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| 1 \
! ! . i Rehab's Plan of Correction
F 000 | INITIAL COMMENTS Foop| Heritege Rehabs | _ |
-J | shall stand as @ written credible !
! This'report is the result of an unannounced ! assertion of substantial corﬁpllance with |
| Abhrevisted Standard Survey conducted onsite at the Federal and State requirements for i
| Avamere Heritage Rehab of Tacoma enB/d, 6/12, skilled nursing facilities participating in |
| 8/13 & 6/21/2012. The sample included 12 doral o or aopliceble |
residents out of a census of 67. The sampie | the Federal Medicare ”pp
inctuded 7 current residents and the records of 5 State Medicaid programs. |
; former residents, j : |
% The foliowing are complaints investigatad as part “Please note that nothing set forth in |
. of this survey: ' i this document or any other !
: #12 5 g o : cemmunication in writing or otherwise 3
; #12-05-15052 BE ORI ED . . - i
| #12-05-16670 (including, bur not h.rm?a‘d To any !
; #12-05-16437 " 2 ”‘:Qi accampanying exhibits) is to be or shouid
| #12-06-18008 JUb 20 be construed to be and admission by :
i] #12-06-18450 ey Hi:";if;-}ii”JN 5 Avamere Heritage Rehab of Tacoma, o |
FH2-08-17247 the validity or accurccy of any of the E
#12-06-18202 . deficiencies cited by the SURVEY_ING |
: lative To the survey,
! The survey was conducted by ENTITY P_e arive rvey
i : | certification and enforcement effort at
[ Danna J. DeVore, R.N., MSN ! issue, Further, please note that any and 1
C s | afl documents Transmitted or otherwise |
. The surveyor is from: ) _ :
provided by Avamere Heritage Rehab of ’
- Department of Socia! and Hezlth Services Tacoma in relation to this Plan of .
| Aging and Disability Services Administration Correction, as well as any and aff other |
| Residential Care Sarvices, District 3. Unit 8 r ST ,T.Y therwise j
| 1849 S, Siate Strest’ commuricatGions in writing or o | erwis
- Tacoma, WA 98405-2850 by or on beheif of Avamere Heritage
-T fenh '253 9833600 Rehab of Tacoma are and shall be i
- Telephone: . ;
; Fax:p(:lSS) 5(89~7'}24{} construed to be WITHOUT PRETJUDICE ;
i S . ‘ s L / to the rights, remedies, claims, defensas§
ja&%&u .W"”f‘/‘ﬁﬁ"‘f’L _J7 02412, of Heritage, at law and/cr inequity, ol of |
B | Residentiaj Card Bervices Date
i) i : !
LABCRALORY DIRECTOREJOR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE #E) DATE

St ol n)

»

Any d;ﬁgiency%a@ment ending v}:%m‘ an asterisk {*) dencfes 3 deficiency which the ingt

other safeguards provide sufficiant orotection to the patients. (Sse Instructions,) Except for nursing homes, the findings stated above are disclosable 90
following the date of survey whether or not a pian of correction fs provided, For nu i

days following the date hese documents are made aveiiable to the facility. If ceficiencies are cited, an approved plan of cofraclion s requisite t continued

Brogram parficipation,
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]

which are not waved and ol of which are
244 reserved and retained by, and for and on

i

|

|

{

F 244 483.15(c)(6) LISTEN/ACT ON GROUP i
| behalf of Avamere Heritage Rehab of |
i

:

|

t

|

|

88=0 ! GRIEVANCE/RECOMMENDATION

i

f3c-1

| When a resident or family group exists, the facility | Tacoma.”
1 must fisten 1o the views and act upon the
| grievances and recammendations of residents

. Land families concerning proposed pelicy and
| oparational dacisions aftecting resident care and
Hife in the facitity. '

( This REQUIREMENT is not met as evidenced |

by: | ‘ | A Resident Council meeting has
! Based on record review and interview, the facility f . .
| failed to provide evidence of consistent response taken place fo discuss the call lights |
 to grievances related to call light response and | and food concerns, and includes the |

| food tasteftemperature voiced during Resident

! Cpea B
Councii meetings.  facilities response to the concerns.

Tﬁis faflure had the polentiat for residents to feei - i . . .
they were net being heard. | | The Activity Director has received

' education regarding the Resident
Council process. A tracking system
for timely response from

i‘

Findings include: i
: |

!

| CALLLIGHTS

f

| Review of Resident Coungil minutes dated

1 2/23/12, 3128112 and 5/24112 revealed residents
; voiced cancerns abaut call light response.

i
i
i
|

| responsible departments regarding
| concerns has been implemented.

The DNS or designee will meet with
the Activity Director weekly and
review the tracking system to

1+ On 2/23112 residents commented staff urned off
call Yights and said they would return and then did
i_not come back. Residents complained it
Usometimes took several attempts to receive care.
| : sccurred.
1 Review of minutes dated 3/29/12 revealed

| residents had concerns that i took tog long for

| call Hghts to be answerad. There was no
 responseffeedhack to the similar concern voiced

IDTY training has taken place for the
| Caring Partner Program, and the

[
I
|
!
|
, ensure timely response has I
]
\
|
|
|
|

! - i i'
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i
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|
F 244 Continued From page 2
| on 223112,
f
f Raview of minutes dated 5/2412 revealed a

' concern from & resident that alleged being on the ?

1 toilet for 45 minutes with the bathroom cafl light
Fon after initiafly having no response to the call
| light in his room.

i There was no evidence in the meeting minutes of |

l responseffeedback to the call light coneerns
f voicad on 3/2012.

[FOOD

| Review of Resident Council minutes datad

- 2/23/12, 3/28/12 ang 5/24/12 revealed residents
| voiced concerns about the quaiity ang

| temperature of the focd, ‘

H

! On.2/23/12, residents commentad that meals get

i ©o the rooms almaost aiways cold and asked if the
tKitchen had a plate warmer which rmight haip.
} :

, Raview of minutes dated 3/28/12 reveaied drinks
| were too watered down and prepared too early

| prior to meals. There wags no evidence of

| response to the concerns regarding food voiced
- at the previous mesting on 2/23/12.

1

' Review of minutes dated 5/24/12 revealed

| residents expressed concarns that meals

I delivered to rooms were cold or coof and drinks
| were prepared too soon and ware watered down
| with melted ice by the time they were served,

{ There was no evidenca of g response to the
| Previous concerns about food voiced at the

; 3/28/12 meeting.

L

i

i

TAG l‘ CROS$3-REFERENCED TG THE APPROPRIATE | DATE

;E progratn has GeeR hplemernted—Coft f

F 244 ! light response and food !

i quality/temperature interviews are I

é included in the Caring Partner |

| rounds. The outcome and necessary |

; response will be discussed in the 5
f afternoon stand down meeting.

; Abagis interviews will be conducted
according to the facility schedule,
and will include call light response
and food quality/temperatures. The
outcome of the interviews will be
reviewed and the necessary
response will be completed.

CNA assignments have been :
adjusted to aflow for quicker call 1
light response time and a more ‘
timely hall tray defivery.

Random audits of call lights will be
conducted to ensure they are ‘
answered timely,

I
j'
Random audits of hall tray 1
temperatures will be conducted to !
|
i
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l respense interviews are included in

! : |

F 246! Conflnt@d From page 4 . ) F 248 the Caring Partner rounds, The [J
L ensure timely response to call iights for 6 of 12 f e
' residents interviewed (current Residents #2 & 5), | outcome and necessary response will
[ former Resident #2, and 3 current anonymous be discussed in the afternoon stand

; residents. : . f
| down meeting. J
I Failure to timely respond to residents’ requests 1 |

] ioarreasséztda;z e placed reskants at isk for unmet Abagis interviews will be conducted

| according to the facilities schedule,

b ) ‘ | |
J "mdings Include: ' ' and will inciude call light response,
|

! Intarviews with the following residents reveated | The outcome of the interviews will !
| their concerns about call light response: | be reviewed and the necess ary

response wili be completed,

[ 613112 - Resident #6 commented it ook foo fang
| - 30 minutes to an hour. Staf tald her they had
i anather resident to care for befors her or that

 other residents had mare ilness than she did. Random audits of call iighfs will be_
I .

| ; ! ducted 1o ensure they are
| 6/13/12 - Resident #5 stated the average wait | | con

| was 45 mintes and he had times when ne soiled i
i the bed white walling. i

answered timely.

B/21/12 - Resident #2 stated the wait has been as Staff has been in-serviced
Hong as an hour or an hour and a half. Semetimes regar‘ding the cali iigh? response
| staff would come in, tusn off the light and say they procedure, to include returning to

| would be right back and did rot return,
" the resident in a timely manner once

i 5
; 6/18/12 - Former Resident #g reported waitng | : _ i
 anywhere from 15 {6 45 minutes to have the cali | the call light has been answered. |
- ight answered. - ; '
; i

| : i ified wi ted to
f B/13/12 - Ananymous resident reported waiting Trends identified will be repor

; for an hour to an hour and a half for someone to | - the QA committee monthly and as J
| respond to the call light. f needed until a lesser frequency is

[ 6/21112 - Anonymous resident stated call light | deemed appropriate. ;
- response could be 10 ar 15 minutes and other ;
[ ! é Z
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| '
Lo ! ;
F ] F " . i
248 C_:entmued rrom page 5 _ ? F 248 Administrator/DNS responsible
times a nalf hour or more. Sometimas staf would j
come in to ask what was needed and then left the g
room. Several months ago the resident soiled !
+ herself because | had 16 go®. i !
E ‘ |
| 8/21/12 - Anonymous resident stated call fight ’
response was "long". The resident stated 25 {
| minutes was too leng to walt to go to the 1 ]
' bathroom. | F-281 ;
| é
j Refer to F244 for details of residents’ concerns ; |
| related to call ight response voiced in Resident * LN's have been in-serviced ragcpding .
| Council meetings. completing thorough and timely E
H . | . A i
| The facility administrator, Staff A, was informed ! | respiratory and cardicc assessments 1'
; @bout the above concerns voiced during this i i : ; o i |
i 0 P
| survey period during exit interview at 1115 a.m, ; when a possible airway obsTrucﬂ?n '3
L on'6/21/12. identified. They have also been in- |
F 281} 483.20(k)(3)(i) SERVIGES PROVIDED MEET | F 287 serviced in regards to the CPR ,1750 bl
38=G | PROFESSIONAL STANDARDS ! P . g X |
g | | procedure and implementing CPR ina !
The services provided or arranged by the facility | timely manner, and identifying an !
must meet professional standards of fuality. ' . . [
! | acute change in condition and the I
' process to foilow when the change is |
This REQUIREMENT is noi met as evidenced - g
by: fidentified. !
Based on recerd review and interviews, the
facility falted to ensure professional stancards of : " . )
I practice were followed in regards to completing & . The facility has implemented the
{ thorough assessment and initiating CPR | SBAR/Interact system to guide the
i according to standards of practice for of 1 of 4 1 i k
 residents reviewed for change of condition : ; LNs in assessment and management ,3
| (former Resident #30), : | + of resident changes.
= | | |
i There was no evidence two ficensed staff (Stafis | L
- H & 1} conducted a thorough assessment of the ‘ ,
| resident's respiratory and heart condition after | |
FORM CMS-2567{02-89} Previous Varsions Obsoleis Event iD: 200111 Facility 12: WA18100 If continuation sna&é Page Gof12
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F 281

 I—

| documented the licensed nurse was suspended

i resident's lungs. Licensed nurse {Siaff M)

} Continued From page 7

" was talking. Five minutes later, the resident

: started loaking gray and was not talking. ‘;

| !

| Raview of facility investigation summary dated |

. 6/18/12 revealed an allegation of delayed i

L. response by the nurses when Resident #10' s i

| condition decined requiring resuscitation. The

 Incident occurred in the resident * s room at 3

| p.m.on 5/268/12. Ths facility raported the incident
on 8/13/12 and sonducted their investigation to

L include staff interviews on 8/13/12. The facility

: and was later terminated.

i

Interview with Staff E (nursing assistant) on

| 8/13/12 at 2:35 p.m. revealed he notified Staff |

| {licensed nurse) on 526112 {evening shift) that

- Resident #10 did not lock right; according to Staff

] E, the resident was pale, sweaflng and riot

!'responding like he usually did. He stated Staff |

I did not come "right away" and after checking the

i resident, she told him “he is alright”. Staff £

. asked another ficensed nurse (Staff H) io check |

the resident and she aiso stated the resident was Ii
|

ok,

(2112 a1 9110 a.m. revealed in response o Staff |
i E's request to check the resident, she withessed
i Staff | touching Resident #10 on the cheek and- |
F stated "he should be- ok, { just gave him some |
| medication”. Staff ¥ stated the nurse did not
I check the resident's vital signs or listen to the |

1 tnterview with Staff £ {nursing assistant) on ]g
l

| checked the resident after Stadf | and got & verbal
| response from the resident. [
! I
l

!

| During interview on &/1 M2 at11:45 am,, Sigif H |

!

F 281

Refer 1o POConpage 6 & 7 of 12 |

H

| f
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J .
F 281 Continued From page 8

! (licensed nurse) stated she checked Resident #¢
| after nursing assistants £ & F told ter they
{ theught he might be choking, She stated the

| resident was paie and Initially did not respond,

| however, did respond verbally "ves”, he was ok,
# Staff H stated she asked the resident if he could
| coughbecause he sounded gurgly and he stated
L "no”. Staff H stated she did not listen to the

i resident’s lungs; she was going to get a

! stethoscope when Staff | entered the room. Staff
| H stated she left the room at that time. i
1

i Approximately 10 minutes later, Staff H stated

| she responded to a request to check Resident

i #10 because his condition was worse, Staff H

; entered the room and saw Staif | administering

{ CPR te the resident who was sitting upright in

| bed. Staff H stated she intervened and continued
 CPR with the help of ancther licensed nurse,
| Staff G, after lowering te bed and placing a back

]

E board under the regident.

F 281]
H
[

Refer to plan of correction on page
6 &7 eof 12,

' Interview with Staff G on 6/13112 at 2:00 p.m. |

| reveated she responded and assisted with CPR !

L until 911 staff responded. She stated the resident

! vomited during CPR Just as 611 staff arrived and

continued SPR with reathing support, The

| resident was fransportad to the hospital where !

; the resident subsequently expirad. |
I
|

|
| Expanded interviews with 5 nursing assistants |
| and 5 ficensed nurses on 6/13/12 (daylevening
| shifts} and 6/21/12 {right shift) reveaied they _
| were knowledgeable about response to g resir_ientgi
| with potential choking, not breathing and/or i
| without a pulse. Each staff interviewed knew the
Hocation of the crash carl and suction machines
% and the correct srocedure for CPR.

L o ;
FORM CMS-2567{02-§9j Previous Versiong Chsaolete Event ID: 260111 Faelity ID: WA18160
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Faz23;i 483.25{h) FREE OF ACCIDENT F 3235' ;

L

-1 not have syction catheters or an extension cord,
!

: environment remains as free of accident hazards |
| as is possible; and each residant receives
| adequate supervision and assistance devices fo

i

i
f
i
?.
E
| |
l The facility must ensure that the resident ]
|
i |
| prevent accidents. \

|

| This REQUIREMENT s not met as evidenced

{ by

| Based on observalions and interview, the facility
| failed 10 provide adequate supervision to ensura
!'1 of 2 suction machines was fully equipped for

| emergency use,

! The suction machine in the main dining room did

i This faiiure placed alf residents with swailowing
| difficulty at risk for delay in emergency suctioning
| due to incomplete suction equipment.

Findings include;
! . ;
£ On 621712 at 6:20 a.m.. the investigator !
{ observed Siaff D {care marnager) removing the

; suction machine from a cabinet below the sink

| labeled "suction machine”. Staff plugged in the
I machine which was operational; however, there

| were no suction cathetars or an axtension cord in

% the cabinet with the suction machine.

E AL 8:25 a.m.. observation of the crash cart that

; cantained the second suction miachine reveaied it
i was operational and had the necessary

[
|
|
|
?

| F-323

! : !
|
! The suction catheters and the

| extension cord have been placed

£ with the suction machine located in
| the dining room.

l

The facility has developed a daily
suction machine audit Yool which

includes the suction catheter and
i extension cord,

| LN's have been in-serviced regarding
the new feol and the process for

|
; suction machine audits.

i

;

| Random suction machine audits will
be conducted to ensure it is
operational and catheters and an
extensicn cord are stored with the
machine. ‘

i Trends identified will be reported fo
| the QA committee monthly and as :
| |
!

|
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUSPLIER/GLIA (X2) MULTIPLE CONSTRUGTICN {X3) DATE SURVEY
AND PLAN OF CORRECTION ENTIFICATION NUMBER: GOMPLETED
A BULDING
B, WING ¢
' 505183 A 08/21/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
- 7411 PACIFIC AVENUE
AVAMERE HERITAGE REHABILITATION OF TACOMA
ME EHABILITATION A TACOMA, WA 08408
oo | SUMMARY STATEMENT OF DEFICIENGIES W PROVIDER'S PLAN GF CORRECTION )
BREFLY | (EACH DEFICIENCY MUST B PRECEDED BY FULL | PREFX | {EACH CORRECTIVE ACTION SHOULD BE | couPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) LOTAG . CROSS-REFERENCED YO THE APPROPRIATE | DATE
| ! | DEFICIENCY) 1
| - needed untii a lesser frequency 15 I
F 323 | Continued From page 10 F 323) deemed appropriate. |
: equinment with it i
F Staff D oblained the catheters and extension cord ' DNS/’Designee responsible !
| for the dining room suction machine following the !
. above observations. . ; _ [——— /
F 364 f A83.35(d)(11~(2) NUTRITIVE VALUE/APPEAR, E F 364, i / S J
ss:;_:i FALATABLE/PREFER TEMP ; | i
1 Each resident receives and the faciity provices :

f foad prepared by methods that gonserve nutritive 1 j
{ value, flavor, and appearance; and food that i ;
| paiatable, attractive, and at the proper } :
| temperature. . F-364

‘I Resident #2's concerns related to

cold food have been addressed by |

I
i
1
i

i. This REQUIREMENT is not met as svidencad

by ‘

| Based on resident interviews, the facility faifed to

. ensure food was palatable in taste and

! temperature for 8 of 41 residents interviewed

j (current residents #2 & 5), former Resident #3, |

rand 3 anonymous current residents, '
3

the Diefary Manager.,

Resident #5 has been discharged
from the facility.

| This faiure piaced the residents at risk for

{ inadequate ora! intake and inadegquate nutrition ]

| refated fo the food not being patatable. 5

i i

: Findings include:

| .

| interviews with the following residents reveaied
their concerns about the food:

A Resident Council meeting has i
taken place to discuss the food
concerns, and inciudes the facilities
response to the concerns.

The Caring Partner Program has

] | j

| /13112 - Resident #5 described the food as %  been implemented. Food
| generaliy bland bugt sandwiches with processed | "
| meats ware very salty. The meal frays sent to his . , .

- room were "ice coid"; somelimes the Iray cart sat | | included in the Caring Partner
| in the hall for 20 minutes before staff passed | i

i
|
i
|
i
|
[
‘
f
i
i
i
I
1
H
|
]
i
i
J
;

quality/temperature interviews are

[
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) PRINTED: 07/05/2612
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVELD
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NG, 0038-0381
STATEMENT OF DEFICIENCIES (X7} PROVIDER/SUPPLIER/CLIA f(xa) MULTIPLE CONSTRUGTION {X3} DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION-NUMBER, COMPLETED
A BURDING
B WING %
505183 |~ 06/i21/2012 }
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2iP CODE
7411 PAGIFIC AVENUE
AVAMERE HERITAGE REHABILITATION QF TACOMA
E T TACOMA, WA 88408 !
m(m oo SUMMARY STATEMENT OF DEFICIENGIES i I PROVIDER'S PLAN OF CORRECTIDN x|
PREFIX | {EAGH DEFICIENCY MUST BE PREGEDED BY FULL i PREFIX {EACH CORRECTIVE ACTION SMOULD BE | compLETION
TG | REGULATORY OR LSC IDENTIFYING INFORMATION} 1 TaG CROSS-REFERENCED TO THE APPROPRIATE | DaTE
. ! ; DEFICIENGY) ;
! { rounds. The outcome and necessary

F 364 Continued From page 11 | F 64

lthem out. ' [ .
! afternocon stand down meeting. :
6/18/12 - Former Resident #9 described the food ‘ ‘

as "urrecognizabie”. Hot f od was cold and the . : . '
mitk was wgrm. meaw L Abagis inferviews will be conducted

according to the facility schedule,

response will be discussed in the

8/21/12 - Resident #2 commented that focd was ill include food
consistently cold; she had hot cereal for breaifast and will include fo

which was never hot encugh. She stated she was quality/femperatures. The outcome
sure staff would reheat the foad if she asked but

' i { iewed
questioned how reasonable that was given the  of the interviews will be rev e.. ;
i number of residents on the unit, and the necessary response will be i
i 6/12/12 - Anonymous resident stated the foog [ completed.

| was a bunch of (expletive). |
H . E
n 6/21/42 - Anornymous resident commented liking CNA assignments have bém . i
I eggs and hot cereal avery morning for breakfast . adjusted to allow for a timelier hall |
[ which was always cold by the fime the tray arrived : i
| to the room. Food was most cold at breakfast and i
] other meais ware "not hot enough".

tray delivery,

Random audits of hall tray
Temperatures will be conducted to

| 6/29712 - Anonymous resident stated the food
twas atways cold,
ensure meals are being delivered at |
1 On 6/13/12 the investigator tested food . i
temperatures on a tegt tray delivered to the 100 | the appropriate temperature. |
funit. Trays were passed quickiy and food 5 }
| lemperaiures were within palatable/safe

temperatures. There were no concerns related o Trends identified will be reported fo|
i taste! residents commented the entres’ was a. the QA committee monthly and as \
favorite. i

I
} .
{ Rafer o F244 for details of residents’ concems

| related to food quality and femperature voiced in
- Resident Council meatings,

b

needed until a lesser frequency is
deemed appropriate.

Administrator/Diefary Manager :
responsible ;

B
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