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Preparation and/or execution of this

This report Is the result of an unannounced plan of correction does not

Abbreviated Standard Survey conducted onsite at constitute admission or agreement
Cottesmol;e ;:f Life Care on 9/11/14 & 9/30/14. by the provider of the truth of facts
Tha sample included 4 current residents and 1 . .
former and or discharged residnet out of 3 alleged or conclusions set forth in

+ the statement of deficiencies. The

plan of correction is prepared and

The following are complaints investigate as part for e?(ecuted splely b‘e(.:a.use itis

of this survey: required by the provisions of federal
and state law.

#3038790
#3033030

census of 98

The survey was conducted Ey:

Woodatta Owens, RN, MN

The surveyor is from:

i Department of Sacial and Health Services
Aging and Long Term Support Administration !
Residential Care Services, Distriet 3, UnitA v
PO Box 45819 MS: N27-24
Olympla, Washington, 584504-5819

¥,

Telephone: (253) 883-3800
Fax: (253) 589-7240

TV (=2 ! Yol
Residential Carg Services Date

wm DIRECTOR'S OR PROMIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

(<) DATE

B ae Execotive_Divecto 10/ o/ 14

Any d statament anding with an asterisk () defioteg a daficiency Which the institution may be excused from comesting providing It Is detshmined that

\culytrgﬁmds provide sufficient protection to the gﬁ (See Instructions.) Except for nursing homes, the findings stated abeve are discicsable 90 doys

following the date of survey whether or not a plan of n ls provided. For aursing hamas, the abova findings and plans of coraction are disciosable 14
days following the date these documents are made evailable to the fecility. If deficlencies are eited, an approved plan of correction s tequisite 1o continued

program participation,
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HIGHEST WELL BEING
Each resldent must recelve and the facllity must
provide the necessary care and services to attain

| necessary care and services to attaln or malntaln

or maintain the highest practicable physical,
mental, and psychosoclal well-being, in
accordance with the comprehensive assessment

and plan of care.

This REQUIREMENT is not met as avidanced

Based on Intervisw, and record review, it was
determined that the facllity failed to provide the

the highest practicable physicai, mental, and
psychosocial well-being for 1 of 3 residents (#1)

] in gccordance with the comprehensive

: assessment. This failure placed resident #1.at

: risk for decreased quallty of care when left on the
! bedpan for over @ hours.

Findings Include:

Retldant #1 was admitted to the facllity with
multiple diagnoses to include generalized muscle
weakness and hemliplegia (total or partial
paralysis of cne side of the body).

The minimum data set (MDS), an assessment
tool, dated 7/5/14 identifled the resident required
extensive assist of two people for bed mobllity,
transfars and tollet use.

The care plan dated 11/8/13, with a target date of
10/10/14, documented the resident was at gk for
gkin breakdown related to generslized weakness -
with incontinencs. The care plan documented,

F 309

1. Resident #1 was assessed without
negative findings. Resident’s Care
Plan and Care Guide were revised to'
include frequency of repositioning. -

2. Other residents with similar risk
were reviewed and Care Plans and
Care Guides revised to meet
individualized needs.

3. Facility provided training to nursing.
staff regarding bed pan use and
repositioning residents. Care Plans
will include information on '
residents’ positioning needs.

4, Audits will be conducted on
admission to ensure residents “At
Risk for Skin Breakdown” have a
Care Plan and Care Guide in place
with guidance on repositioning and
turning to prevent seﬁin breakdown.
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: gssistant (Staff C), asked the resident multiple

 line on the left Innar buttock.

" | the buttook was not conducted due to resident's

*assist the resldent to reposition/shift walght to
relieve pressure as needed.” The care plan did
not include specific interventions of how often the
resldent required repositioning.

The care directlve (a care guide to nursing
sssistants) did not include care plan interventions
to direct staff to reposition/shift welght of Resident
#1, who required the assist of two people for bed
mobllity.

The facility's “Incldent/accident” report dated
8/6/14 documaented, In part, the resident was
placed on the bedpan by the evening shift nursing
assistant (Staff B), at 9:50 p.m. According to the
incident/accident repert the night shift nurging

times if she wanted to be changed or use the
bedpan, ;

According to Staff C's written statement dated
8/4/14, the resident refused each time and asked
not fo be woken up. The investigation did not
reveal the resident was encouraged or offerad to
be repositioned during the entire shift of 10 p.m. -
6 a.m. .

The facility's investigetion revealed the resident
was found by the day shift nursing assistant (Staff
B), at 7:00 a.m., on the bed pan which had been
placed under the resident the night before at 8:50
p.m. After being left on the bedpan for over 9
hours, the resident sustalined a 15cm x 0.2om red

On 9-11-14 at 2:30 p.m., during an Interview,
Resldent #1 stated she forgot she was on the
bedpan, and no one took her off. Observation of

Director of Nursing will forward
audit findings to the PI committee

monthly x 3 months for
opportunities of quality
improvement.

Director of Nursing to ensure

compliance.

Date of Compliance-:

10/27/14

Preparation and/or execution of this

plan of correction does not

constitute admission or agreement
by the provider of the truth of facts
alleged or conclusions set forth in
the statement of deficiencies. The
plan of correction is prepared and
Jor executed solely because it is
required by the provisions of federal
. and state law. .
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On 8/30/14 at 2:49 p.m. during en interview, the
director of nursing (Staff A), confirmed the care
directive did not provide direction to the nursing
assistants of when or how often to reposition the
resident. C
|
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