infection

{1} When the Infection Control Program
fdetermines that a resident needs solation to
orevent the spread of infection. the facility must
isolate the resident.
{2} The facility must prohibit employees with a
| communicable disease or infected skin lesions
i from direct contact with residents or their food, if i

R RS- DEETIONSG) Previcus Versions Obsolets Event 1D PY421 Facilty 107 A1 8200 if continustion sheet Page 4% of 55
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direct contact will transmit the disease
(3) The faciity must require staff to wash ther

hand washing is indicated by accepted
. professional praciice

{c) Linens

Personnel must handle, store, process and

| transport linens so as to prevent the spread of
L infection

by

. Based on observation, interview and record
| review the facility failed to ensure staff

! consistently implemented infection control

the 200 hall.
for being exposed to commuanicable infections
due to cross contamination

Findings included

hands after each direct resident contact for which

This REQUIREMENT s not met as evidenced

measures regarding isolation precautions when
providing care for two residents (#13 & #50) on
This failure placed residents at nisk

Cited residents;
resident #13 1s no longer in
150lation precaution.

All residents;

All residents could be
affected by this practice. The
facility will maintain an
Infection Control Program
designed to provide a safe,
sanitary environment. |

Systems review/education;
Facility will review and
amend how 1ce is passed to E
prevent potential cross
contamination. Staft has
received education re:
Infection control practice and
Cross contamination.
Appropriate staft have been

- water Resident 13 had a sign on her door

On 77912, at 415 pm | Staff Q. a caregiver on
the 200 hall was observed answering a Resident
50" s call light on one side of the hall. That
resident requested fresh ice water. The caregiver
picked up the resident ' s pitcher, and as she left
the resident ' s room with the resident ' s waler
pitcher. At that time, Resident 13 from across the
hail called cut that she too would hke freshce
alerting staff she had an infection that required
special isolation precautions

re~educated regarding
Monitoring:
and complete infection

control rounds.

ensure compliance.

. infection control protocols,

QUM will randomly audit

Responsibility; DNS will

8/19/12
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F 441

i Continued From page 50

Staff O entered Resident 13" s room across the

- hall. stifi carrying the Resident 50's water piicher

i The caregiver then took both of the water pichers
| to the ice machine located in the dining room.
After she filled the two residents’ pitchers, she

1 took both water pitchers back into the Resident

| 50' s room, and then walked across the hall and
delivered Resident 13' s water pitcher. Resident
13" s room had an isolation cart at the doorway,
and a sign posted on the door alerting staff and/or
visitors to see the nurse priol o entering.

Staff £, a licensed nurse, who was caring for the
residents on the hall was asked at4 20 pm on
7/9/12, about the residents who had assigned
precautions in place  Staft E stated Resident 13
was on contact precautions {use of gloves i
! required when handling items potentially

i contaminated with the communicable infection)

At 446 pm Staff Q. the careciver, was asked
whether anyone on the 200 hall was on special
infection control precautions  Staff Q stated, " |
do not know because | have not worked i that
hall for a long while until today. " When asked
how she would normally be informed about
residents with special infection control
precautions in place, she stated she usually
found out by seeing an infection controf cart
outside a resident ' s room and the nole posted
con aresident ' s door. She said that to find out
twhat kind of precautions to use for a resident,

: she would have to ask the nurse assigned o the
resident. Staff () nlaced Resident 50 and other
residents who recieved ice from the faciiity's ice
machine at risk for contracting a communicable
! infection.

F 441

f
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Continued From page 51

Staff O stated, when she had entered the
Resident 13" s room in the 200 hall she had not
noticed the infection control cart or the sign on
the door  She said she did not normaily take
resident use items from one resident ' 3 room into
another resident ' s room. When asked by the
surveyor to demonsirate how the pitchers were

machine that required each pitcher o come in
contact with the front surface of the ice machine
when it was being filled.

On 71312 at 510 pm | the Director of Nursing
Services {DNS) provided the facility's infection
controf records for review. Review of the records
did not reveal trends or patterns of infection

On 7120412, at 1215 p.m.. the DNS stated that
regardless of a resident * s infection status. one
resident ' s personal ifems should not have been
taken into another resident ' s room. She went
onto say, " Itis just not good practice " When

- asked how staff were made aware of what type of
infection control precautions they should use, she
said when a resident was placed on mfection
control precautions, an infection control cart was
| placed outside the resident ' s doorway  She

i stated staff had been instructed {o check with
nursing to see what type of precautions were
needed whenever a cart was placed outiside a
resident ' s door She said that a particular
infection control consuttant she often called on

e - .‘.._..: F— JLL-. O
(S5 vvuut‘\_t 15 OWEIS ‘VCJC'\.‘ =1 a3t ‘:} G

need to know the infection type a sesident had
Using the recommended precautions. and good
hand washing was the key to preventing the
spread of infection

filied with 1ce, Staff Q@ showed the surveyor an ice |

had recommended that staff be informed of what |

Fa41,
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483 75 EFFECTIVE
ADMINISTRATION/RESIDENT WELL-BEING

A faciity must be administered in a manner that
enables it to use its resources effectively and
efficiently to attain or maintamn the highest
practicable physical, mental, and psychosocial
well-being of each resident.

g This REQUIREMENT 15 not met as evidenced

by

Based on observation, interview and recerd
review, the facility falled to administer services
effectivety and efficiently in order to ensure each
resident received the necessary care and
services to attain, and/or maintamn, their optimal
level of physicai, mental and psychosocial

s well-being The "non-smoking facility” admiited

and retained at least 3 residents who actively
smoked. Failure to provide a safe smoking area
with staff supervision for 2 residents (104 & 121},
who were assessed by the facllity as being as
being unsafe to smoke independently. placed
both residents at imminent nsk for harm from
injury while smoking. On 7/13/12, this was
determined to be an immediate jeopardy
situation, which was abated on 7/24/12. In
addition, the faciiity fasied to ensure adequate
Registered Nurse staffing leveis to ensure safe
supervision of resident care and services

Findings include:

Recidents 104 and 121 were both assessed by
the facility as needing supervision while smoking
due to their medical conditions and physical

functioning levels. However even after the

facility identified smoking hazards for these

|

r

F 490

o Fa90

Refer to PoC’s for
F323 and ¥354
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underpants by staff, and the resident was
continuing to have night sweats.  The physician
ordered an ultrasound test to assess the cause of
the resident ' s spotting. The physician ordered
the test on 6/20/12. Staff did not atternpt t¢ make
the appointment for the resident ' s ultrasound
test untd 6725112, five days after the order was
received by the facility The ultrasound was

' scheduled for 6/26/12.

. On 7/2/12, the physician received the results of
L the ultrasound. It indicated the resident had an
endometrial mass, The physician crdered a ‘
referral for a biopsy and work-up o rule out : :
'cancer. !

On 7/17/12, the resident stated she had not had
the biopsy yet, so she did not know anything.
She said " The hardest part is the wating and ;
iust not knowing. " ;

On 7/19/12, at 355 pm._ Staff A alicensed

nurse. stated that some of the licensed staff were |
better than others i foilowing through with
physician orders, such as with making residents’
appointments  She said some of the licensed
staff would receive the physician order, then 3
place the order in Staff A’ s box to follow through
with the order. Staff A stated, she thought during |
the time frame with this order was received. she !
had been on leave a few days. She said when :
she returned to work, she made an appointment |
:for the resident

o
! :
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