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F 000 | INITIAL COMMENTS F 000
Submission of this Response and Plan of
This report is the result of an unannounced correction is not a legal admission that a
Off-Hours Quality Indicator Survey conducted at deficiency exists or that this Statement of
Avalon Care Center - Othello on 05/14/12, Deficiency was correctly cited and is
05/15/12, 05/16/12, and 05/17/12. The survey also not to be construed as an admission
included data collection on 05/15/12 between of interest against the facility or the
7:00 p.m. and 9:15 p.m. A sample of 22 Administrator or any employees, agents
residents was selected from a census of 22. The or other individuals who draft or may be
sample included 17 current residents and the discussed in this Response and Plan of
records of 5 former and/or discharged residents. Correction. In addition, preparation and

submission of this Plan of Correction
does not constitute an admission or

The survey was conducted by: agreement of any kind by the facility of
' the truth of any facts alleged or the
Mara Ryan B.S.W. correctness of any conclusions set forth
Linda Loffredo R.N., B.S.N. in this allegation by the survey agency.
Colleen Daniels R.N., B.S.N. Accordingly, the Facility has prepared
Lilly Park, B.S., B.A. and submitted this Plan of Correction

prior to the resolution of any appeal
which may be filed solely because of the

The survey team is from: . requirements under state and federal law
Department of Social & Health Services that mandate submission of a Plan of

Aging & Disability Services Administration Correction within ten (10) days of the
Residential Care Services, District 1, Unit B .
Rock Pointe Tower
316 West Boone Avenue, Suite {174
Spokane, Washington 99201-235

survey as a condition to participate in
Title 18 and 19 programs. The

! submission of the Plan of Correction
within this time frame should in no way
be considered or construed as an
agreement with the allegations of non-
compliance or admissions by the facility.
~ This Plan of Correction is submitted as
the facility’s credible allegation of
compliance.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that

sther safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

ollowing 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

lays following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
yrogram participation.
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F 242 | Continued From page 2 F 242 lnsgr\/lce' tr_ammg {'ela‘(ed 'to
suppository daily if she felt she needed it and said res}dem.s rights ‘Wh p.amc.umr
she reminded Staff #B of this order. The resident emphasis on participating in
said "this nurse gets mad at me, so | don't even their own medical management.
want to ask anymore." The resident said she did . . _
not ask for the suppository every day, just when 3. Social Service Director or
she needed it. She said her stomach hurt and Director of Nursing and/or
she didn't feel good if she needed it and didn't get designee shall conduct monthly
it. The resident stated Staff #B acted like she interviews with cognitive
knew what was best for her, "when it was her resident regarding resident
body and she knew what she needed.” rights including medical
On 5/16/12 at 11:30 a.m., Staff #C said the management with reporting to
resident's bowel program was always being Administrator.
assessed and confirmed the resident had an 4. Administrator to report
order for a suppository every day if needed. Staff findings at monthly Quality
#C was informed of the resident's concern Assurance Meeting for
involving Staff #B. Staff #C said the nurses are evaluation and follow-up
all aware of the resident's bowel movements and lal p :
patterns and were aware it was the resident's untita fesser frequency is
choice to have a suppository if she felt she deemed appropriate.
needed it.
The facility was aware of the resident’s
ongoing concerns regarding her bowel
movements and did not ensure she had the right
to choose how often she got a suppository, which
affected her quality of life. F3i4
F 314 483.25(c) TREATMENT/SVCS TO F 314
$8=D | PREVENT/HEAL PRESSURE SORES The facility shall continue to
ensure that a resident who enters
Based on the comprehensive assessment of a the facility without pressure ulcers
resident, the facility must ensure that a resident does not develop pressure sores
who enters the facility without pressure sores unless the individual's clinical
does not develop pressure sores unless the condition demonstrates that they
individual's clinical condition demonstrates that were unavoidable: and a resident
they were unavoidable; and a resident having having pressure S(’)res receives
pressure sores receives necessary treatment and treatment and services fo
services to promote healing, prevent infection and necessary freatmen crvice
prevent new sores from developing. promote healing, prevent infection
and prevent new sores from ey
developing. lef f‘/‘l’?’%/ >
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F 314 | Continued From page 3 F 314 1. Resident #5: Nursing staff shall /78/12
: be inserviced by Director of
This REQUIREMENT is not met as evidenced Nursing related to positioning
by: such as floating hee]s., bn(-igmg
Based on observation, interview and record lower back/coccyx with pillows,
review, it was determined the facility failed to changing positions every 2
consistently implement planned interventions to hO_urS to relieve pressure.
prevent the development of a pressure ulcer for 1 2. Director of Nursing or designee
of 2 residents reviewed for pressure ulcers (#5) to review all residents at risk for
in a sample of 22. Findings include: skin breakdown to ensure
appropriate interventions are in
Resident #5 had diagnoses including dementia place. Director of Nursing/
and history of stroke. Review of the assessment designee to observe care
mood, and behavior problems that did not ensure measures are
interfere with care. The resident required N implemented. 1:1
extensive assistance of 2 staff for bed mobility education to be provided by
and transfers. She had a history of a healed Charge Nurse or DON at fime
pressure ulcer in January 2011 and was at risk fd‘g FNAC failure to
for developing pressure ulcers. 0 ]SC(IW‘?ry (l) anu
The resident's care plan directed staff to float correctly implement a
the heels and turn every 1-2 hours while in bed, preventative measure for a
reposition in the chair, and check for skin resident at risk. '
problems weekly. 3. DON to provide education/
On 5/14/12 at 1:45 p.m. the resident was in training to all nursing staff
bed on her back with her eyes closed. During regarding measures to be used
periodic observations between 1:45 p.m. to 3:45 to relieve pressure over bony
p.m. the resident remained on her back dozing. prominences to prevent the
On 5/15/12 during observations between 1:45 development of pressure ulcers.
p.m. and 4:30 p.m., and again between 7:00 p.m. 4. DON to report to Quality
and 9:15 p.m. the resident remained in bed on Assurance meeting monthly
herDbac‘:kv doilng. ion of th Staff 4D the results/findings of weekly
uring observation of care wi a on ounds related t sistent use
5/16/12 at 9:45 a.m., the resident had 2 red areas of Intorvertions 1o e o
prevent the
on her coccyx. Staff #D stated she thought the development of pressure ulcers
red areas were.new. She completed care and " b d fpll
positioned the resident on her back. Por review and 1o OW"uP'hl
During periodic observation on 5/16/12 rocess to continue monthly
between 9:45 a.m. to 12 p.m. the resident until a lesser frequency is y
deemed appropriate. L) 3811
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remained on her back.

At 12 p.m. on 5/16/12 the resident ate lunch
in bed with the head of bed elevated and again
observed between 12 p.m. to 1:35 p.m. remaining
on her back with continued direct pressure on her
COCCYX.

At 1:35 p.m., Staff #C evaluated the resident's
skin. Per record review, there were 2 red areas
on the coccyx with no broken skin (Stage |
pressure ulcers).

During periodic observation on 5/17/12
between 12:25 p.m. to 1:25 p.m. the resident was
again observed in bed laying flat on her back.

On 5/17/12 at 1:25 p.m., Staff #E confirmed
the resident was not positioned according to the
care plan to relieve pressure on the coccyx and
heels.

The facility failed to consistently implement
planned interventions to prevent pressure sore
development.
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