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- This report is the result of an unannounced r g
' Abbreviated Complaint Survey conducted at Leon |
' Sullivan Health Care on 06/26/13 and 06/27/13.
- A sample of 3 current residents from a total

| census of 132 residents was selected for review.
i

- The survey was conducted by: 5 ;
‘* MN, RN, Complaint Investigator | : :

' F23-12

Complaints investigated include: J
- #2833626

i

' The survey team is from:

. Department of Social and Health Services

" Aging and Long Term Support Administration
. Residential Care Services, District 2, Unit D

- 20425 72nd Avenue South, Suite 400

Kent, Washington 98032-2388 i | g CENEY
Telephone: (253)234-6000 ‘ | a7 10
Fax: (253)395-5071 \ U
| XS, BT
et B
"s?)ﬁb‘;

e 7/ /03

'Residential Care Services ~ /i Date

LABO RY DIRECTOR' PROVIDE UPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
/ x L / A AOWNSzdne. sl ATKY

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to 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 following the date these documents are made avaitable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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SS=D RELATED SOCIAL SERVICE

- The facility must provide medically-related social
| services to attain or maintain the highest
 practicable physical, mental, and psychosocial
well -being of each resident.

- This REQUIREMENT s not met as evidenced
by
' Based on observation, interview and record
 review the facility failed to provide
‘ . medically-related social services to 3 of 3 sample
| residents (#1, #2, #3) in order to attain or
- maintain the highest practicable physical, mental,
- and psychosocial well-being of each resident.
. This placed residents at risk for inadequate
assessment and coordination of care.

. Findings include;

' RESIDENT #1:
: Record review found that Resident #1 was

' admitted to the faciliti=13 with G and

| On interview 6/26/13 at 4:00 p.m., Resident #1

| reported she had not recelved— :
- medication for a month after admission to the ;
facility. Resident #1 stated she was discharging |
soon, but discharge had been delayed. ’

Review of Resident #1's record found a mental
health consultation report dated 4/22/13
documenting that Resident #1 feared her
roommate was interfering with care, the resident
felt unsafe and had Quul The resident was
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This plan of correction is submitted

as required by Federal and State

Laws.

1. A) It is the policy and practice of
Leon Sullivan Health Care Centerto
provide medically appropriate social
Iservices that help each resident |
,attam or maintain the highest !
p055|ble medical, mental, and i
psychosocial well-being. The policy
further states that each resident

should be provided with

appropriate, safe (fear free) and
secured environment.

B) Discharge planning begins with
admission and goes on until the
resident is discharged or leaves the
facility. The facility believes that
residents should go back to their
.community as soon as possible and
'dose all it can to make the discharge
process go fast and well planned.

éC) It is also the policy of the facility
'that each residents is entitled to

‘have an access to grievance
.procedures that protect their ability

'to speak up about issues that

concerns them. All grievances are

.
A \;" (=
WAV I

v—}
'.‘,’..‘“\»
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. and was restarted on the—medlcatlon ‘
G Medication record review found that
; due to a transcription error, the CHNNEEED vas
madvertently discontinued in March 2013.
| Review of progress, social service notes and
. social service referral book found that staff had
not documented passing on information to the
. social worker about Resident #1's
or feeling unsafe. On review of the
4/22/13 note with Staff A6/27/13 at 9:10 a.m.,
| Staff A stated that generally staff reports resudent 1'
@D and feeling unsafe to the social worker
and he did not know why this was not done. On
interview at 6/27/13 at 12:10 p.m. Staff E said she
. knew that Resident #1 had mental health services
. but did not read any of the mental health note
- documentation (including the 4/22/13 note

~describing Resident #1's Q. = D).

' Progress notes and social work referral records
: show that Staff A passed on a doctor's order for
' discharge planning on 5/2/13. Social work notes
“in the resident record found an initial discharge

, plan dated 3/7/13 and two sentences on a Care

. Conference form dated 5/16/13, which did not

' include the discharge plan. There was no

; documentation of ongoing social work

. coordination of care, or discharge planning.

- Oninterview at 6/27/13 at 12:10 p.m. Staff E
stated that she kept notes in her computer (nota
common electronic record) or in a personal spiral

: bound notebook where notes on all residents
were kept. Review of Staff E's computer records
included only notes from 4/17/13 and 6/3/13
about discharge planning, but nothing related to
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F 250  Continued From page 2 F 250|lmmedlate|y investigated, properly |
' diagnosed with (EREEENEENEND - GENED

.are folders/Note books on every

-exchange between nursing and -

-areas and discourages guess works ‘
.that do not reflect or address the :
' actual issues.
2. A) Medication Error is considered
serious at the facility. All medication |
~should be transcribed correctly,
“administered safely in a timely
“manner per medication

- Resident #1 is treated as a
" medication Variance and thoroughly
_investigated immediately.

idocumented and directed to the
responsible parties.

D) The facility believes that smooth
organized and timely
communication between or among
departments will help improve _
‘quality of services provided. There 7_ 23-/3

‘unit to facilitate information
social services.

E) The facility expects allemployees
to be competent in their assigned

administration policy.
B) Omission of dosage, as with
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F 250 | Continued From page 3

. mental health coordination. These notes (desk
: computer and spiral notebook) were not

' accessible to other staff for coordination of care. _
. Staff E said that Staff F covered for her during |
. Resident #1's Care Conference on 5/16/13 but |
; could not stay for the whole meeting. Staff E '
| acknowledged that documentation of the 5/16/13 |
' Care Conference was not adequate and said that :
' she did not speak to Staff F about the Care ‘
. Conference or complete the documentation

' because she (Staff E) already knew the discharge '
' plan. !

RESIDENT #2: j
- Observation 6/27/13 at 9:00 a.m. found Resident ;
- #2 alert, awake and conversant. The resident '
. stated that she had been in care since August of
| last year. The resident said that she received ‘
 treatments for her medical condition but was very -
-independent with activities of daily living :
- generally, and thought she would just stay at the
- facility for now.

i Record review found that Resident #2 was last ;
- admitted Q12 with multiple medically disabling
- conditions. Review of social work notes found
entries dated 8/28/12 (initial discharge plan),

- 11/9/12 (resident bored- given coloring book) and ;
+ 3/14/13 (may go home soon per psychiatrist). ,'
| There was no documentation of care coordination .
or ongoing discharge plan.

On interview 6/27/13 at 12:00 p.m. Staff E stated

F 250 Because all residents with Similar

Situations are potentially affected by

the cited deficiency on 6/26 &

;6/27/2013, under the direction of -
';ithe DNS, all Nursing staff will be in-

'serviced on:

¢ ' The Importance of correctly

transcribing physicians’ order
and follow up. ’
®
policies and procedures
Potential or actual
consequences of omitted

medications and prevention of

medication errors.

¢ Thorough assessment of

resident’s condition post dosage

or medication omission
[}
~ medication review and
' interdepartmental
.~ communication.
Responsible:
Staff development

Compliance is monitored by the
DNS and discussed in Monthly

Medication administration

The Importance of frequent

F-2313

CQl meetings.
that she had no additional notes regarding _
- Resident #2's care in her desk computer. Staff E | .
~said that social work notes are to be done every | o AT
- 30 days, but she did not write notes for Resident P
‘ ‘ ‘ AT
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| #2. According to Staff E, she had a computer list. - ‘ Social Servi
'to keep track of who needs a note but "evidently | - ocia ervu':es )
' missed some people." Under the direction of the
SIDENT ‘ director Social services, all
. RESIDENT #3: 4 . . .
‘ . . | rkers will be in-
| Observation 6/27/13 at 8:40 found Resident #3 the Soclal workers will be
lying in bed. The resident stated that she had , serviced on: :
' been at the facility 2 1/2 weeks. The resident ! e Thorough and resident ;7_23_,3
; tearfully stateq that she was told yesterday by specific assessment and care |
. staff that her insurance ran out and she had no | ;
: place to go. "l guess I can go to a shelter." plans
5 . ¢ Discharge planning and
! Recqrd review found that Resident #3 was care conferences
- admitted Q3 for care related to a medically izational skills and
. disabling condition. Review of social work notes * Organlzat.lona skills an
~found no documentation of an initial assessment documentation.
Olf social neegs or docturtpentaftion of dischar?e e inter departmental _
| planning, or documentation of any conversation o . . '
regarding benefits. communication /information
; _ exchange |
Ohn intherviewke/%7/t:13 at 1%10 p.mt. Séaff Ebsta;eg ‘ e Coordinated and accurate
that she spoke to the resident yester ay, but ha . _ .
- not written documentation yet. Staff E stated that grievance '°g_ each unit
~she was gone from Gl to @F/13 when should have its own
| Resident #3 was first admitted, so one of the grievance log.
other staff should have done the admission |
; X g nd as
: assessment and documentation. Staff E did not * Quarterly, annual a
- follow up to be sure the work was done for the needed assessment and _
" benefit of the resident. ‘ documentation that reflect
: : specific resident’s physical,
INACCURATE ASSESSMENT: ‘ tal h cial needs
The standardized tool to evaluate cognition for men ? » PSycho so .'a o
- the MDS is called "Brief Interview for Mental The director of social services
- Status” or BIMS. Residents can attain a will also identify the
~maximum of 15 points if all items are scored at
, the highest level.
“Review of Resident #2's BIMS tool completed by v
. ‘ 2 £ 5%
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' need to be adjusted.

- MISSING BELONGINGS:

- Facility policy stated that residents or
representatives may file a grievance at any time.
' The social worker assigned grievances to the
approprlate department which investigated
grievances and developed solutions. The social
. worker was responsible to maintain a log and
“report on resolution of grievances (such as
mlssmg belongings).

' On interview 6/26/13 at 4:00 p.m., the resident
“reported she was missing clothmg items and
‘reading glasses. Resident #1 stated that she was
- working with Staff E on getting reimbursed for the -
glasses but this had not happened.

'Review of Resident #1's record found no

- documentation regarding missing belongings.

' Record review found there was no separate

‘ grievance log for the 3rd floor residents. Review
- of all facility grievance logs found no

documentation of Resident #1's missing

- belongings.

On interview 6/26/13 at 5:00 p.m. Staff E stated
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F 250 Continued From page 5 . F250 .
- Staff E on 3/14/13 found that the resident score T edu.catlonal n(.eeds of each d
‘was 17 (two points higher than the maximum social worker in general an
score for an alert, awake, oriented person). in the area of cognitive
Onint 6/27/13 at 12:20 p.m. Staff £ stated ° assessment tools, their
n interview a p.m. Staff E stated :
that she did not know the maximum score fora mterprejtatlons ar\d .
| BIMS test. Staff E said that she thought the appropriate application in
' score was used to tell the nurse or doctor at the particular. The indentified
i pharmacy meeting so they would know if , needs will be addressed '
' medication doses needed to be reduced. StaffE | . . . |
- said the higher the score, the more medications | immediately — will educate 1-2313

the social services
employees.
Responsible: Social services
director ,
Compliance will be monitored by the |
‘Administrator and discussed in a ;
-monthly CQl Meetings.
'Actions being taken/already taken
‘Resident #1 is being assessed by
'DSHS and will be discharging soon.
Medication variance, missing items
and fear of safety (resident #1) are
being investigated. The Investigation
of alleged verbal abuse by the
' roommate has been completed.
- Resident #2 is independent with
activities of daily living but has some
-~ critical medical issues that require

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: PRVY 11

Facility 10: 11300 » sdﬂg@mtinuation sheet Page 6 of 7




DEPARTMENT OF HEALTH AND HU' ™~ N SERVICES
CENTERS FOR MEDICARE & MEDILAID SERVICES

PRINTED: 07/03/2013
FORM APPROVED
OMB NO. 0938-0391

glasses and replaced them but did not log the
+loss per facility policy.
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‘ : i i |
' that she did not keep a grievance log for 3rd floor ' ;24 hOl,"s care. She is scheduled for |
 residents, but if she did have a grievance, she ‘! a surgical procedure. |
- wrote on the floor 2 grievance log. Staff E said | Resident #3 will be assessed for i
that tge purpose of ltrge grievance log was to ipossible Medicaid eligibility or other
' provide a paper trail for missing items. ‘ . o1
‘ P pap 9 ‘benefits that can help facilitate the
' Staff E said that she knew about Resident #1's ' discharge process or pay her bill.
| missing clothing but the resident told her that the Completion Date. 7/23/2013
| clothing was old and she did not know the value
- s0 she did not log them. Staff E said that she 1 : j
" knew about Resident #1's missing reading i ' ?‘23-/3
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