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This report is the result of an unannounced 5
Abbreviated Survey conducted at Victory Health
and Rehab of Batftleground on 08/13/2014 and
08/14/2014. A sample of 7 residents was , . i
selected from a census of 74, The sample Preparation and submission of this plan
included 4 current residents and the records of 3 of correction by, Victory Health &

former andfor discharged residents, Rehab of Battie Ground, does not

: constitute an admission or agreement
The following complaint was investigated: by the provider of the truth of the facts
#3030679 alleged or the correctness of the

| conclusions set forth on the statement
of deficiencies. The plan of correctionis

' The survey was conducted by: ' prepared and submitted solely pursuant

; to the requirements under state and
| Rebececa Chfist’nar_zsen, RN, M5 ;

federal laws.
The survey team is from: ’

Department of Social & Health Services
Aging & Disability Services Administration
Residential Care Services, District 3, Unit D
5411 East Mil Plain Blvd., Suite 203

Vancouver, WA 98661 . BECEIVED

Telephone: 360-397-9550 AUG 797014

Fax: 360-902-7969 |
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Any deficiency s{aieme‘m“eijﬁa o with an asterisk (™) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sn}ﬁéent protection to the pafients. {See instructions.) Except for nursing nomaes, the findings stated above are disclosable 80 days
following the date of surve{a whether or not 2 plan of correction is provided. For nursing homes. the above findings and plans of correstion are disclosable 14
days following the date these documents are made available to the facility. f deficienciss are cited, an approved plan of correction is requisite to continued

program parificipation.
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! According to the MDS, the resident had cognitive ‘
~impairment and required extensive assisiance

: food orally.”

Coentinued From page 7

from staff for ADLs.

On 7/30/14, a nursing note written by Licensed
Nurse (LN) C indicated "TPN (parenteral
nutrition) pending pharmacy shipment. TPN
arrived at @ pm. It will be ran at midnight fo wait
for the bag to cool off." No order regarding the
10% dextrose sciution was found, it was not clear
if the TPN had been stopped abruptly or tapered
down.

On 8/14/14 at 12:00 p.m., When asked about the
facility policy regarding the 10% dextrose
solution, LN A stated "in the last place | worked, it
was siandard of practice for nurses to administer
10% dextrose solution if the parenteral nutrition
had to be stopped for any reason. But we don't
do that here unless we have a doctor's order.”

Ab12:05 p.m., during telephone interview LN C
stated "When | came on duty at about 03:00 p.m.
on 713014, the TPN bag that was hanging was
akmost out. | did not have a replacement bag of
parenteral nutrition to hang until it was delivered
by the pharmacy about 09:00 p.m. The bag was
cool and | didn't want to give such cold fluid to the
resident so | decided to wait until tater to hang it.

} think the night nurse hung the new bag of TPN
at about midnight. | did not administer any 10%
dextrose solution o the resident because we :
didn't have an order for that" When asked if she |
was concerned the resident was suddenly
removed from the TPN for more than 9 hours, LN .
C stated "No, the resident was taking a little bif of

F 328
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On 8/14/14 at 09:25 a.m., LN G stated "The
nurses aides fill out skin sheets whenever they
give a shower. The licensed nurse completes a
skin assessment once a week. We are not
documenting nait care anywhere "

At 08:40, the Director of Nursing was asked how
residents requiring podiatry care would be
accommodated and he stated "The Business
Office Manager keeps a list of residents that need
padiatry care. The podiatrist does ndt leave any
notes.” When asked how someone would know if .
a resident had been seen by podiatry, the DNS |
replied "The podiatrist has a fist."

| At 12:05 the Business Office Manager siated "I
only set up the podiatry appointment. The
podiatrist comes about every 3 months. He
leaves no notes, we have no information about
what the Podiatrist does."
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