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} Quality Indicator Survey conducted at Sullivan

This report is the result of an unannounced

Park Care Center on 1/2/13, 1/3/13, 1/4/13,
1/7/13, 1/8/13, 1/9/13, and 1/10/13. A sample of
44 residents was selected from a census of 118.
The sample included 31 residents, and the
records of 13 former and/or discharged residents.
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The survey was conducted by:

@ RN, BSN
G R N. B.SN.

, R.N., B.S.N.
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The survey team is from:

Department of Social & Health Services
Aging & Disability Services Administration
Residential Care Services, Dist. 1, Unit B
316 West Boone Avenue, Suite 170
Spokane, Washington 99201

Telephone: (509) 323-7300
Fax: (509) 329-3993
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WR the deficiency.”
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Resident #34 no longer resides
at the facility. The resident
care manager was re-educated
on proper assessment and
interventions to prevent
avoidable weight loss by the
DNS. ,
Resident care managers and
licensed nurses were re-
educated on interventions to
prevent weight loss, proper
assessment and follow up with
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Plan of Correction is .
submitted  as !
required by law. By submitting '
this Plan of Correction, Sullivan

admit that the deficiency listed on |
Center admit to any statements, .
findings, facts, or conclusions that

form the basis for the alleged .
iency. The Center reserves .

usions that form the basis
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Any deficiency statﬁe‘:t?eﬁg Alth an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determlned that

other safeguards pr

Ufficient 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 available to the facxhty If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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F 325 | 483.25(i) MAINTAIN NUTRITION STATUS F 325
ss=D | UNLESS UNAVOIDABLE v ) the resident’s physician who
Based on a resident's comprehensive have significant weight loss.
_| assessment, the facility must ensure that a Resident care managers will do
resident - random weekly audits on

(1) Maintains acceptable parameters of nutritional
status, such as body weight and protein levels,
uniess the resident's clinical condition

residents with significant weight
loss to ensure assessment

demonstrates that this is not possible; and looking for root cause ?f weight
(2) Receives a therapeutic diet when there is a loss and that interventions have
nutritional problem. been added to the residents care

plan to prevent further weight
loss if avoidable. They will
check for any necessary labs

This REQUIREMENT is not met as evidenced needed, MD no_tification, and
by: family notification of weight
Based on interview and record review, it was loss.

determined that the facility failed to ensure weight - . .

loss was unavoidable for 1 of 3 residents (#34) The facility will continue to

who had continued weight loss after he had meet weekly fm: the process

reached his usual body weight. Findings inciude: improvement dietary meeting.
The Director of Nursing and the

Resident #34 had diainoses that included Registered Dietician will review

“& and (- these audits with the resident

Per record review, the resident was able to make care manager for any new ideas

his needs known. The resident no longer resided or interventions that could be

in the facility. added to the resident’s plan of

Per record review, the resident's admission

- t weight loss.
weight on 8/4/12 was183 pounds. The resident care to prevent welg

was described as having 2+ @il a way of The fa.cility will be in
measuring the severity of swelling). The resident compliance by 02/15/2013
had a physician order for an 1800 caloric (D The Director of Nursing and

diet with a fluid restriction.

Per the dietician assessment on 8/9/12, the
resident's usual body weight was 170 pounds.
The resident was at risk for weight loss due to

The Administrator will ensure
correction and compliance.
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having 2+ Gl CHF, and use of 2 WillIR: (a
medication that increases urine and helps
alleviate swelling).

Per record review, the resident weighed 170
pounds on 8/13/12 (a loss of 13 pounds or a
7.1% loss in 9 days) which is considered a severe
weight loss. Nurses notes described the resident
as having continued 2+l until 8/17/12.

On 8/17/12 the resident was reviewed for
weight loss by Staff #A. Per Staff #A, it was noted
the resident had a 12 pound weight loss "related
to fiuid decrease”. He documented the resident
now had trace Q¢ and "this was an
anticipated weight loss. Staff anticipates
stabilization with good intake and resolved
@ ' There were no interventions for weight
loss put in place at this time.

 On 8/20/12, per record review, the resident
weighed 158 pounds. Which was a loss of 25
pounds or 13% severe weight loss in less than a
month.

On 8/23/12, the resident was again reviewed
for weight loss by Staff #A. It was documented
that the resident lost another 12 pounds and
"resident's weight loss is related to fluid
decrease" even though on 8/17/12 the resident
was noted to have trace Gl and they
expected his weight to stablize at that time. It was
once again noted that this weight loss "was an
anticipated weight loss" and "staff anticipates
stablization.” No interventions for weight loss
were put in place.

On 8/29/12, the dietician assessed the
resident due to the resident developing an
unstageable pressure area. It was documented
that the resident's 2+ (Il had resolved which
likely accounted for his 14% weight loss in the
past 3 weeks since admit. The resident now
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weighed 157 pounds. Again, no weight loss
interventions were put into place.

On 1/10/13 at 10:55 a.m., Staff #A stated
residents are weighed weekly and if they
gain/lose 3 Ibs (or 5%) they are then triggered to
be put on their weight loss protocol. Per Staff #A,
the protocol included adding supplements, doing
a 7 day food monitor and notifying the physician.
Staff #A reviewed the resident's closed chart and
confirmed the resident had not been placed on
their weight loss protocol.

The facility was aware of the resident's
ongoing weight loss, however, there was no
further evaluation of the resident's intake or
implementation of interventions to stablize the
resident's continued weight loss after reaching his
usual body weight.
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