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F 000 | INITIAL COMMENTS F 000
Th ortis the result of an unannounced Our unannounced, complaint investigation
s rep : ] ebruary 27, 2014. T
Abbreviated Survey conducted at Garden Village r;ariggmﬂ)izf S:ﬂl{:; ;le:gy ide ;:) he
on 2/26/14and 2/27/14. A sample of 4 residents “meagulr)e” thg c‘]ua“t.y of ofr services
was selected from a census of 5. The sample R AT
i included 3 current residents and the record of 1 HOWEVB_F the_ﬁna] d.e cision of the quality of
dlor discharged resident Our services rests with you: our resident,
former an ' family, doctor and friend of Garden Village. -
‘ _ N . a - . .
The fofl}t?)\gilgir\i::r‘-e complaints investigated as Thank vou for your continued interest in
parto Y . Gardeni Village. As you review this survey
report and have any questions about any
#2960441 aspect of it please do not hesitate to ask for

assistance.

Q. A dministrator

Submission of this Response and Plan of
Correction is not a legal admission that a

The survey was conducted by:

SRR .

) deficiency exists or that this Statement of
The surveyteam was from: Dieficiency was correctly cited, and is also
Department of Sociat & Health Services ' not to be construed as an admission of
Aging & Long-Term Support Administration interest against the facility, the Adm u?ls'trator
Residential Care Services, District 1, Unit C or any employees, agents or other individuals
3611 River Road, Suite 200 who draft or may be dlscussecg in this -
Yakima. WA 98302 Response and Plan of Correction. In addition

’ preparation and submission of this Plan of
Telephone: ' (509) 225-2800 _ Correction does not cqnstitute an ad.rr.aission
Fax: (509)574-5507 or agreement of any kind by the facility of

: the truth of any facts alleged or the
4 correctness of any conclusions set forth in

DY -

H ) this allegation by the survey agency.

.5/ ! & / !/‘?/ Accordingly, the Facility has prepared and

submitted this Plan of Correction solely
F 157 because of the requirements under state and
federal law that mandate submission of a

sidanti ..
F 157 483.10(b} M) NOTIFY O 7 ANGE
sS8=D (INJURY/DECLINE/ROOMT*EIC—)

LABORATOR\I’ DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XE) DATE

amy = RO lis dradar 22 /id
Any deficianoystatement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other saﬁeq{;?sﬁa provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
foliowing the date of survey whether or not a plan of correction is provided. For ﬂusjsirig homes, the above findings and plans of correction are disclosable 14
days foliowing the date these documents are made available to the facllity. if deficiencies are cited, an approved pian of correction is requisite to confinued
program participation. . .
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A facility must immediately inform the resident; _ ] o
| oonsuitywiih the ?esider}‘{‘syphysician; and if Plan of Correction within ten (10) calendar
known, noftify the resident's legal representative ‘fays of receipt of the Survey report as a
or an interested family member when there is an F(}"d“1f>ﬂ to participate in the Title 18 and
accident involving the resident which resuits in : Title 19 programs.
iniury and has the potential for requiring physician o _
Cintervention; a significant change in the resident’s T}}E :'Subrr‘uss%;on of the ]Ff]an of Correction
physical, mental, or psychosocial status (i.e., a within this time frame should in no way be
deterioration in health, mental, or psychosocial 00“51661‘64 or construed as agreement with
status in either Hfe threatening conditions or the allegations of non-compliance or
| clinical complications); aneed to alter treatment admissions by the facility.
significantly (.e., a need to discontinue an
existing form of treatment due to adverse
' consequences, or to commence a new form of F-157 483.10(b) (11) Notify of
treatment); or a decusion.tlo transfer or d|§charge changes (injury/decﬁne/room, etc)
the resident from the facility as specified in
| 12(a). i :
§483.12(2) - Resident was a short stay and has 174
The facility must also promptly notify the resident discharged.
and, if known, the resident's legal representative
o;in%ere.sted family membe{ Waher,’ therenlts a Policy and procedure reviewed and 3/6/14
change in room or roommate assignment as . ' o
“specified in §483.15(e)(2); or a change in revzsed by DNS. A copy was given to
resident rights under Federal or State law or all LNs.
regulations as specified in paragraph (b)) of :
this section. LNs in-serviced by DNS relative to 3/6/14
L importance of physician notificati
The facility must record and periodically update anzi) d p .y n 1t1;110 .tmn
the address and phone number of the resident's avold assuming 1t's a behavior.
| legal representative or interested family member. .
Nursing Administration will conduct | Ongoing
' ‘ _ random chart audits to ensure timely
'g;ls REQU!REMENT is not met as evidenced phiysician notification for 30 days.
; Based on record review and interview, the facility
. failed to provide timely physician notiication
following a significant change of condition for 1 of
3 sampled residents (#4) experiencing changes
| of condition. Failure to notify the physician timely
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of the resident's recurrent oxygen desaturation
and changes in her vital signs allowed for a
potential delay in treatment and possible
deterioration in the resident's condition. Findings
inciude but were not limited to:

Resident #4: Review of the medical record
revealed the resident was admitted to the facility
on /13 with multiple diagnoses including a
@ hcalth condition and N related
-.camptlications. Ahospital physician's
documentation, dated 12/10/13, also identified
past medical diagnoses such as Sl and
but there was ne mention of any
SN conditions. The W13 admission
nursing assessment documented the resident's
oxygen saturation level (sat) was % (within an
acceptable range) on room air, .

P A 12/26/13 nursing entry documented the
resident was aleri and orienfed, able to make her
needs known, had clear speech, and was pacing
in the haliway. Her vital signs included 2 blood
pressure reading of ##lle (elevated from normal
range), a temperature of i, a puise rate of g
and a respiratory rate of @®. The resident
complained of back pain and pain medication
was provided. A 12/27/13 nursing entry noted the
resident was independent with her activities of
daily living but used a wheelchair at times due to

- weakness. Entries on 12/28/13 documented the
resident was up ambulating independently and
went out for funch.

Review of a 12/30/13 1:35 p.m. nursing entry
revealed the resident was having "violent fremors
. stating it was hard to breathe". The resident's
' oxygen saturation level read ¥ initially and

L

“then @6 on room air, The nurse was unabie to
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Please see page 1 & 2 of 6 for
Provider’s Pla.n of Correction
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obtain a blood pressure or pulse due to the :
resident’s fremors. The resident reported some Please sce page 1 & 2 of 6 for
anxiety. Oxygen was placed atif§ liters per minute Provider’s Plan of Correction

to enhance her comfort.” The physician was
notified and directed the nurse o give the
resident’s routine anti-anxiety medication early. A
physician's order was written to administer
oxygen at@ liters per minute as needed to keep
the resident's oxygen saturation level at Egi%.

Another 12/30/13 nursing entry later in the
evening noted the resident had been walking in
the hallway that evening and was independent
with her activities of daily living. There was a plan
for follow-up with mentai health staff the next
morning.

The nursing entry, dated 12/31/13 documented
the resident had increased anxiety at the

: beginning of night shift with complaints of pain
and insomnia. The resident's oxygen saturation
had dropped to % on room air and oxygen was
applied at @iters per minute. Vital signs were
obtained except for a temperature reading. At
midnight the resident received narcotic pain
medication and Gammme and she had calmed by
.12:30 a.m. The resideni appeared 1o get to sieep
at approximately 2:30 a.m. '

Day shift vital signs noted the resident's
temperature was elevated at @i degrees
Fahrenheit and her pulse was alse elevated at

Despite the resident having two significant
episodes of oxygen desaturation in iess than 12
hours, without a diagnosis of a respiratory
condition, and the anset of a fever, the physician
was not notified of the resident's change in
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condition,

According to-a 12/31/13 9:00 a.m. nursing entry,
the resident was sent out for a mental health
appointment at a local agency.

i Documentation from the 12/31/13 mential health
 visit at 9:00 a.m. noted the resident had a
temperature reading of 4 degrees and her
pulse was Sl

by Staff Member A, a Licensed Nurse (LN),
docurmented that on 12/31/13 the resident had
returned from an appointment with a "panic
attack.” The resident was shaking. Oxygen was
started. The resident had a temperature of 4§
degrees. The resident was covered with multiple
blankets. The resident was provided water and
her blankets were removed. Her temperature
was then found to be @il degrees. No further
respiratory distress was identified. Evening shift
vital signs revealed a temperature of 4R
degrees, '

Staff Member B, a Social Worker, documente

on 12/31/13 at 4:00 p.m. that the resident was

inferviewed but was found to appear distracted
and repetitive,

During an investigative interview, an Anonymous
Witness stated that on 12/31/13 at approximately
5:00 p.m., Resident #4 was observed lying half
way off her bed. She appeared disoriented and
was sweating profusely. The resident only
mumbled when spoken to. The resident’s
condition was reported to a nurse on-duty.

The 12/31/13 nursing entry at 5:15 p.m.

A1/02/14 nursing entry (a late entry for 12/31/13)
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documented the resident had an elevated

temperature of #l degrees. A call was placed |

for the physician. Another provider responded
and there was an order to transfer the resident to
the hospital. A foliow-up call to the hospital later
on 4/ 13 revealed the resident was admitted
for GNR (2 systemic N originating
from the IIEINGER) and o QRN infection.

On 2/27/13 at approximately 12:25 p.m., Staff
Member A, Licensed Nurse, stated that if the. .
rasident's saturation level came back {o normai
(referencing the resident's second desaturation
event, during the night of 12/30/13 going into

12/31/13) physician notification might be delayed

until morning. Although not found or referenced
in the nursing entries, Staff Member A stated
perhaps a fax was sent to the physician the
morning of 12/31/13 {o update the physician on
the resident's condition.

On 2/28/14 at approximately 10:52 a.m., a call
was made to the physician's clinic. No

' documentation was located noting that the facility
: had contacted them on 12/31/13 to report the

resident's change of condition. after the second
desaturation episode and the resident's
temperature elevation {prior to the 12/31/13
contact around dinner time),

Facility staff presumed the resident's sympioms,
including oxygen desaturation and shaking, were
related {0 RGN ottacks and were not
reported to the physician timely following the
second oxygen desaturation episode and the

onset/persistence of the temperature elevation.
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