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F D{}O_ INITIAL COMMENTS F OO0

This report is the result of an unannounced
Abbreviated Survay conducted al Victory Health
cand Dehab of Bakis Ground on 10/26/2012

i sample of @ residents was selected from a
census of 87, The sample included 8 currant
residenis and the records of 3 former and/for

| discharged residents.

| The following complaints were investigated:

#2684454
#2688038
#2698608

The survey was conductad by

Rebecca Chrisfiansen, RN, MS

NOV 20 201
Departiment of Social & Mealth Services : DSHS ' :
i Aging & Disability Services Adminlsiration
Residential Care Ssrvices. District 3, Unit D : ' | / ADSA/RCS
5491 East Mill Plain Bivd,, Suite 202 '
Vancouver, WA 38861

The survey team is from:

’{efephone 360-387-8580 ;
Fax, 360-992-708¢

b, S AR
R-gssicfemiai‘ Care Services Date :
CABORAILRY L DIECTORRR m%eo ER/GUPPLIER REPRESENTATIVE'S SIGNATURE e E oA
9"! . . . o - - — .
4 i"—ﬁ@ Adynin S‘Wﬂﬁﬁ@ -~

r\ny deficiency statement e ;umc with en 2sierisk (™) genotes a dsﬂcxerc:}, wr; +ihe institution may oe excused from corresiing providing 1 is determined that
other seieguards provide s.ﬁ’"scmnt grotection o the patients, (Qme gt ; fegt for nursing homes, the find nu cta ed above are disclosable 80 deys
following the dais of survey whether or net 2 plan of corection i ,xcmdcc For ¢ hemes, the shove findings and plans of correciion are disciosanie 4
days following the date these documentie are made avaliabis (o the facility. If deficiencies sre cited, an approved plan of carrection is requisite fo continued
program paricipation.
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35=p | RELATED SOCIAL SERVICE

The facility must provide medically-related social
services o attain or maintain the highest
practicable physical, mental, and psychosocial
weli-being of each resident.

|
!

This REQUIREMENT is not met as evidenced
by:

Basad on cbservation, interview and record
review, the facility failed to provide medically
related social services {0 aftain or maintain the
| highest practicable physical, mentat and
1 psychosocial well-being for 3 of @ residents (# 3,
4 & 7) when they failed o take action to manage
behavioral symptoms demonstrated by residents
with dementia. This failure caused patterns of
resident conflict to persist, creating unnecessary
anxiety and fear for residents involved with or
witnessing the conflict.

<Resident #3>

' #3 was admitted to the faciiity on

ith a re-admission on NG th

- diagnoses to inciuce I
i According fo the Minimuin
Data Set (MDS), an assessment instrument,
Resident #3 was alert and criented to self with

| periods of 'explosive persenality’ and 'social

i isolating'. Resident #3 was independent with

i activities of daily Eving.

On 10/17, facility accident reports showed
Resident #3 was hit by Resident #4 while both

| residents were in the hallway during a witnessed,
| unprovoked altercation. Resident #3 sustained a

|

i
|

this plan of correction by,
Victory Health & Rehab of
Battle Ground, does not %
constitute an admission or
agreement by the provider of
the truth of the facts alleged or
the correctness of the
conclusions set forth on the
statement of deficiencies. The
plan of correction is prepared
and submitted solely pursuant
to the requirements under state
and federal laws.

F 250

1. Resident # 3 was reassessed by
the Resident Care Manager on I
10/18/2012 for psychosocial well ‘
being and no further concemns '
were noted. The resident was
reassessed on 10/18/2012 by the
Social Services Director to ensure
hat the resident’s psychosocial
1eeds were addressed with no
urther concerns noted.

i
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' to keep to myseff"

|
g <Resident #4>

1
| diagnoses to include

bloody nose. Both Residents were redirected.

: An investigation was conducted with appropriate
t logging and natification compieted. The facility
conciuded the event was unavoidable because of
the mental state of the residents, but did not
address how the incident couid have been
prevented, or how the residents would be
managed when they both continued to reside in
close proximity to one another. The incident
investigation stated "No psychoiogical harm
noted." No additional information was available
regarding how Resident #3's menial state was
evaluated or how the Resident felt about
continuing to live near Resident #4. Both
residents were mobile without staff assistance.

On 10/26, at 01:15 p.m., Resident #3 stated
"There are & lot of crazies here that snarl at you.
| arm not afraid of anyone, but somebody popped
: me in the nose about 2 week 2go. They toid me
to just stay away from the guy. | avoid him and
I've had no more trouble. if you teli the people
working here what you want and what you don't
“want, they think you are causing trouble, so | try

i Resident #4 was admitted to the facility on
and was re-admitted on [ GG vith
]

| According to the MDS, the Resident was alert {0
' selil but had inattention to detait, with difficulty in
| concentrating and speaking. Resident #4 was

] easily annoyed and was assessed as requiring

% supervision with ambulation. Resident #4 had

| several episodes of altercations with other

: residents or with staff and had been hospitalized
] for medication and behavior managemant on

i
H

Resident # 4 was discharged from
we facitity on NN

Resident # 7 was reassessed by
the Resident Care Manager on
11/13/12 for psychosocial well
being and no further concerns
were noted. The resident was
reassessed by the Social
Services Director on
10/30/2012 with no further
psychosocial needs noted.

7. An audit was conducted on
10/30/2012 by the Social Services

Director of residents to ensure
residents had no unidentified
psychosocial concerns and no
other concerns were noted.

3. The facility managers were re-
educated on 10/29/2012 by the
Administrator regarding
identifying and addressing reports
of increased behaviors to ensure
residents psychosocial needs are
being addressed.
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. . The facili ~ed
£ 250 | Continued From page 3 E 250 ity staff was re.educated
B he Resident returned to the facility on on reporting increased behavior
— on 11/6/2012 by Staff

“ ) N _ Development Coordinator.
i On 09724, according to facility reports, Resident
| #4 was found to be standing behind ancther . . )
resident and hanging onto the wheelchair, thus _ The Social Services Director was
praventing the resident from free movement. The ; re-educated on 11/8/12 by the
incident was investigated with the plan being to Staff Development Coordinator
remove the resident to another area of the and the Administrator regarding

building with ensuing 15 minute checks. ) o A
identifying and addressing reports

On 10/17, Resident #4 hit Resident #3 while both 1 of increased behaviors to ensure

residents were in the haliway. Facility actions that resident’s psve ;
included "Redirect the Resident.” : . psychosocial needs
are being addressed.

- On 10728, Resident #4 was observed to be
' walking freely throughout the 100 and 200 4. Beginning the week of
hallways as well as the common areas. The 11/23/2012. interviews of
Resident at times was using a walker and at o
times was walking independently, without staff residents will be conducted by the
supervision. The Resident was alert and social, Social Services Director or

but was unable to recall any recent evenis, ] . .
When asked, Resident #4 stated "| don't have designe to ensure that resident’s

problems getting along with any one." psychosocial concerns are being

addressed weekly for 4 weeks and

On 10/26 at 04:00 p.m., when asked how other then monthly for 2 months. A
residents are kept safe, the Resident Care | report will be oi "
Manager (RCM) A stated "“We provide siaff Ap Wi he glve'n to the Qual ‘t}
intervention, redirect residents or fry to relocate : ssurance Committee monthly
the residents. That works well if the residents are for 3 months. The Quality

not ambutatory. | QUESSdWE would try changing Assurance Committee will review
the medications or providing more attention. He .

{Resident #7} is very unpredictable so | don't ?nd deter.mme if further |
know how we would keep other residents safe, interventions are needed at that
We would just keep an eye on him.” : time.

<Resident #7> ! %
| Resigent #7 was admitted on IRt |
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F 250 | Continued From page 4 250" The Administrator will bie
| diagnoses to lnciude . responsible for monitoring and
! : : )
| According fo the MDS, the Resident had some follow up.

- memory problems but was alert and able to
advocate for self. Resident #7 required extensive | Compliance date 11/23/2012
assistance from staff for ADL care. !

i
On 10/26 at 10.20 a.m., Resident #7 stated "l am
afraid of someone, 1 don't remember his name. |
saw him hit somebody. | am afraid he will go
after me. 1 can't remember his name, but | will

point him out to you.”

At 11:45 a.m., Resident #7 approached this
surveyor and stated | don't remember the guy's
name | was felling you about, but | will show you
his room." Resident #7 then propelled his

| wheelchair from the front lobby to the 100 haliway
i and pointed to the bed assigned fo Resident #4.

i At 01:20 p.m., Resident #7 located this surveyor
and requested accompaniment to the dining area.
Resident #7 then motioned toward Resident #4
and stated “That's the one | was telling you about.
He is always after me. He thinks i have money,
but [ am a poor person.”

No information was found in the record of
Resident #7 related to whether his concerns and
fears had been identified or addressed.

At 03:50 p.m., Nursing Assistant (NAC) C stated
"Sometimes | think {Resident #7} is afraid of
{Resident #4}. Residents tend to stay away from
{Resident #4} because they know he gets
agitated very easily. | constantly check on
{Resident #4} to keep him away from other i
residents. | don't think {Resident #7} has been hit | g

1
1
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Each resident must receive and the facility must

provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and pian of care.

This REQUIREMENT is not met as evidenced
By
Based on observation, interview and racord
review, the facility failed to provide necessary
care and services to attain or maintain the highest
practicable physical, mental and psychosocial
well-baing for 3 of 9 residents (#s 8, 8 & 8) when

they did not assess, investigate the cause, or
monitor the progress of bruises noted on the r
resident's exiremities, This failure placed the i
1
!

nlace to reflect the resident’s
current condition and needs.

Resident # 8 discharged
0

Resident # 9 was reassessed by
the Staff Development
Coordinator on 11/6/2012; the
care plan was updated on
11/6/2012 by the Staff
Development Coordinator to
ensure that interventions and
preventative measures are in
place to reflect the resident’s
current condition and needs.

i

i
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F 250! Continued From page 5 F 250
: by {Resident #4}, but | am not sure.”
On 10/24 at 4 p.m., when asked about the recent :
 conflict between Residents #3 & 4, RCM A stated | [
"In defense of {Resident #4}, {Resideni #3} is an
antagonist. {Resident #4}does not like conflict,
{Resident #3} will stand his greund. | don't think F 309
other residents have been affected, but | am not 5
sure. These two residents are both re-directable, | 1 Residents # 6 was reassessed by
sC we Justth keep ??ﬁctking o:; thgm.t V\c/ie h‘a’:/e gad | the Staff Development
cases in the past that were harder fo deal harder ‘ . " 119
to deal with. 1 don't know anything about Coordinator on 10/29/201Z; the
{Resident #7} being hit. He is paranoid so that care plan was updated on
might be what is going on.” 10/29/2012 by the Staff
Development Coordinator to
F 300 | 483.25 PROVIDE CARE/SERVICES FOR F 309 :nsure that interventions and
g5=0 i HIGHEST WELL BEING oreventative measures are in
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F 309 | Continued From page 6 F 309 2. A reassessment of skin was
g ' residents at risk of not having their care needs conducted on 10/30/2012 by the
i recognized and addressed. Restdent Care Managers to ensure
i Resident #6 that there were no previously
! <Residen > . . .
- | Recidernt #6 was admitted to the faciiity on unidentified bruises; and that
\ | with a re-admission on with interventions were in place per
diagnoses to inciude residents care plan
_ The Minimum Data Set (MDS), an
f assessment ’instrurlnent showed the Resident as 3. Facility staff was re-educated
. being alert w:th periods of confuslon. The on 11/13/2012 by Staff
Resident required extensive assistance of 1 .
person for activities of daily living (ADL) care. At Development related regarding
the time of re-admissicn, the nursing skin investigation of skin care and
assessment stated "Mulliple areas of bruising preventative measures for bruises.
predominately on both upper and lower
extremities. The assessment and plan of care 4. Beginning the week of
did not address the bruising causes or preventicn SN
' of future bruising. 11/23/2012, the Staff
Development Coordinator or
On 10/09, the weekly skin assessment stated
"Bruises noted all over body. ongoing and wili \
continue to monitor.” On 10/16 and 10/23, the
weekly skin assessments reporied "Continuing to
monitor bruising all over body."
On 10/26 at 04:40 p.m., Resident Care Manager
| {(RCIM) A stated "l think the bruises on {Resident
| #6} are unavoidable because of the medication
' she takes, but | am sure we did not do an
zssessment. The admission assessment and the
weekiy skin assessments should identify the size
and locations of the bruises. !t looks like we were
- not very thorough and | don't think we have done
enough to prevent future problems with brutsing.”
<Resident #8>
. Resident #8 was admitted to the facility on !
with diagnoses to include I :
\
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N /. cco'ding to the MDS, designee will complete an audit
the Resident was alert to self, but was not able to of skin care needs weekly for 4
| make r}eeds k'nown. The Resident required weeks and monthly for 2 months
extensive assistance of 1 staff member for ADL . .
care to ensure interventions and
. preventative measures and
On 10/26 at 01:30 p.m., the Resident was investigations remain in place. A
observed to have 2 quarter sized bruise on the report will be submitted 1o the
left arm and 3 quarter sized dark purple bruises Quality A .
on the right forearm. The Reisdent was not uality Assurance committee
aware of the bruises or how they had been monthly for 3 months. The
obtained. Quality Assurance committee will

A review of the medical record showed the review and determine if further

resident had a groin rash, but had "No new skin : interventions are needed at that
issues.” The bruises were not identified or time.
monitoraed in the record.

On 10/26 at 004.35 RCM B stated "l don't The Administrator wil be
n 10/26 a 35 pm., stated " don’ » e e
know anything about the Resident having bruises. responsible for monitoring and
I should have an incident report from the nurses if follow up.
there is a bruise, but | don't recall seeing
anything. | will check into it."

Resident #9> , Compliance date 11/23/2012
Resident #9 was admitied on -with
| readmissions or B i dizgnoses o : ;
Hinclude NG =
' he Resident was dependent on two

' care givers for all ADL care. The Resident was
not able to answer guestions or advocate for self,

On 10/16/12. the admission nursing skin

assessment showad small areas of bruising on
the left and right forearms with scattered |
echymotic (bruised) areas on the left and right ; |
forearms. No additional measurament or ; .
menitoring was found,
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On 10/26 at 04:30 p.m., Resident #9 was
observed to have extensive bruising from the mid
hand zrea fo above the elbow on both arms.
When asked, RCM B stated "l was aware that
{Resident # 8} had some bruising on the arms
because he just readmitted from the hospital, |
don't know how the Resident went from small
areas of bruising to what we see now. The
nurses should let me know when they see
something like this, The nursing assistants
should be reporting to the nurses. The nurses
should initiate an incident report and obtain
treatment orders. Then | would begin an
investigation the same day or the next day. We
should have measured the bruises on admission
and we should be moenitoring every day. |
assume the bruises are related to his medical
conditions and medications, but | don't really
know."
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