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oy st o ; The statements made in
is report is the resulf of an unannouncs : . L
I Off-Hour Quaiity Indicator Survey conducted at this piar:iof.(,qrrect;on ‘.ﬂe
Stafford Heaithcare on 12/13/12, 12/14/12, not an admission of guilt
12/17112 12/18/12, 12/18/12 and 12/20/12. The and do not constitute an
survey included data coliection on 12/14/12 from agreement with the alleged
4:45 a.?m :odS%OO am. A sam;;!g@ofTahO readeints deficiencies. This plan of
was selected from a census of 98. The sample VT .
included 28 current residents, the racords of two cotrection 1s being .
former and/or discharged residents, and two comg'}leted because it is
supplemental residents. required by law.
i
Survey team members included:
Jennifer Alley, MSW
Lisa Foster, RN, MN
Kathy Wrynn, RN, MN
N
o
The survey team is from: @ 5,
Department of Social and Health Services - e
 Aging and Adult Services Administration S ,%@%
| Residential Care Facilities Region 2, Unit F =
20425 72nd Avenue South, Suite 400 _
Kent, Washington 88032-2388 it
(*""’ﬁ%\‘ i
Telephone: (253) 234-6000 ¢ %
Fax: (263) 385-5070
| - ,I :"E . fﬂ - , e
Jl e . fhr CijOA[) R
Residential Care Services |
LEBORATORY DIRECTOR'S OR F’RCV FF/%UHFLF? REPRESENTATIVE'S 51G NATURE L TITLE =(>:63 ATE
/ . .
XY or JIFS e lvim Steador _____J= 1113

Ly deﬁcuercy statement end ng with an asterisk (7) denotes a deficiency which the institution may be excused from correcting providing it is defermined that
cther safeguards provice sufficient protection to the patients, (See instructicns.) Except for nursing homes, the findings stated above are disclosable 90 days
c\hcwmg the dete of survey whether or not a plan of correction is provided. For nursing homes, the above ;mcﬁ ings and ptans of correction are disclosable 14
cays following the date these documents are made avallable to the facility, if deficiencies are cited, an approved plan of correction Is requisite to continued

program padicipation.
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F 166483 10(f)(2) RIGHT TO PRCMPT EFFORTS TO F 166 ”Q_. HS
§8=0 | RESOLVE GRIEVANCES The deficiency related to g

| Based on inferview and record review the facility

cInaninterview on 1271812 at 924 am., Staff D

; laundry, nursing and social services, and were to
| leave the report on a clipboard at the nurse's

Aresident has the right fo prompt efforts by the
facility to resolve grievances the resident may
have, including those with respect to the benhavior
of other residents,

This REQUIREMENT is not met as evidencead
by:

failed to ensure resident grievances were
promptly acted upon for two (#s 73 and 15) of
three residents reviewed for missing property.
This failure prevented residents from using their
own property and had the potential to cause
emotional distress. [n addition the facility failed to
complete andfor update resident inventory lists
which impaired the facility’s ability to resclve
grievances.

Findings include:

described the facility's Missing Property
procedure. The staff member who received a
report of a missing item was responsible to fill out
a LosYMissing items Report; were to notify

station. Staff D said she checked the cliphoard
daily, picked up the Reports, talked with the
resident/family member to determine how long
the item had been missing and began an initial
search. If the item was not found, Staff D wouid
then contact the resident/family and offer
reimbursement if appropriate, Staff D said whan
resolved, the completed Reports were filled in a

F-166 has been corrected
in a lasting and timely
manner by in servicing
staff related to timely
resolution of missing
property. Resolution tor
resident’s #732 and #15 has
been completed. Social
Services Director will
monitor for compliance.
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F 166  Continued From page 4 g F *66:
inan inferview on 12/19/12 at 8:38 am. Staff D
said Resident #15 regularly ordered clothes from | |
catalogs, did not put her name [nthem and did | !
not add the items to her inventory list. Staff D
stated she heard about the missing robe in 3
October and had been looking for it. She stated, "“\1@"\\’
| guess we need to replace it @ﬁi‘k
3 "
Simifar findings were identified for Resident #156 ng f}::;@’
who reported two rings missing. The Personal @ A0 ) (\&;
: Effects Record located in her chart was signed by z};?u”"* %0}0
- staff, but not dated. It was not dated or signed by < el
E the resident or her responsible party. The eg,?w\
‘ inventory listed two rings, but did not describe %%\?@
{ | them other than to note "vellow and white". The g}%
| lnventory did not identify ali of the clothing and
| personal items observed in the resident's room
on 12119112,
The facility investigated the missing rings and
| determined the resident retained posseassion of
the rings listed on the inventory. The facility e Yo
concluded "ltems she claimed missing werg not The deficiency related to ‘;l =13
listed on inventory... there is nothing to validate F-272 has been corrected
her accusation... Action taken: closed.” in a lasting and timely
_ _ manner by in-servicing the
In an interview on 12/20/12 at 11.00 a.m., the licensed nurses completing
Administrator explained residents often admitted ! ehensi
with very few items and family would bring items the compmmnswg
over the next few days without notifying staff. He assessment regarding
stated there was no process to periodically accurate coding of the
update inventory lists. Failure to ensure resident's MDS. Cited MDS coding
| items were accurately accounted for placed them . N .
I at risk to to not have missing items refurned or cxamples have been
replaced. corrected. The DNS and
4 ADNS will monitor to
F 272 483.20(b}1) COMPREHENSIVE F272 ensure compliance.
55=0 | ASSESSMENTS
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The facility must conduct initially and pericdically
a comprehensive, accurate, standardized i
reproducible assessment of each resident's i
functional capacity.

A faclity must make a comprehensive
assessment of & resident's needs, using the
resident assessment instrument (RAI) specified
by the State. The assessment must include at
least the following:

i ldentification and demaegraphic information;

Customary routine; @
Cognitive patterns; @@
Communication; ‘ @@
Vision; 4@/‘

-

Mood and hehavior patterns; & g(--’&\ ‘ Be
Psychosocial well-being; N A @0‘\
Physical functioning and structural problems; N &
Continence; Pﬁ'ﬁ
Disease diagnosis and health conditions; \?@%

i Bental and nutritional status; @g\%

l Skin conditions; o

| Activity pursuit;
Medications;

Special treatments and procedures;

! Discharge potential;

Documentation of summary information regarding
the additicnal assessment performed on the care
areas triggered by the completion of the Minimum
Data Set (MDS); and

Documentation of participation in assessment,

; i
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; This REQUIREMENT is not met as avidenced
: by

Based on observation, interview and record
review the facilify failed to accurately assess
three (#s 85, 213 & 185) of three residents
reviewed for dental status and two (#s 8 and 83)
| of three residents reviewad for skin conditions.
Faiiure to accurately assess dental and/or
swallowing status and skin conditions placed
these residents at risk for unidentified and/or
unmet needs.

Findings include:

DENTAL STATUS

RESIDENT #65

On 12/17/12 at 9:26 a.m. Resident #65 was
observed with only three lower right testh.
Resident #55 said °I have no teeth. | have them
{dentures), but they don't fit anymore, | need 3
new one.”

According to the 03/14/10 Self Care Deficit Care W@@

Plan (CFP), the resident had upper dentures. The

10/13/12 Nursing Care Directives indicated the ?\\‘EA
resident had her "own teeth, missing severai”, a\%
"dentures/bridge not used” "has deniures, q\f:} %
refuses please encourage”. ‘3?@3 e 5
&‘%\@@Q

The Oral/Dental Status section of the 10/01/12 %N\Ek ~
Minimum Data Set (MDS) did not indicate the S

et

resident had ioosely fitting dentures, no natural
feeth, or parts of teeth,

The 10/13/12 Nursing Quarterly care plan review
indicated the resident "is missing most of her
natural teeth, have dentures which she has been

| i
FORM CMS-2567(02-88) Previous Varsions Obsolste Event 1D GTB111 Facility 1D WAXETD0 If continuation sheet Page 7 of &0
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refusing for years now, has denied any painor |
discomfort”. 1

In an interview on 12/18/12 at 1:28 p.m. Staff &
said she compieted the MDS and " know she ]
had dentures which she refused and so doesnt
wear dentures.” Staff E stated, "She'll tell you she
doesn'twantit, she won't give any reason, she
| says no discomfort”

In aninterview on 12/18/12 at 1:.46 p.m. Staff
stated she would expect the MDS to have
reflected the resident's dental status, in this case
as having loose fitting dentures.

RESIDENT #2413

Observation of Resident #213 on 12/13/12 at
11.52 a.m. revealed her let! upper tooth was
chipped. According o the resident's family
member at that time, the tooth was part of a

| bridge that had been broken for "several years”, . @@
! H !
The Qral / Dental Status section of the 11/12/12 @@@X
MBS did not identify the "broken or loosely fitting .
fult or partial denture (chipped, cracked, % 1%\5 ]
uncleanable or iocse)." \.;i;:j‘\\ A |
% E\Q@
According to Staff G on 12/20/12 at 9:.05 a.m., @Q%?‘eg
she did not recall seeing a chipped partial front ] W,g)%?’&
tocth when she conducted the resident's @%‘r\%

assessment. She acknowledged if a foothon a
bridge was chipped it should be coded. Staff G
| stated she would observe the resident and
srovide additional information if appropriate. No
further information was provided.

| SWALLOWING
! RESIDENT #185
1

FORM CMS-2567(02-68) Pravious Versions Obsclete Event [D: GTBE111 Faciiity 1D; WAXB700 If continuation sheet Page 8 of 50
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wound and physician's orders for the treatment
and stated "that is not the feet". She stated the
MDS was inaccurate zs the resident did not

receive treatment. to her feet. ) «WXE
| RESIDENT #83 @@@\Q&

In an interview on 12/14/12 at 10:07 a.m. Staff H o
said Resident #83 had a Stage |if pressure ulcer . ,ﬁ\s:) 1?)'\3
located on the coccyx. :@&‘a ’

The 09/13/12 Nursing Assessment noted two
open areas, one on the left and one on the right )
buttock. The assessment did not note a stage for ! 's‘i{,)%ﬁ
either wotnd.

The 08/19/12 MDS assessed the resident as
having two Stage |l pressura ulcers present at
admission with an onset date of 09/13/12.

The 12/05/12 Wound Assessment indicated the The deficiency related to J-1-1 3
resident was "admitted with unstageable wound o1t . X
that when base was clean was consistent with a F-279 has been corrected

stags 111" Tha 12/12/12 Wound Assessment . in a timely gnd '13‘5?&1‘}%
indicated the pressure ulcer was on the resident's ' manner by in-servicing the
coceyx with an onset date of 8/12/12, prior to ; multi-disciplinary team to
admit.

care plan development and

in an interview on 12/18/12 at 2:52 p.m. Staff F updating. Cited examples

said the skin sheet she obtained the data from | for residents residing in the
inaccurately noted the wounds as Stage I, facility have been
however the MDS should have been coded as corrected. The nurses

‘unstageable”. completing the MDS’s will

F 279 483.20(d), 483 20{k)(1) DEVELOP F 279 review the care plans for

s8=E£ | COMPREHENSIVE CARE PLANS accuracy. The ADNS and
DNS will monitor to
A facility must use the resuits of the assessment ensure compliance.

 to deveiop, review and revise the resident’s |

|
FORM CMG-2567(02-89) Previcus Versions Obsclste Even: [3:GT8111 Facilty 10 WAXB700 if continuation sheet Pags 10 of 580
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comprehensive plan of care.

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

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial wel-being as required under
§483.25; and any services that would otherwise
be required under 8483 25 but are not provided
dug to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT s not met as evidenced @
by WE’
Based on observation, interview, and record @Q‘\g
review, the facility failed {o develop and/or revise \:5
comprehensive care plans for 11 of 28 sample o A‘@t%‘j} “{ﬂ
‘residents (#s 68, 12, 213. 263, 150, 131, 260, 83, s A
186, 154 & 73) reviewed. Failure to establish %%@@ﬂ“
care plans that accurately reflected assessed s
care needs relfated {o dialysis, nutrition, ! %iﬁ)
communication, dischar fanni itioni ’ ~ @%ﬂ
: ge planning, positioning &
and dental care placed residents at risk to receive
less than adequate care,

Findings include;

RESIDENT #69 . : !
DIALYSIS
: Review of Resident #69's chart revealed she left [

FORM CMS-7587(02-99) Previous Versions Obsolele Event i GTR1H Facility {0 WAXET00 If continuation shest Page 11 of 50
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the facility three fimes a week to receive dialysis,
The resident's diet was upgraded tc mechanical
soft on 12/03/42.

Review of the resident's care plans (CP) revealed
no care plan which clearly identified contact
information for the dialysis agency. According to
Staff H, the name of the dialysis center was taped
to the wall behind the nurse’s station and writtan
on the Medication Administration Record, but was
nct on the CP.

The Nutrition CP identified "provide high protein
diet, maintain protein {(greater than) 3.5." In an
interview on 12/18/12 at 916 am. Staff H stated
the resident received a renal diet. Staff H further
stated the CP was "incorrect, shewas noton a
high protein diet". She also stated the CP dig not,
but should, reflect the resident's change to a "
mechanical soft diet.

Staff N, the Registered Dietitian, stated Resident
#69 received "a personalized high protein dist”.
Staff N also stated the resident "was not one to
follow a renal diet”. The resident’s diet was not
clear in the CP, as staff were unaware of the
offering of high protein items and the refusal to
follow a renal diet,

Aceording to dialysis labs dated 08/12/12, a goal
was identified that the resident's albumin be at
"4.0 or above". These labs alsc noted the
resident's "dry” weighi was 39.5. The comment,
"your body wi when you are not carrying exira
fluid. This is the wt you should be af the end of
vour dialysis treatment”, did not have a goal
welght listed, Neither the atbumin level or dry
weight goal were identified in the resident's
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ccomprehensive care plan,

Observation on 12/18/12 at 11:01 a.m. revealed

two band aides on the resident's upper right arm
shunt site. There was no CP directive for the
application or monitoring of bang aids to the
shunt site.

According to Nursing Care Directives, aids were
directed. "No biood prassure (bp) check to both
upper arm... check bp to lower arm”. The
“Alteration in Genifourinary / Gynecological
Status" CP directed staff "no bp or blocd draw

i from (right) arm where shuntis.” in an interview

on 12/18/12 at 11:056 a.m., Staff H was unable to
explain why staff were directed not lo obtain a
blood pressure on the left arm as "that is not
where the shunt is".

RESIDENT #12

Review of weight records for Resident #12
revealed a loss of 8.1% of his body weight
between admission and 30 days after admission.
Review of progress notes revealed the resident
had diagnoses that included edema and c-diff. In
addition, the resident received an antibiotic for
sternal osteomyelitis.

According to the Alteration in Nutrition CP, the
resident had a potential for weight loss, however
the actual weight loss was not identified or
addressed. This CP did not identify the resident's
infections as a risk factor for weight loss.

in an interview on 12/19/12 2t 2:10 p.m., Staff M
stated the CP should have reflected the identified
weight loss and the resident’s diagnoesis of ¢-diff
as a possible contribuling factor to weight loss.

i
|

|
|

1
!

1‘
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RESIDENT #213

The 11/07/12 Alteration in Genitourinary /
Gynecological Status CP, reviewed on 12/20/12,
identified a goal that the resident's Foley catheter
was to be patent and infact. Interventions
tincluded the diagnosis that required the catheter,
| the type of catheter in use and directions for staff
to provide catheter care and check its function
every shift.

According to physician's orders, the catheter was
discontinued on 12/12/12. The CP was not | ;
i updated to reflect the resident's current status. |
| RESIDENT #263

| The 12/04/12 Alteration in Communication CP
identified the resident’s primary language was
English. Nursing Care Directives identified the
resident's primary language was something other
than English and that he spoke "Some English.”
The 12/08/12 MDS identified the resident neaded
| or wanted an interpreter due to his preferred
language was not English,

The 12/04/12 Discharge Planning CP did not
Identify barriers to the resident's discharge. it alsc

| identified a2 self medication program as an @
| intervention. ! ! @EW@

[ an interview on 12/18/12 at 2:18 p.m., Staff 0

stated the resident was scheduled io discharge \ »\5 ’m\‘})

on 12/21/12. She stated he was not on a self Jp ,
medication program and acknowledged the ‘ %@g\@“
barriers o discharge intervention had not been %Ngﬁ% 1
completed. She also sizted while Resident #263 | @%ﬁgiﬁ\g

understood and speke some English, it was not
his primary language. Staff O acknowledged both |
| care plans were inaccurate. ' E
| | |
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from 12/01/12 to 12/18/12. In an interview on
12/18/12 at 11:04 3. m., Staff H stated "they are
not doing it every shift, they shoutd be checking
the site every shift".

According to the Alleration in Genftourinary Status
1 CP, staff were directed to perform "post dialysis
asgessment for low BP (blood pressure),
dehydration, bleeding.” There was no indication
in the resident's record this was done. Inan
interview on 12/18/12 at 11:55 a.m , Staff H
stated, "It doesn't look like we are doing that"

This CP also directed staff to "review weekly
dialysis report for lab, meds, transfusion give at
dialysis”. Review of the resident's record
revealed labs fram dialysis that were performed
on 12/06/12 and faxed to the facility on 12/07/12.
Inan interview on 12/17/12 at 2:01 o.m., Staff H
confirmed there were no dialysis documents in
the resident's chart after 12/05/12 although she i
was unable to explain why they had not been
received or requested,

Failure to consistently moniter the resident as
directed in the care plans placed her at risk for
| complications related fo dialysis and an

| unidentified decline. ECE‘WE@

RESIDENT #8 . ‘
Observation on 12/14/12 at 12:08 p.m. revealed ,\;-) ?,%)\?j
Resident #8 with a loose gauze dressing on her ‘EN\% '

|left lower leg. "

| S Redor
A physician's order, dated 11/30/12, directed staff @gﬁﬁfpﬁﬁ

to cleanse the resident's "left lateral distal lower
. leg”, apply medihoney and cover with gauze.
December physician's orders directed staff to

i
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i A nursing facility must not admit, on or after
January 1, 1989, any new residenis with: j
(Y Mental liness as defined in paragraph {m)(2)
(i} of this section, unless the State mental health
authority has determined, based on an
independent physical and mental evaluation
performed by a person or entity other than the
State mental health authority, prior to admission;

(A} That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility,
and

(8} If the individual requires such level of
services, whether the individual requires
specialized services for mental retardation,

{ii) Mental retardation, as defined in paragraph !
{m{2)(i) of this section, uniess the State mental
retardation or developmental disability authority
has determined prior to admission--

(A} That, because of the physical and mental
condition of the individual, the individual reguires ;
the level of services provided by a nursing facility; | !
and '

(B} If the individual requires such level of
L services, whether the individual requires
specialized services for mental retardation, @@@

For purposes of this section: @Q@
{1y An individual is considersd to have "mental | "

iness” if the individual has a serious mental a\\{) ?53

liness defined at §483.102(b)(1). A
(i} An individual is congidered to be "mentally

retarded” if the individual is mentally retarded as %N?@}%

defined in §463.102(b){3) oris a person with a %\%QP@

refated condition as described in 42 CFR 1008, oo
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Findings include:

RESIDENT #94

In an interview cn 12/17/12 at 10:13 a.m., Staff H
stated the resident had a coniracture to the right
hand and, "maybe the right foot"

Observation on 12/17/12 at 10:14 a.m. revealed
the resident had a built in roll on the right arm rest
of her wheelchalr but her hand was not placed on
it. A splint was noted on the right foot, however no
splint was noted on the resident's hand.

The Restorative Assessment / Referral, dated
02/29/12, indicated the resident had a hand
contracture and required splinting and upper
extremity passive range of motion "primarily on
{right) hand",

Recerd review revealed no restorative summary
after 7/12.

Review of November resiorgtive sheets revealed
the resident did not consistently receive the @
services directed by the restorative aide sheets, TN

It aninterview on 12/19/12 at 1:01 p.m., Staff R Cj@)

was unable to explain why, for the month of @
Novamber, the resident participated in the parallel Ay 6,
bars only twice and the omnicycie only once. W Aot

inaninterview on 12/19/12 at 1.23 p.m., Staff M
stated the former restorative director left the ,
facility in October, Staff M stated she had been @%‘f\%
reviewing the assessed programs and attempling
to determine the programs as written. She stated

it had been difficult to determine what the resident
was assessed to require based on previous
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i summary, had not consistently received the
program she was assessed {0 require, and the

. of motion and strengthening.

restorative notes. Staff M explained each resident
who received an RNP should have a care plan
that included measurable goals and detailed,
specific interventions. In addition, a quarterly RNP
review should be completed for each resident on
an RNP. Staff M further explained the Care Area
Assessmeant (CAA) should address all portions of
the KNP, including goals. She acknowledged
Resident #94 did not have a quarterly RNP

CAA did not address the program completely.

In an interview on 12/20/12 at 11.02 a.m., Staff M
sfated the Restorafive Assessment / Referral was
incorrect, the resident did not have a contracture
to the right hand. Staff M further stated despite
the inaccurate assessment, the resident
continued to require the RNP program for range

RESIDENT #186

In an interview on 12/13/12 at 2:25 p.m., Resident
#186 stated she pariicipated in "a restorative
program. Dressing me and range of motion
masily everyday.”

The Impaired Physical Mobility care plan
indicated the resident was {o receive a restorative
program six times a week for upper extremity
passive and active range of motion. She was also
noted to requirg splinting, which the care plan
indicaied she refused.

Review of the Restorafive Record for November
2012 revealed Resident #1868 participated in an
RNP three to five times a week, not the six she
was assessed to require. There were no
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documented refusals. The December 2012
Restorative Record indicated the resident
received the RNP five fimes a week with no
documented instances of refusal,
The 11/07/12 Quarterly Restorative Review iy
indicated Resident #1586 received a restorative - \‘fgﬁl\ 4
| program for ambuiation and active and passive ‘R\}éﬁ
trange of motion. The review noted the resident . %\’3
participated in active range of motion exercises, ol ’\%} L
the emnicycle, and ambulation. This review also N ‘,0@&
neted "per restorative staff her splint program is | %%@%“
on hold per skilled therapy orders. Restorative will | v
coniinue with above exarcises to help to keep her @3&\?‘{}%
o . ) ol
joints and muscles flexible to decrease stifinegs U
In an interview on 12/20/12 at 11.30 a.m., Staff M
acknowledged the resident did not receive the
RNP six days a week as she was assessed to
require, She also stated it was unclear whether
the resident refused splints or if the splints were
i'on held". Staff M stated she planned to review _ .
and revise all of the restorative programs but had The deficiency related to
not yet done so. F-364 has been corrected
: in a lasting and timely
F 364 1 483.38{(d){(1)-(2) NUTRITIWVE VALUE/APPEAR, F 364 manner by in-servicing the A1 3
s$5=F | PALATABLE/PREFER TEMP dietary staff on food
Each resident receives and the facility provides temperature and food
| food prepared by methods that conserve nutritive preferences. The Dictary
value, flavor, and appearance; and food that is Manager or designee will
palatable, attractive, and at the proper monitor to ensure
temperature. . .
compliance and wiil
review with the Resident
I This REQUIREMENT is not met as evidenced Quality Assurance Food
by Committee,
Based on observation and interview it was
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determined the facifity failed to ensure residents
recelved food that was served at appropriate
temperatures and and palataile. Fourteen (#s 80,
104, 131, 231, 185, 15, 84, 83, 8, 83, 82, 150,
135 & 107} of the 31 residents interviewed during
Stage 1 voiced concemns about the temperature,
taste, or look of the food served. These fallures
placed all residents at risk for decreased quality
of life, compromised nutritional status and weight !
loss.

Findings include:

During inferviews in Stage 1, residents expressed
a variely of concerns related to the food served,
rorexample, on 12/13/12 at 2:38 p.m. Resident
#80 stated food served was "someatimes it's cold,
sometimes warm, never hot" Cn 12/17/12 at
10:08 a.m., Resident #84 stated "sometimes it's
{the food) not hot... its’ more on the cool side.” On
12/14/12 at 8:06 a.m., Resident #15 stated the
food was "cold a lot of times." She further stated
"If twas hot, I'd eat it better " In an interview on
12M138/12 at 2:07 p.m., Resident #1371 stated "lIt's
bland. Very basic. Not much flavorto it On

1211712 at 10:27 a.m., Resident #104 said the
focd was often "bland * Resident #82, in an a\@ﬁ‘@
interview on 12/17/12 at 8:34 a.m. stated the food | %@@\%ﬁ
was sometimes "cooked il if's mush and other ; i oy
things are half cookad.” | l gh“é‘j’.{,\«‘

L (:“& T gk
A test tray was requested during the funch meal 5 A %ga@@@@
on 12/18/12 on the 300 unit. Temperatures taken : ?‘f&
once the last resident was served included juice %1?‘@%

at 80 degrees Fahrenheit (dF) that was barely ' ] @%@
cool and milk at 52 dF. In direct contrast to the ’
mechanical soft meai, the pureed mesat was
noted fo be bland and the pureed vegetable
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lacked seasoning. The temperatures werg shared ;
with Staff N, the Registered Dietitian, at that time. 3
el
. . - 11‘\:\%\\)%)\
An additicnal test tray was requested during the “(\ﬁf‘/t\»
breakfast meal on 12/20/12 on the 300 unit. At i .
8:41 a.m. the following temperatures were noted: ¢ ‘?{3‘;\‘3
milk 51.1 dF; apple juice 56.2 dF; and pureed oy o
french toast 129.4 dF and bland. The regular 9 Goo
texture french {cast was noted to have a %Q% ek
1 cinnamon flavor which was not discernable in the ~1pr§
puree. w%%%
i Staff N, requested an additional carton of milk be
delivered from the frayline. She confirmed the
milk was 50 dF. In an interview on 12/20/12 at
8:49 a.m. Staff N stated the milk should be in the
low 40 degree range, "like 42 to 43 degrees " The deficiency related to
Staff N stated the milk tested might have had F-412 has been corrected
elevated temperatures "because when they set it in a lastine and timely
on the tray the milk is against the (heated) pellst.” =, i
manner by in-servicing
F 412 | 483.55(0) ROUTINE/EMERGENCY DENTAL Fa12 staff assigned to arrange 2113
ss=F | SERVICES IN NFS dental services to ensure
appointments are timely
The nursing factlity must provide or obtain from and to ensure that consent
an outside resource, in accordance with R .
§483.75(h) of this part, routine (to the extent for dental treatment is
covered under the State plan); and emergency signed by the person with
dental services to meet the needs of each legal authority to do so.
resident, must, if necessary, assist the resident in Cited examples for
making appointments; and by arranging for ] NSNS ESR
transportation to and from the dentist's office; and reS}d'ents rcy*suhng in the
must promptly refer residents with lost or facility have been .
damaged dentures to a dentist. corrected. The Medical
‘ Records Supervisor will
» ‘ : , monitor to ensure
;—;ES REQUIREMENT is not met as evidenced compliance.
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resident was observed with only three lower right
teeth to which she commented, "That's all.”

The 10/13/12 Nursing Care Directive indicated
the resident had her own teeth but was missing
several, had denfures/bridge that was not used,
and had dentures she refused, "pleasse
encourage.” The 03/14/10 Alteration in Nutrition
care plan {CP) included an intervention to
“encourage res(ident) to wear dentures, resident
declines to wear."

The 10/13/12 Nursing CP Quarterly Review noted
the resident "is missing most of her natural teeth,
has dentures which she has been refusing for
years, has denied any pain or discomfort. She is
on a... mechanical soft diet with thin liguids, and
has not had problems with chewing or
swallowing.” The review did not address why the
resident refused her dentures,

Record review revealed a Dental Services
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Based on observation, interview and record
review the facility failed {o ensure routine dental
services were provided for two (#s 85 and 185) of
three sample residents reviewed for dental status |
and one supplemental resident (#73). This failure |
placed the residents at risk for inadeguate '
nutritional intake, weight loss and gum disease.
Findings include: WY(@
Refer to: CFR 483.10{{}(2), F166, Resoive @‘AC\)%
Grievances @\
. %\‘ﬁ
RESIDENT #65 sy 4D T ‘
In an interview on 12/17/12 at 8:26 a.m. Resident | Wt A00
#6 said "l have no teeth. | have them (deniures) ) {}%w}%
but they don't fit anymore, { need a new one." The %swﬁﬁ
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Authorization dated 08/02/09. Review of Dental |
Consult notes dated 09/10/09 revesled the :
resident was assessed {o require a cleaning, four

teeth extracied, & lower partial denture and a new

matching upper denture. The extractions ]
occurred 03/01/10 and the cleaning on 08/10/10. |
There were ne further dental visits in the
resident's record nor evidence the need for new |
dentures was pursued.

December 2012 physician orders noted the
resident was to receive a mechanical soft diet. In
addition, it was noted, "May see hygienist iast
seen on 8/10/10" and "May ses house dentist
refused on 1/13/12."

In an interview on 12/19/12 at 1,08 p.m. Staff P
said if a resident refused dental care she reported
the refusal to nursing. Staff P provided a progress
note written G1/13/12 "Resident stated nothing
wrong with teeth, would like to use dentures, but
doesn't want to see him now. Will try again next
month 2/2013." Staff P was unable to provide any
indication why the resident refused fc see the
dentist, nor evidence the resident was offerad »\@

dental services since as planned. :
p pCH

| RESIDENT #185 B

' Observation on 12/17/12 at 10:12 a.m. revealed 4 by ﬂj‘x\%
Resident #185 with broken teeth on her botftom | R
denture. At that tme, the resident acknowledged
her bottom denture was broken,

Nursing Care Directives, the 10/17/12 Nursing
assessment, and the Nutrition Risk assessment
gl noted the resident used upper dentures but not
ner lower dentures, Review of the resident's
comprehensive care plans revealed no specific
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F 412

| [0 an inferview on 12/19/12 at 1:08 p.m., Staff P
' stated the resident was "not on the list" to be

L receive new dentures,

{ unlicensed personnel to administer drugs if State

tacgulring, receiving, dispensing, and

Continued From page 35
dentures. At that time the resident stated they

1] &

were 0SL .

sean oy the dentist, She stated typically if
dentures were lost the facility would complete a
missing items form and if net found, an
appointment would be made for the dentist fo
replace the dentures. Staff P stated she was not
aware the denfures were missing and so a plan
was not currently in place for the resident to

483 60(a},(b) PHARMACEUTICAL SVC -
ACCURATE PROCEDURES, RPH

The faclity must provide rcutine and emergency
drugs and biclogicals to its residents, or cbtain
them under an agreement described in
§483.75(h) of this part. The facility may permit

law permits, but only under the general
supervision of a licensed nurse,

A facitity must provide pharmaceutical services
(including procedures that assure the accurate

administering of all drugs and biclogicals) to meet
the needs of each resident.

The facility must employ or obtain the services of
a licensed pharmacist whe provides consultation

F 412

F 428 The deficiency related to

F-425 has been corrected
in a lasting and timely
manner by in-servicing the
Licensed Nurses related to
the need to clarify orders,
ensure availability of
medications and administer
medications as ordered.
The Medical Records
Director or designee will
monitor to ensure
compliance.

on alf aspects of the provision of pharmacy - Q«"\}F‘:ﬁ
sarvices in the facility. W
! v @s@
o5™
pos
el

A=1"13

FORM CMS-2587(02-59) Previous Versions Cbsolete

Event 1D GT8111

Facility 1D, WAXS700

i continuation sheet Peae 36 of 50



DEPARTMENT OF HEALTH AND HUM "N SERVICES
CENTERS FOR MEDICARE & MEDIC, .0 SERVICES

PRINTED: 12/27/2012
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

505513

{XZ] MULTIPLE CONSTRUCTION
A BUHLDING

B. WING

(X3) DATE SURVEY
COMPLETED

12/20/2012

NAME OF PROVIDER OR SUPPLIER

STAFFORD HEALTHCARE

STREET ADDRESS, CITY, STATE, ZiP CODE

2800 SOUTH 224TH STREET,
DES MOINES, WA 98198

(£4) 12
PREFIX
TRG

SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY QR LSC [DENTIFYING INFORMATION)

o PROVIDER'S PLAN GF CORRECTION L g
{(EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TC THE APPROPRIATE
DEFICIENGY)

FREFIX

COMPLETION
DATE

F 425

i reviewed for unnecessary medications, one (#69)

| Review of the November 2012 Medication

Continued From page 36

This LEVEL B is not met as evidenced by

Based on interview and record review it was
determined the facility failed to: clarify and or
follow Physician's Orders and ensure medications
were available and/or administered as ordered for
five of ten residents (#s §2, 158, 107, 254 & 383)

of one residents reviewed for dialysis and two
(#213 and 4) supplemental resident. These
faifures placed residents at risk for untreated
medical conditions, pain and medication errors.

Findings include but are not limited to:

RESIDENT #32

Review of current physician's orders (POs)
revealed the resident had an order for oxygen
{O2) at 1.5 liters per minute "continucus to
maintain (cxygen saturation rate of) 90-94% and
no higher, Resident has COZ retention, acidosis.
Document O2 sat on liter flow; oxygen sats once
{every) 24 hours inam...".

Administration Record (MAR) revealed staff
checked the O2 rates every shift and the resident
was found to be consistently above the
recommended 84%, yet was kept on 1.5 liters of
oxygen. There was no evidence facility staff
notified the physician regarding the elevated
saturation rates, which placed the resident at risk |
for CO2Z retenticn and efectrolyte imbalances.

RESIDENT #89
Review of November POs revealed an order for
epoetin. The resident went o the hospital and

F 425
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" a standing order for Tylenol as needed for "mild
pain"

There was no indication when staff should
administer the Oxycodone or the Vicedin. Staff
noted administering the Tylenol when the resident |
rated her pain at a five or six on a scale of ten ‘
(12/08 and 12/10/12). On other occasions, staff
administered Vicodin when the resident rated her
pain af a five or six (12/12, 13, 17 and 18/12.) Cn
one cccasion staff administered Oxycodone when ]
the resident rated her pain at a seven (12/15/12). ‘;
On other occasicns Vicodin was administered for
pain rated a seven (12/10 and 16/12) and conce
when the resident rated her pain as an eight
(12/15/12).

in an interview on 12/19/12 at 1:55 p.m., Staff J
stated the orders should he clarified to provide
staff guidelines for when to administer which pain
medication.

RESIDENT #213

Review of the December MAR revealed an order

far Alendronate to be given weekly every

Wednesday. Staff noted the medication was not

fadministered on 12/05 as ordered or 12/06 as it
had not been delivered by the pharmacy. Thers . @

was no notation on 12/07 or 12/08 with regards to @W@A

the dose. According to the MAR, the dose was \@@C *"

given on 12/10.

A progress note, dated 12/09/12, indicated staff

“called pharmacy re: Alendronate refill. Reports m@\@f‘
she will call back when she finds out why it hasn't Q\C:%
been sent." There was no additional note %lp@%

 regarding the medications. e

|
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Inan interview on 12/20/12 at 10:20 a.m., Staff K
located g fax thai the dose was ordered on
12/03/12. The pharmacy responded the refill was
not available until 12/07/12. Staff K stated at that
time staff should have atternpted to determine if
one dose was still in the facility, possibly in
ancther cart or on another flocor, as the resident r.,\ﬂ:‘ﬁ;})
had transferred units. [f the dose was not found, o A >
staff should have notified the Director of Nursing Y&‘A T
to see if a dose could be ordered early. In ’ PPN
addition, the physician should have been notified o AT
of the medication not being administered. There o .O@ﬁs‘
was no indication any of that was done or that the d(}%@@@‘
| pharmacy was contacted again untif 12/09/12, AL
Failure to ensure an ordered medication was \;5529““*”
available to administer resulted in the dose being o
given five days late.
RESIDENT #4
- Resident #4 had a PO for Diltiazem every six
| hours. The MAR directed staff to hold the dose
| for a heart rate less than 65, Review of the 12/12
MAR revealed staff administered the medication The deficiency related to A-1-13
on several oceasions when, accerding o the F-431 has been corrected
recorded heart rate, it should have been hald. For o Lot L
example, on 12/17/12 the recorded heart rate ma lasting gnd tm'lc'Iy
was 62 and staff administered the dose. On manner by in-servicing the
12/18/12 the heart rate was 60 and the dose was Licensed Nurses related to
administered. On 12/11 and 12/15 the heart rate ensuring drugs and
was recorded as 64 and staff administered the biological are labeled in
dose. accordance with accepted
Similar findings were identified for Resident #83 professional principles,
to whom staff administered Metropolol on stored appropriately and
11/15/12 despite a recorded blood pressure at securely. The DNS or
which it should have been held. designee will monitor to
F 431 483.50(b), (d), (e) DRUG RECORDS, £ 431 ensure compliance.
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The facility must employ or obtain the services of |
a licensed pharmacist who establishes a system |
of records of recaipt and disposition of all '
controfled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controfied drugs is maintained and periodically
reconciled.

Drugs and biclogicals used in the facility must be |
labeled in accordance with currently accepted 1‘
professional principies, and include the :
appropriate accessory and cautionary
instructicns, and the expiration date when
applicable.

| In accordance with State and Federal laws, the

| facility must store ali drugs and biologicals in
locked compartments under proper temperature
controls, and permit anly authorized personnel to
have access to the keys,

The facility must previde separately locked,
permanently affixed comoartiments for storage of
controlled drugs listed in Schedule |l of the
Comprehensive Drug Abuse Prevention and

. Controt Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit

| package drug distribution systems in which the

- quantity stored is minimal and a missing dose can|
be readily detacted. ]

This REQUIREMENT is not met as evidenced
by:

& {".,j Hég\%
| S @\@@Qﬂ "
, @%M%@%
e\
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: opening; Tuberso! {PPD) expired 30 days after

| after opening. The Reference List included
| directions that "date opened should be recorded

- medication cart and placed in the medication

Based on observation, interview and record
review the facility failed to ensure drugs and
biclogicals were labeled, dated and/or disposed
of when expired in accordance with currently
accepted professional standards. This failure was
identified on five of five medication carts and
three of four medication rooms reviewed and
vlaced residents at risk 0 recaive expired
medications.

Findings include:

Review of the facility's Expiration Date reference
list revealed the following medications expired
after the noted amount of time: Influenza and
phuemococcal vaccines expired six months after

opening; ophthalmics expired six months after
opening and Xalatan eye drops expired six weeks

on any product that expires before manufacturer's
dating. The pharmacy administration of eye
medication pclicy directed staff to "date the
container when opened.”

fn an interview on 12/19/12 at 10:27 am, Staff B
confirmed vials of PPD, pnuemovax and influenza |
sheuld be dated when opened. In addition, Staff B
said whan a resident was discharged from the
facility, the medication was removed from the

room return box. Staff B stated it was the facility's |
expectation medications be returned to the ‘
pharmacy or destroyed within seven days of the
resident’s discharge date.

Observation of the 100 unit South medication cart

%4} 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN GF CORRECTION (5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (FACH CORRECTIVE ACTION SHOULD EE P COMPLETION
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opened.

In addition, six acetaminophen suppositories with
a manufacturer's expiration date of 10/2012 were
noted. Staff K said she would have expected
them to be disposed of whean they expired.

Observation of the 300 unit medication cart on
12/13/12 at 8:30 a.m. revealed the following:

. A bottle of Brimonidine eye drops for Resident
#142 dated as cpened 10/09/12. Calcitonin was
noted for Resident #2 in a plastic screw top
container, which was not dated when opened.
The contalner indicated the medication was
dispensed from the pharmacy on 04/30/12. There |
were iilegible numbers writien on the container
but Staff O stated, "it's hard to read. [t could be
the room number or the date... not sure.” The vial
of Calcitonin was not dated. According to the
policy on the cart, this medication was good for
35 days after opening. Two containers of Xalatan
eye drops were noted without dates when
opened, rendering staff unable to determine
expiration dates. Calcitonin for Resident #112
was dated as opened on 10/13/12. Inan
intarview on 12/13/12 a8t & 35 a.m., Staff O
stated, "it's expired.”

A second medication cart on the third fioor ﬁg’*ﬁ
contained a botlle of moisturizing eye drops which @ ,ﬁ’
was nofed open but without a resident name or @@ "
date opened. In an interview on 12/13/12 at . NG
10:05 a.m., Staff L confirmed medications should —«\% A9 g ,$&;
be lzbefed as to which resident they belong and ‘ e %%gg@
the drops should have been, but were not, dated ?gj%
when openad. %?&

por
This cari contained a botile of Timolo! eye drops ﬁ%
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| which were open and not dated. There was a
| bottle of eye drops for Resident #202 which was
opened on 08/25/12. The manufacturer's
expiration date was 10/12. According to Staff L.,
“that's expired". Staff L. also confirmed that a
| bottie of Xalatan for Resident #150, which was
dated as opened on 10/12/12 was expired. ‘q\\]@!@
An insulin vial was opened and dated as 12/27. In _\ﬁzng\fﬁéf '
an interview at that time, Staff L indicated R Y
I' medications were dated when opened and since v .‘.:-.Q;:\*’
L 12/27 hadn't happened yet "maybe it's 11/27/12", ‘
%\%@\9‘1‘
| Observation of the 500 unit medication cart on \m@%
1/13/12 at 9:20 a.m ., revealed a bottle of eye | ‘%W;\j}‘ﬁk‘
: drops which were opened and not dated. The | v
' bottle was not labeled with a resident name. In an
interview at that time, Staff G stated she was
unaware for whom this medication was intended
and indicated the medication needed to be
removed from the cart.
| Obser{vgtion ofﬁ;efS?Gbunit Te?}{cition room ; The deficiency related to
revealed one viat of Tubersol which was opene ST A e T e
but not dated. This was confirmed by Staff O who F 3114 }1f15 hceg gon:;ctcd
indicated the Tubersol shouid have been dated in a lasting and timely
when opened, manner by m-servicing
i Licensed Nurses and
Failure fo consistently date medications ' Medical Records Staff
prevented staff from determining when TN e
medications were expired. Fallure to remove ! Id'a{{fd to ensuring
medications when expired placed residents at | accuracy @nd completeness
sk for decreased effectiveness of medications | of the clinical record. The
» DNS, ADNS and Medical
o ;1-:’8;75(%?8) ggs ETE/ACCURATE/ACCESSIB S Records Supervisor will A3
$8=E E CORDS-COMPLE RA | monitor to ensure
| compliance.
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The faciity must maintain clinical recerds on each
resident in accordance with accepted professional
standards and practices that are complete;

| accurately documented; readily accessible; and

| systematically organized,

The clinical record must contain sufficient
information to identify the resident, a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review the facility falled to maintain comptete and
accurate mecical records for 14 {#s 73, 166, 249,
107, 185, 94, 260, 257, 248, 73, 15, B3, 69 & 80)
of 30 sample records reviewed. Failure to ansure
documents, including care plans, assessments,
inventory records and medication administration
records wers complete, accurate and readily
accessible placed residents at risk for unmet
needs.

Findings include but are not limited to:

Refer to: CFR 483.10(f)(2) , F1686, Resolve
Grievances

CFR 483.20(b){1), F272, Comprehensive
 Assessments

CFR 483.20(k), F27%, Develop Comprehensive
Care Plans

CFR 483.60, F425, Pharmacy Services -2y @0@&

‘ o i
INVENTORY RECCRDS | CN?\C‘%
In an interview on 12/14/12 at 12.08 p.m., AR

i @‘3\

| o
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acknowledged it was a documentation error.

Similar findings were identified for Resident #257
for whom staff documented administering
"Oxycodene 5/328" on 12/14/12, but who did not
have an order for Oxycodone, On 12/18/12 at
10:28 a.m., Staff J stated staff "probably” meant
Hydrocodone.

Admission ghysician's orders for Resident #249
included direction to staff io hold the dose of
Amilodiping for a "DBP <80" {diastclic blood
pressure less than 80). The order was
transcribed on the November Medication
Administration Record as hold for an apical pulse
less than 60. Staff failed to note the errorin
November.

The 09/27/12 Minimum Date Set in Resident
#73's record noted a diagnosis of obesity. In an
interview on 12/18/12 at 2:00 p.m., Staff G stated
the MDS in the resident's chart had different data
than what was transmitted electropically. She
explained prior {o transmission, the data was
verified and as obesity was not accurate it was
removed from the computerized MDS. She siated
it was not corrected in the MDS that remained in

the resident’s chart. *‘\Q\I@@
Bt

In aninterview on 12/18/12 at 8:34 a.m., Staff 8

explained showers were documented as given in ¢ q}@ 2

the nursing assistant book. Review of the NAC Ley Ao 3
Resident Care Record for Resident #15 revealed S @;ﬁﬁ ;
staff failed to consistently document showers. For @Q%?‘
exarmple, no baths were documented as given or | @\@%N

refused in October, 2012, The record noted 1 @%%%\

' Resident #15 went up to nine days between
| showers in November and December, 2012,
] ]
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According io Staff 5, that was not accurate.
Failure to accurately record care given placed the
resident at risk to not receive needed care.

Review of numerous resident's care plans {CF)
revealed stafl frequently failed to date when the

| CP was initiated and when changes were made

to it. For example, Resident #83's Alteration in
Nutrition CP, originally dated 09/12/12, included
handwritten updated goals and problems without
date of origin or discontinuation. The Actual Skin
Impairment CP for Resident #15, originally dated
09/G9/11, had problems in different handwriting
that were not dated.

A Change of Diet form for Resident #69 was
located in Resident #80's chart,
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: Review cf the resident's record revealed a

L 10/17/12 Nutritional Assessment which identified
the resident had functional impairment with
chewing and swallowing.

A 10/11/12 Dysphagia background assessment
identified the resident as having behaviors which
impacted safety including "holding focd in ..

i mouth/cheeks or residuat food in mouth,

L expuision of soiids.” ;

A 1072212 Physician's Order included a pureed
diet due to a diagnosis of dysphagia.

The 10/23/12 MDS assessed the resident without
signs and symptoms of a possible swallowing
disorder,

In an interview on 12/18/12 at 1:11 p.m. Staff G
said "l missed that" and added the MDS should
have been coded {0 reflect "Holding focd in
meuth/cheeks or residual food in mouth after
meals" and a diagnosis cf dysphagia.

SKIN CONDITIONS W@@
RESIDENT #8
Observation cn 12/14/12 at 12:09 p.m. revealed @EA@@

the resident had a dressing on her left lower leg. ’ %\"5
Review of the 11/01/12 MDS indicated the ‘\5‘}1

resident had application of dressing to the fest, :}i‘i'"ké‘ of
however review of the record revealed no ' %%@Q\
evidence that dressings to the fest were taking %N@G
place at that time. @%\p‘g

=

inaninterview on 12/18/12 at .14 p.m. Staff E
stated she coded the MDS in reference to the
dressing above the ankle. In an interview on
12119/12, Staff M reviewed the location of the
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