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F 000 | INITIAL COMMENTS F 000

This plan of correction is being
This report is the result of an unannounced submitted pursuant to the applicable

Abbreviated Survey conducted at St. Francis of federal and state regulations. Nothing

Bellingham on 07/25/13. A sample of 3 residents tained herein shall be irued as
were selected from a census of 106. The sample conianed nerein shall be consirued as

included 2 current residents and the records of 1 an admission that the Facility violated
former and/or discharged resident. : any federal or state regulation or failed
to follow any applicable standard of
care.
The following complaint was investigated as part . BE R
of this survey: . ke
. &?t S 4 e
2843759 o . | AL T4 2s
. . - . f"\[}\JAJ ,\._2(:

...}
Smokey Paing

The survey waé cdnducted by:

S S, RN

The survey team is ﬂfé'm:

Department of Social & Health Services
Aging and Long Term Care Support
Residential Care Services, District 2, Unit B
3906 172nd St NE, Ste 100

Arlington, WA 88223

Telephone: (360) 651- 6850
FAX: (360) 651-6940 ’
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Any deficiency stateﬁcent endxng wﬁ?k an ysierisk (*).denotes a deficiency which the institution may be excused from correcting providing it is determmed that
other safeguards provide sufficient protettion to the patients..(See instructions.) Except for aursing 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 availabie to the facility. If deficiencies are cited, an approved plan of correction Is requisife to continued
program participation.
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$$=6 | HAZARDS/SUPERVISION/DEVICES that the resident environment remains

i

The facility must ensure that the resident

environment remains as free of accident hazards

as is possible; and each resident receives
adeqguate supervision and assistance devices o
prevent accidents.

This REQUIREMENT is not met as evidenced

by:
Based on interview and recerd review, the facility

| failed to prevent an accident for Resident 3.

Failure to consistently follow the facility policy for
cooling hot beverages resulted in harm of second
degree burns for Resident 3 and placed other
residents at.risk of injury.

Findings include:

Resident 3 was admitted in @il#i2013 for
rehabilitation after hospitalization for a recent
- Speech therapy identified she had

- S - AN ot prevented
her from hoidmg her cup for drinking or utensils
for eating. Resident 3 required "close
supervision" white eating or drinking. Additionally,

: Resident 3 had some memaory impairment

contributing to poor_safety awareness.

On 07/12/13 about 6:45 p.m., Resident 3 was
seated in her wheelchair in th@ dining room. She
asked Staff 2 for a clip of coffee. Staff 2 took a
cup from Resident 3's tray and filied it with hot

' coffee. Staff 2 gave Resident 3 the cup of coffee |

and transported her via wheelchair to the nursing
station on the unit where she resided. Staff 2 did

|

!

H

nutritional intake.

clear.

as free of accident hazards as is
possible; and each resident receives
adequate supervision and assistance
devices to prevent accidents.

Residerit #3 care plan reviewed o
ensure accurate and clear interventions
provided for staff on amount of
assistance required with oral intake.

. Reviewed with Statf #2 the Hot
Beverage Service Policy and
Foliowing the Care Plan as it relates to
amount of assistance required with

'Completed 100% audit of all Care
Plans for residents with Close
Supervision required for nuiritional
intake to ensure they are accurate and

Reviewed with all staff the Hot
Beverage Service Policy and
Following the Care Plan.

FORM CMS-2567{02-89) Previous Versions Obsolele

Event ID;BVC911

Facility ID>: WADS000

If continuation sheet Page 2 of 4




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/29/2013

FORM APPRCOVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0938-0391
SYATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
505286 8. WiNG 07/25/2013
NAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CITY, STATE, ZIP CODE
3121 SQUALICUM PARKWAY
ST FRANCIS OF BELLINGHAM
BELLINGHAM, WA 98225
XD | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG |  REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
’<‘ DEFICIENCY)
F 323 F 323 As part of our ongoing QA process,

- Continued From page 2

i not cool the hot coffee with ice as stated in the

facility policy for residents at safety risk. Staff 2
did not stay to supervise Resident 3 while she
drank her coffee. About 07:15 p.m., Staff 3 heard
Resident 3 yell and observed spxlled coffee all
over her lap.

On 07/25/%3 at 1:38 p.m., Staff 1 reported care
plans are posted in each resident’s room. The
care plan for Resident 3, dated 07/01/13,
identified interventions for nutrition. These
interventions inciuded positioning Resident 3

| upright and sitting upright for 20-30 minutes after

finishing a meal. it noted she used a lidded cup
for afi fluids and beverages. She was unable to
hold onto her cup related io her weakneass and
confusion at times. Resident 3 required "close
supervision" while eating or drinking for
observation of any-choking and/or coughing.
Staff 1 reported Staff 3 faited {o notify any other
staff that Resident 3 was at the Nursing Station
and needed close supervision while drinking.
During the investigation, Staff 3 told Staff 1 she
failed to cool the hot beverage as mandated by
the facility hot beverage policy.

Review of the facility investigation revealed they
followed their policy and natified the physician
and family of Resident 3 in a timely manner.
Nursing assessment identified a second degree
burn, 9 x2.5 centimeters (cm) with a fluid filled .
blister measuring 6 x 2 cm on the right inner thigh
of Resident 3. The entire burn. area was red.
Resident 3 “screamed” and reported the pain.as
"hurts a whole lot" on the facial pain scale (5 of 6
faces, 6 belng the vorst pain). The physician
ordered ice.packs ‘and a dry dressing to the
affected area of the right thigh. The facility
concluded Staff 2 failed to follow the policy for

we will Continue to perform hot
beverage service audits at least
monthly. When 100% compliance
{staff clearly articulating and
demonstrating policy} continues for
three months. then will go to quarterly
and as needed as determined by the
QAPL commitiee.

RCM to conduct audit & DNS o
ensure comphiance.

Will continue to monitor and report
any procedural errors through our QA
process and bring identified 1 ! J
issues/trends to our QAPI commitiee 3 B

for follow up.

FORM CMS-2567(02-99) Pravious Versions Chsolete

- Event ID:BVO911 Faciity 10: WAQ5000 If continuation sheet Page 3 of 4




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/29/2013

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0321
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
505296 B WING 07/25/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiIF CODE
ST FRANCIS OF BELLINGHAM 3121 SQUALICUM PARKWAY
BELLINGHAM, WA 98225
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (%5)
BREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEF!CIENCY)
F 323 | Continued From page 3 F 323
hotbeverage coaling for residents at safety risk
and failed to closely supervise Resident 3 to
prevent any accident(s).
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