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This plan of correction is submitted 7

This report is the result of an unannounced
Quality Indicator Survey conducted at Providence
St. Joseph Care Center on 10/21/14, 10/22/14, |
10/23114, 10/24/14 and 10/27/14. A sample of 39
residents was selected from a census of 104.
The sample included 29 current residents and the
records of 10 former andfor discharged residents.

'The survey was conducted by:

Kathieen Robl, R.N., B.S.N.
Lisa Harting, R.N,, B.S.N. ~
Colleen Daniels, R.N., B.8.N.
Jessica Dingwall, M.S.W.
Jessica Wolfrum, R.N,, B.S.N.
Brenda Webster, R.N., B.S.N,
Tamara Smith, M.S.W,

The survey team is from:

Department of Social & Health Services
Aging and Long-Term Support Administration
Residential Care Services, District 1, UnitA
316 West Boone Avenue, Suite 170
Spokane, Washington 98201-2351

as required under Federal and State
regulations and statutes applicable to
long term care providers, This plan
of correction does not constitute an
admission of liability on the part of
the facility and, such Hability is

herby specifically denied, The
submission of the plan does not
constitute agreement by the facility
that the surveyor’s findings and/or
conclusions are accurate, that the
findings constitute a deficiency or
that the scope and severity regarding
any of the deficiencles cited are
corvectly applied.
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‘resident's status.

Aregistered nurse must conduct or coordinate
each assassment with the appropriate

- participation of health professionals.

A registered nurse must sign and certify that the
assessment is completed.

Each individual who completes a portion of the -
. assessment must sign and certify the accuracy of
“that poruon of the assessment.

" Under Medicare and Medicaid, an individual who
i wiiifully and knowingly cerlifies a material and
: false statement in a resident assessment is
' | subject to a civil money penalty of not more than
+ $1,000 for each assessment; or an individual who
w:llfully and knowingly causes another individual
o certify a material and false statement in a
- resident assessment is subject to a civil money
penalty of not more than $5,000 for each '
. assessment.

' Clinical disagreement does not constitute a -
' material and false statement.

, This REQUIREMENT is not met as evidenced
by
- Based on observation, interview, and record
. review, it was determined the facility failed to
L accurately assess 1 of 2 residents (#86) reviewed |
- for range of motion in a sample of 39. Failure to
- accurately assess for contractures placed the
. resident at risk for unmet care needs. Findings

s
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- The assessment must accurately reflect the "

! SPECIFIC RESIDENTS

Resident #86’s MDS currently

. reflects her contractures
1 toher feet,

* OTHER RESIDENTS

Other residents have been assessed
per the MDS schedute far
contractures and coded ag
indicated.

SYSTEMIC CHANGES
Education provided to MDS nurses on
accurately coding contractures on the mds.

MONITOR
Audits of MDS’s will be performed randomly
for accuracy of coding contractures.

The individuals responsible for
ensuring compliance are Logan
Stroud, Administrator and Tena
Flores, Director of Nursing Services.

The date of compliance will be

November 25th, 2014,
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: use a straw when drinking liquids. She said the
concern with the resident using a straw was
' related to the rate of the water entering the straw,
| which increased the speed liquid traveled down
the throat. This was a potential problem for |
. someone who had a slower swallow. Staff #B |
. said the risk of using a straw included possible
i  aspiration and pneumonia. i
. On10724/14 at 12:53 p.m., the resident's
: water pitcher continued to have a straw in it, .
Later in the afternoon on 10/24/14, Staff #C |
said the resident was capable of reaching the
, water pitcher and consuming liquids
mdependently Staff #C sald the resident routinely | *
; used a straw to drink from her water pitcher. f
The facility failed to provide adequate
- supervision and assistance to a resident with g
- known histery of swallowing difficulties, requiring
| direct supervision and assistance at meals, and
+with very specific instructions to follow for safe
| | consumption of food and fluids. This placed her -
¢ at risk for medical complications, inctuding !
- aspiration and pneumonia.
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