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* This report is the result of an unannounced |
- Off-Hours Quality Indicator Survey conducted-at |

. Avamere Olympic Rehabilitation of Sequim on. |
: 08/07/14, 09/08/14; 09/09/14 and 09/10/14. The 1'

‘survey included data collection on 09/07/14 from | The filing of this plan of correction f
| 7:00 p.m. ©0'9:15 p.m. Asample of 39 residents. : . does not constitute an admission :
were selected froma census of 80. The sample that the deficiencies alleged did, in |

-Included 30 current residents and the records of 9

“former and/or discharged residents. fact, exist. This plan of correction |

i ! is filed as evidence of the facility’s

. effort to comply with the ;
- . et I ‘ - reguirements of Medicare and
The survey was sonducted by. f- - Medicaid participation and to :
f Sonya Conway, MSW continue to provide a high quality of
| Erika Hurfey, M8 ; resident care.

- Jonathan Berliner, RN, MN, CPG

- Rebecca Kane, RN, MN |
| .

ﬁ The survey team is'from: 1

 Department of Social 4 Health Sérvices , RECEIVED
| Aging and Long Term Support Administration |

Residential Care Services, District 3, Unit D T 117 90
P0. Box 45819 oer 07 2044
 Olympia, Washington 98504-5819 DEHS/ADSA/RCS
i ; ; el B, Wt 244 TN
Telephone:  360.864.8420

L Fax; 360:864:8451

|

|

Khom Buckwd . as)r |

| Residential Care Services Date

LABORAT"'GRY- DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTJ‘\TEVE'S.-SSGNATUR.E

- 'T_ ITLE ' -(Xe; DATE
et tloe, tetFe Adveiy.s pa b e,

Any deficiency statement ending with an asterisk {*} denotes a deficiency which the institution may be excused fom correcting providing i is determined that
cther safeguards provide sufficient srotection io the patients. (See instructions.) Except for nursing hornes, the findings sisted above are disciosable 99 days
following the date of survey whether or not a plan of cofrection is provided. For nurging homes, the above findings and plans of correction ere disciosabie 14
days follpwing the date these dosuments are'made avallable to'the facility. ¥ deficiercies sre-gited, s approved plan of correction is rewuisite to continusd
program pariicipation.
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8=0 f-HIGHEST WELL BEING.

Each resident must receive and the facility must

prowde the necessary care and services to atiair |

or maintain the highest practicable physrcaf
mentaﬁ and psychosocial well-being, in

- accordance with the com prehensive assassment:

“and pian of care.,

| _

- This REQUIREMENT is not met as evidenced
by

| Based on interview and recoa'd review, It'was
 determined the facility failed to consistently
implerment riionitoring and treatrment of

I 'constipation for 1 of 5:.current sampled residents
{#11) reviewed for Unhecessary medications. Th;s

failure placed residents at risk for fecal impaction, ;

d:saomfort and delayed medical treatiment,
Féndings include;

The facility's Bowel Care Protocai documerited,

| | “itis the policy of this facility to monitor. the bowesl

_records of residents to assure they attain'a
normal bowel pattern for them without

- complications. 1. if a resident has not had a
" bowel movement {BM) for three consecutive

days please observe the foliowing protocol after
; . & physician otder has been obtained: A Evening

- ghift is to run the ook back report for residerils

| who have not hat a:bowel movement for two'
~consecutive days:B. Evening shift is to give the
mﬂk of magnesia (MOM). If no results, then C.
E‘Jay shift is to:give the suppository. If no results,
i then D. Fleets enema will be. given. If no-results,
compleie a focused assessment...and notify the
: Doctor...

£

E 399’3

5 F309

| 1. Resident #11 has been evaluated by the |
| Licensed Nurse and Physician. Medications

| have been provided as ordered and care plan
i has been updated as indicated. |

| 2. Other residents at risk for irregular bowel
! movements were identified. Medications and
interventions have beean provided as indicated. .

3. Bowel movement Policy and Procedure has i
been reviewed. NAC staff were educated on  :
documenting resident bowel movements. LN .
staff were educated on monitoring resident's
bowel movements. The Licensed Nurse wili |
¢ monitar for no bowel! movement within fime |
I frame per policy and provide medications as

: indicated.

- 4. The RCM or designee wili monitor resident |
bowel records daily. The DNS and/or designee
will audit resident bowel records weekly. Audit ;
data, will be tracked and reviewed monthly until
compliance maintained for 3 months, then
guarterly during the Quality Assurance Process
improvement (QAPI) meeting. Palicy and :
Procedure will be reviewed and updated as
indicated through QAP! process.

5. Date of compliance: 10/15/14

6. The Administrator andfor Director of N.ursing-
{DNS} is responsible for policy and procedura'
revision and compliance. Staff Development gs
responsible for staff education.
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 resident was severely cognitively impaired ang
- required 1-2 person physical assistance with ADL
care.

i The CNA/NAC Standard of Care documented
daily morning care was to'include: wash hands |

- and face, peri-care post incontinence, dress in

. day clothes, comb-and brush hair, shave as

needéd, make-up, oral care, shower per schedide

L and vital signs as assigned.

| On 9/8/14 at 2:46 p.m., the resident was :
| observed with white chin hairs. 3

. On 9/10/14 at 1:20 p.m., Resident #150 was
“seated in her wheei ichair in the hallway. White
-chin hairs, ¥ - % inch long, were visible.

' Review of the care plan for ADL care, initiated on
. 6/24/14, did not address personal hygiene or '
 facial grooming.

On 9/10/14 at 1:24 p.m., Licensed Nursé (LN} A
stated morning care is performed by the nursing
aides {NA). The NA will assess the residents

- needs and offer morning care tasks as assigred
| in the standards of care. Shaving is done
‘depending on the resident's preference andidéne
~on an as needed basis. For wen i may be

. completed with showers and for women, offsred.
every moming as needed.,

When asked about Resident #150's care plan ?
‘ regarding personal hygiene and facial hair
. shaving, LN A stated, "P'm.not sure if | have:
- entered that...it would nofmally be-under ADLs:
- and-looks like it's not.”

E At1:53 p.m., LN A stated she had the NA fake the
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| most activities of daily living incliding bed
mobiliity, transfers and toileting. The MOS8

- assessment,

! resident reported mild pain to the coceyx and
: back.

On 5/25/14 2t 1:26 p.m., a progress note

: resident reported increased tenderness atthe
open site,

i the sacrum,

ﬂ-Record review noted during the 5/29/14 care

- conference meeting, Resident #22's daughter
' been ordered.

- On 6/29/14, a progress note documented, "no
open areas” on the resident's coceyx.

[ 6/5/14, documented an open area at the top.of
! mtergluiea cleft™

3 | COCTYX,
On 6/5/14, a progress note, indicated an open
| wound on the coceyx. The docter wag netified”

documented the resident was at risk for pressure
{ ulcers and had no unhealed pressure ulcers. No
ulcers were documented as present on the prior

AL 10:01 p.ne,, a progress note documerited the
resident had a closed Stage | pressure ulcer to

' stateci the resident had a pressure sore, Nursing
staff indicated they were aware and cféam had

Progress notes, dated 5/31/14, 6/1/14, 6/2/14 and |

"On 6/1/14, the Utlization Review documented the |
s resident had a small blanchable red area onithe

i

A progress note, dated 5/22/14, documented the.

_documented a new open area to.the coccyx. The
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and orders requested.

The weekly wound progress tiote, dated 6/6/14,
“documented a 0.4 cenlimeter {em) x O4dcm
. Stage H pressure ulcer to the cocoyx.

| The 6/11/14, the Utilization Review docurfienited
i the resident had a Stage Il open-area to the
| COCCYX, '

: I
{The resident's care plan for risk or actual skin |
Limpairment was initiated on 6/8/14. The care plaf |
~goal documented a new skin eventinitiated on
| 6/4114 for a "small siage i on costyx”

Review of the care plan documented there was |
not a risk or actual skinimpairment plan included |
-prior to 64414,

On 9/10/14 at 3:56 p.m., Licensed Nurse {LN) A
‘slated skin assessments are completed once a

sweek by LNs. if the LN notices a new skinvissue,
“ia progress note should be completed, an ;
‘accident/incident report completed, and the family |
and doctor shouid be notified.

| LN:A'stated she did not see an accigentincident
- report for Resident #22's pressure ulcer and no.
carg plan for skin linipairment was complated
priorio the 6/414 new skib event,

LNA stated, "On:admit every resident should
“hiave 2 skinimpaitient care plan”
After the open area was identified and

documented, further interventions and treatments
were not inftiated forwound healing:

F314
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- set by the doctor on 9/4/14:
1 9/4/14-174 1o
£8/6/14-1751b

 9/6/14-179 I

CSTM41T75 1D

| DIB/14-no weight listed
LRI 41TT I

The resident's Medication Administration Record

| 20 mg on 976/14 at 7:49 a.m. and on 9/9/14 at

| 7:08 a.m. There was no documentation on the

i MAR showing the resident received the indicated
Hurosemide dose on 9/5/14, 9/7/14, or 8/8/14.

. On 9/9/14 at 2:05 p.m., Licensed Nurse (LN}.A
indicated the dose of furosemide was not given
- on 915/ 4 ihdicating there was remaining
eonfusion aboutf when the medication should be
: given angd how often,

. Record review showed on 8/5/14 a response fax
communication was received from the physrcaan
| to change the furosemide order from “as needed™
to "every day."

On 8/8/14 a fax communication from LN B to tHe
| physician stated, "Order (for furosemide evéry
| day) was not updated in MAR and Lasix
(furosemlde) nat administered since 9/6/14-at
z L 0800." The fax indicated the resident had
| wheezing in his fungs, significant swelling to his
? right legfoot, and fildd weepirig from his. Iegifma
Cwhen pressure was applied.

! On 9/8/14 at 4:32 p.an., the resident stated his
| legs were more swollen the past few days and
caused him some pain, especially if they were
| pressed on.

- (MAR) showed the resident received furosemide -

233
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' The resident was observed to be sitting in.a
“wheelchair with hs feet resting on the floor. The
' resident had compression stockings in place to
. both legs with noticeable swelling to both fest.

{ On 9/10/14 at 2:54 p.m., the Director of Nursing |
¢ Services stated & medication error occurred whet) | | (
 the resident did not receive his furosemide on : L
. 9/08/14. ;
1 [

- On 9/10/14 at 4:30 p.m., LN C indicated she had
| given the furoserriide on 9/7/14 and documented
“it'on the MAR. LN C stated a computer error must |

have ocourred when:LN D franscribed the order
cfrom “as needed™io "every day”
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