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F 000 | INITIAL COMMENTS F 000
F000 Initial Comments
This report is the result of an unannounced
Quality Indicator and Extended Survey conducted “This Plan of Correction is
at Prestige Care and Rehabilitation - Sunnyside repared  and s itted
on 08/27/14, 08/28/14, 08/29/14, 09/02/14, Prepe by Lo gblml be LW
09/03/14, 09/04/14, 09/05/14, 09/08/14, 09/09/14 required by law. By submitting
and 09/11/14. The survey included data this Plan of Correction Prestige
collection on 09/04/14 from 7:10 p.m. to 9:10 p.m. Care Sunnyside does not admit
A sample of 46 residents was selected from a that the deficiency listed on this
census of 63. The sample included 37 current K
residents and the records of 9 former and/or ’ form exist, nor does the C;nter
discharged residents. admit to any statements, findings,
facts, or conclusions that form the
_ basis for the alleged deficiency.
The survey was conducted by. The Center reserves the right to
Lisa Herke, RD hallene . 1
Lucy Fromherz, RN challenge in egal. ‘ alld/or
Pam Holt, RN regulatory  or  administrative
Liisa Johnson, RN proceedings  the  deficiency,
Brenda Webster, RN statements, facts, and conclusions
The survey team is from: that . form the basis for the
deficiency.”
Department of Social & Health Services
Aging & Long-Term Support Administration
Residential Care Services, District 1, Unit C
3611 River Road, Suite 200 , , o Recalved
Yakima, WA 98902 Yakima RCe
Telephone: (509) 225-2800 0CT18 2014
Fax: (509) 574-5597
Lé A w drﬁ* fr 77ﬁ//¢~
Residential Care Fervices '~ Date
LABORATORY DIRECTOR'S OR PROVIDER/%UPPUER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
/)’\?@»/)l’} {w’ixz W W L»}gﬁi?”m Jo~ [3. i‘”ﬁ*

Any deficiency statement eﬁ?dmg with an asterisk (") denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) E%cept 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 nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued-

program participation.
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The facility must not employ individuals who have
. been found guilty of abusing, neglecting, or
~mistreating residents by a court of law, or have
' had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
; court of law against an employee, which would
~indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
: or licensing authorities.

" The facility must ensure that all alleged violations
| involving mistreatment, neglect, or abuse,
_including injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
. to other officials in accordance with State law

; through established procedures (including to the

- State survey and certification agency),

' The facility must have evidence that all alleged
violations are thoroughly investigated, and must
| prevent further potential abuse while the

, investigation is in progress.

: The results of all investigations must be reported

" to the administrator or his designated
representative and to other officials in accordance
- with State law (including to the State survey and

' certification agency) within 5 working days of the

| incident, and if the alleged violation is verified

i appropriate corrective action must be taken.
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| . F225 (a) Lo
F 225483 13(c)(D(h-(ii), (cH2) - (4) F 225 ; ) ; /
ss=p INVESTIGATE/REPORT Resident # 136 has discharged B
ALLEGATIONS/INDIVIDUALS from facility. Incidents and ’”//

accidents will be documented and /( ’
investigated thoroughly and 7
timely in accordance with state
and federal regulations.

Staff and residents have been
interviewed to ensure no other
falls have occurred and no
received appropriate interventions
and investigations.

Licensed staff were re-educated
by DNS on policies and
procedures for accidents and
incidents. This included timely
notification of supervisor,
completion of report to initiate
investigation including collection
of witness statements.

To ensure ongoing compliance
RCM/designee will complete
random interview of staff and
residents weekly times 4 weeks to
ensure all falls have been
investigated.

!
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An incident report dated 08/28/14 was reviewed | |
' on 09/02/14. The incident report contained no f‘ ;
“statements from Resident #1386, or any staff who ‘ {
" were working during the time of the fall. In : ‘
addition, there was mention of a shower chair that ‘
" was involved in the fall, but no other information § |
of how it may have contributed to the fall. The ’ !
resident was "unaware where that came from." "

The lack of a thorough investigation, to determine
possible causal factors for the resident's fall,
placed the resident at risk for repeated falls and ii
' potential serious injury. (
F 241, 483.15(a) DIGNITY AND RESPECT OF f F 241! F 241

sg=F INDIVIDUALITY % 3 see following page

|

|
I
i
|
i
[

. The facility must promote care for residents in a
“manner and in an environment that maintains or
' enhances each resident's dignity and respect in
full recognition of his or her individuality.

1 This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, the facility failed to provide care in a

' manner that promoted and enhanced resident

" dignity for 7 of 37 sampled in-house residents;
(#'s 65, 76, 82, 32 and 136) for answering call
lights timely when needing assistance, and (#s 2
and 129) for not maintaining body privacy. This
resulted in residents placed at risk for frustration
and feelings of diminished self worth. Findings
include:

‘ 1. Resident #76. Her latest comprehensive
‘ assessment on 08/24/14 revealed the resident

i
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| was cognitively intact. On 09/04/14 at 3:00 p.m., Resident # 75 and #136 no longer g
' the resident stated there were "very few staff" on | reside at facility. Residents # 65, /;
evening shift, and ther‘e was a wait from 15 to 40 82. 2, and 32 were interviewed ,V
minutes after the call light was turned on. She N
and assessed for any follow up

indicated, because of the waiting, her right leg

pain had increased when staff did not bring her with concerns related to call light

pain medicine fast enough. She further noted assistance. Skin Checks were
one time she had to wait when she needed to be completed with no observed
helped to the bathroom and "l had an accident; concerns. Resident #2 had a
very unpleasant." She stated it also "makes me

urinary collection bag placed in

constipated waiting for the toilet." The resident
said lately it was better than it had been, and
attributed the change to having surveyors in the

the privacy cover.

building. Resident#129 had his brief and
2. Resident #82. The comprehensive bare leg§ Covered with
appropriate clothing.

assessment dated 08/11/14 revealed he was
cognitively intact. On 09/04/14 at approximately

2:00 p.m., the resident stated he was supposed Licensed Nurses re-educated on
to call for help, but there were not enough nurse completion of care rounds Q shift.
aides to help him fast enough when he put on his Any concerns with dignity or

call light. He explained he had made complaints
about it to the staff, but it continued to be a
problem for him. He stated he did not always

privacy will be immediately
corrected to ensure residents

wait for help because he did not want to "wet dignity and privacy is maintained.
myself" but often by the time he was taken to the ‘
bathroom, "l am wet." He was afraid of falling, Staff re-educated on dignity

and knew he was not supposed to transfer

himself from his wheelchair, but did it anyway to Pfi‘{ac}' and Pfo%noting care to
try to avoid wetting himself. The resident maintain the resident environment

expressed frustration, and stated "I give up." in a dignified manner.

3. Resident #32. On 09/04/14 at approximately
7:30 p.m. the resident stated call lights were not
answered timely. "I have wetted my chair and bed
when they take too long to help me." The
i resident stated that sometimes "l get up myself; |
i know | am not supposed to..." but it her made feel | { ' g
| awkward to wait because of the potential of ; ; g
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F 250 | Continued From page 14 F 250 geisgrevious page
bedside table two or three days ago, and they had ' !

broken in half. The broken denture was aobserved
in a napkin on the bedside table. The resident
stated she was "hungry." She said she had
mashed potatoes for dinner, some cottage
cheese for lunch, and cream of wheat this
morning. "Not finding a ot to eat” because she
was still receiving her general texture diet, and
could not chew the meat. She repeated several
times that she was hungry, but had to have
someone fix the dentures before she could eat
her regular diet. She stated she had told a nurse
and was later told by "socmeone" that they would
take her denture to get fixed, yet the broken
denture was still in her room.

During the interview, at 11:21 a.m., the DNS ;

entered and asked the resident if she had her ‘ J ‘
denture that needed fixed by a denturist. The | |
resident told her she had not used them for two
days and she was hungry. The DNS asked the
resident about changing her regular diet to a
mechanical soft diet with ground meats. The
DNS offered no other assistance related to the
repair of the resident's dentures.

On 09/02/14 at 10:30 a.m., Staff Member E, a
Resident Care Manager (RCM), stated the
resident had broken her lower denture when they
fell off of the bedside table. She added Staff '
| Member F, the Social Service Director, had been |
[ told of the broken denture by multiple people, ;
including the resident's family, RCM, and the ?
"floor nurse." The RCM concluded the facility's
process is to notify Social Service staff so they

can coordinate medically related services such as
repair of broken dentures.

i

| Record review revealed no documentation
Event ID: 35P111 Facility ID: WA20000 If continuation sheet Page 15 of 78
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- The facility must conduct initially and periodically

- a comprehensive, accurate, standardized
reproducible assessment of each resident's
functional capacity.

- Afacility must make a comprehensive

- assessment of a resident's needs, using the
| resident assessment instrument (RAI) specified
- by the State. The assessment must include at
- least the following:

| ldentification and demographic information;

i Customary routine;

Cognitive patterns;

Communication;

Vision;

- Mood and behavior patterns;

. Psychosocial well-being;

' Physical functioning and structural probiems;
Continence;

Disease diagnosis and health conditions;
Dental and nutritional status;

Skin conditions;

Activity pursuit;

Medications;

- Special freatments and procedures;
Discharge potential;

SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
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F 250 Continued From page 15 F 250 F 250 ,
regarding the resident's broken denture by the ' see previous  page
. licensed nurses or the Social Service Director. }
- Further, the resident's diet was not evaluated and
changed to mechanical soft until 08/28/14 (3 days |
after the dentures broke). ;
- Despite the facility being aware of the resident's
' broken denture, the facility failed to respond
‘ timely to repair the resident's denture.
F 272 483.20(b)(1) COMPREHENSIVE F 2721 T 272
§s=D ASSESSMENTS | see following page
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indicated the resident had "broken or loosely
fitting full or partial dentures”, and required
extensive assistance from staff for personal
hygiene that included oral care.

The resident's current comprehensive care plan
did not include the problem related to the
resident's teeth, or give directions on how to care
for the resident's teeth and/or partial/dentures.
Additional record review indicated on the
resident's annual comprehensive assessment
(dated 05/11/14) that the problem with the
resident's testh had been identified at that time,
and indicated a care plan would be required.
Staff Member E, a Resident Care Manager,
documented on the 05/11/14 assessment that the
"res(ident) has partials, one of which has a
missing tooth, but does not inhibit his ability to
safely eat, They appear to fit well, he does need
assist{ance) when putting in and taking out his
partials.”

Review of the In Room Care Plan dated 07/29/14
indicated the resident had his "own teeth," with no
mention of a partial denture or care directives.

On 09/03/14 at 9:10 a.m. Staff Member Il, Day
Charge Nurse, stated she was not aware of any
problems with the resident's teeth.

On 09/03/14 at 9:15 a.m. Staff Member KK, a
bath aide, stated she sometimes provided oral
care to Resident #63 during his shower. He
could brush his own teeth with very little
assistance. She noted he had some missing
teeth but was not aware of him having a partial
denture.

On 09/03/14 at 10:30 a.m. Staff Member PP, a
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. Nursing Assistant (NA), stated she was assigned |
- to Resident #63 that morning; however, she had
' not done his oral care yet. She stated when she
“had done it in the past, she would use some
- "green swabs” to do his oral care. At11:10 a.m.
- the same day, "green toothettes” were noted in
the top of the resident's dresser drawer. !
!
On 09/04/14 at 3:14 p.m. Staff Member E stated “
she had seen the resident's partial during her ,
assessment and it should have been on the care
- plan.
- Lack of an accurate care plan resulted in
inconsistent oral care for Resident #63, and
placed him at risk for additional dental problems.
F 280 . 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280 F 280
ss=D  PARTICIPATE PLANNING CARE-REVISE CP see following page

The resident has the right, unless adjudged

. comprehensive assessment; prepared by an
| interdisciplinary team, that includes the attending
- physician, a registered nurse with responsibility

the resident, the resident's family or the resident's
legal representative; and periodically reviewed

- each assessment.

incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the

for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of

and revised by a team of qualified persons after
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On 09/04/14 at approximately 9:30 a.m., Staff
Member P, a Nurse Aide (NA) worked with

| Resident #24 to provide cleaning around his

catheter. Staff Member P stated she had been
with the facility for about one month and the
resident had the catheter since she started. As
she assisted the resident to gently turn onto his
right side, he moaned. The NA stated he always
moaned when she moved him because he had
an open area on his buttocks that hurt and
because he "hurt inside." She stated at first she
thought she was: hurting him, but was told by
other staff it was not her handling technique, but
because he was very tender "inside" in his lower
abdominal area. She then moved the catheter
tubing to clean around the insertion site of the
catheter. He moaned again when the catheter
tubing was moved. She re-positioned him gently
once again to complete the cleaning and care.
As she re-positioned him, he cried out, then
made a fist with his hand and struck the bed
mattress several times rapidly as he continued to
cry out. At the conclusion of the care, the
resident's face and body posture visibly relaxed.

On 09/04/14 at approximately 10:30 a.m., Staff
Member RR, a LN, stated the resident did not
verbally report pain to her when he was not
moving, but she observed he had pain with any
movement. She stated the resident was
incontinent of bowel, so he had to be moved often
when cleaning him. She said they did not
medicate him for pain prior to moving him.
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F 309 | Continued From page 26 F 309 F309 (b)
stated she was not certain about the exact date of Resident #9 POLST form was oy
the catheter placement, but noted a nursing reviewed and updated. Care 5
assessment done on 07/17/14 documented the Conference held with resident’ -
presence of a catheter. AOHE © Held WL Tesident s -~
son to review POLST ¢

requirements.

LN staff re-educated on resident
POLST form as a choice for
physician directed emergent and
life sustaining care. LN staff
educated that family members do
not override the resident’s choice
for emergent or life sustaining
care.

DNS/RCM to monitor and
review that POLST directives are
followed in the event of a resident
condition change with each
occurrence.

DNS responsible to ensure -
compliance.
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Review of the August and September 2014

"required moving him. The licensed nurses

- every shift to protect the skin, and applied two
~ additional topical treatments to the resident's

- groin area twice a day. The open sore on the
resident's buttocks was also cleansed and

- dressed every other day.

no scheduled pain medications, but was

prescribed Acetaminophen (Tylenol) 650

milligrams (mg) to be given on an as needed
' basis, up to every 4 hours. For the month of

“on 08/21/14 for a complaint of pain to his
,buﬁooks

unchanged from the August 2014 orders. The
for a complaint of pain to his buttocks.

- On 09/04/14 at 10:35 a.m., Staff Member C

done for Resident #24. She explained it was

‘ reports of pain and no nonverbal indicators of
- pain. She stated staff had not told her about

~should try "to make sure the resident has
- something on board."

 Treatment Administration Record (TAR) revealed |
. the resident received other treatments which also |

applied a barrier cream to the resident’s buttocks

‘ ' Review of the medication administration record
(MAR) for August 2014 revealed the resident had

August the resident received one dose of Tylenol |

Review of the MAR on 09/04/14 for September
1 2014 revealed the resident's pain medication was |

resident received one dose of Tylenol on 09/04/14 ‘

' stated she completed the pain assessment dated
| 07/17/14, and it was the latest pain assessment

compiled through review of the resident's medical
record and talking with staff who worked with the |
resident. The assessment documented no verbal |

' Resident #24's pain during care. She stated they :

{meaning pain medication
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Resident #129 in no longer on
Coumadin therapy.

RCM/LN staff re-educated on
assessment and monitoring of
potential adverse side effects
related to anticoagulant use.
Additionally RCM/LN staff re-
educated on physician notification
of abnormal labs.

- Residents receiving anticoagulant
therapy have had record reviews
completed to ensure care plans
include monitoring of potential
adverse side effects are identified.

Residents receiving anticoagulant
therapy will have PT/INR’s
drawn per physician’s order. Lab
results will be forwarded to the
physician for follow up as
indicated.
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should be given). Residents receiving
‘ o anticoagulants that are exhibiting
Over the approximately 6 week period since the potential adverse signs and
bladder surgery and placement of the urinary SvTIDEC £ the will hav
catheter, the facility nursing staff knew about Symptoms ol therapy will 1ave
Resident #24's pain, but failed to act to mitigate timely physician notification.
or minimize the pain. They failed to assess what
conditions caused him pain and why he was still RCM/DNS to review PT/INR
significantly painful six weeks afte‘r surgery. This results in MACC meeting to F
caused unneeded pain and suffering for the .. . .
rosident. ensure physician notification of
labs. RCM/DNS to review in
2. Resident #9. Admitted with dementia, high MACC that residents receiving
blood pressure and history of small strokes. anticoagulant therapy are being
, Assessed ial ASE wi
The quarterly 07/29/14 comprehensive hvsi S. for p;tel}mal ASE with
assessment determined the resident had piysician notitication as
impaired short and long term memory and indicated.
required extensive assistance by one person for
transfers and toileting. DNS/designee to ensure
The current care plan contained an update on compliance.
12/14/13 identifying the resident was at risk for ) ‘
falls: she did not remember to ask for help when Resident #133 had her wheelchair
needing to transfer. seat lowered and cushion
replaced. Wheelchair foot pedals
The official form directing physicians for obptained and staff in-ser 'p d
'ife-sustaining treatment' (POLST) revealed the Tviced onl
resident did not want cardiopulmonary use.
resuscitation (CPR) attempted, but she did want
interventions that included medical treatment, Residents pain was assessed with
intravenous fluids, gnd cardiac monitoring as follow up by LN staff as
indicated. (The resident was not receiving indicated
comfort measures only or hospice care.) The )
form was signed by the legal
surrogate/representative on 09/13/13. However,
hand written on the side of the form was a note to
call family prior to any transport.
|
Facitity ID: WA20000 If continuation sheet Page 29 0f 78




PRINTED: 09/30/2014

DEPARTMENT OF HEALTH AND HU! | SERVICES - FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
505226 B.WING 09/11/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

721 OTIS AVENUE

PRESTIGE CARE & REHABILITATION - SUNNYSIDE SUNNYSIDE, WA 98944

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ‘ D PROVIDER'S PLAN OF CORRECTION (x3)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ ‘ DEFICIENCY)
F 309 Continued From page 29 ~ F309 F309(e)
“An incident investigation form revealed the : Resident equipment audited for
i resident had a fall on 08/27/14 at 3:40 a.m. She 1' ; appr()pria‘[eness of use based on
' was located on the floor partially under the walker ~ condition, changes made as
and bleeding from the right side of her head. ‘ ndicated
Three lacerations were noted by the licensed § maic ’
- nurse and the physician was notified. He |
- requested family to make the decision to have an | - LN staff re-educated on assessing
. emergency room assessment; the resident's ; - residents for potential and actual

 representative declined medical treatment. A

- thorough assessment of the head wound was not | pain pre /post therapy and provide

interventions to maintain pain

| documented. o

; - control as indicated. Therapy

- On 08/27/14 at approximately 11:30 a.m., Staff - staff educated on communicating
Member QQ, a licensed nurse, in the process of |  to LN staff any resident changes

administering medications, obtained a report from

a nursing assistant that while she assisted the or concern noted in therapy to

resident to the bathroom, the resident was dizzy - ensure follow up as indicated. ‘
- and nauseated (symptoms of a potential serious ‘ ;‘ ;
head injury). Staff Member QQ went to the ; - RCM/DNS and therapy to review :
- resident's room where she was lying on the bed | " residents in MACC meeting to i
| g ~ & |

with gauze wrapped around her head. Most of | and cat dent
- the gauze and part of the pillow were red with J | ASSESS and communicate residen

blood. The resident reported to the nurse she ‘ ‘ needs and provide follow up and
~ had nausea and dizziness. Staff Member QQ told ~indicated.
the resident she would rewrap the dressing on ~ DNS/designee ensure

“her head. Staff Member QQ then stated the |
- resident had fallen around 4:00 a.m. hitting her |
' head and causing a laceration. The nurse stated f | |
- the resident was not sent to the hospital for an ‘ :
- assessment because the resident's family did not |
“want her to be sent. Nurses were treating the
injury with a dressing to stop the bleeding and ;
- monitoring her neurological signs. The nurse left
- to obtain dressing supplies. The resident was
moaning and said she did not feel well.

compliance.

Immediately after the observation, the Director of |
- Nursing (DNS) was interviewed. She stated the
- resident was not receiving 'comfort measures
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comprehensive assessmeni dated 07/30/14,
Resident #129 had highly impaired hearing and
. was described as severely cognitively impaired.

' Review of the Medication Administration Record

' (MAR) revealed the resident was prescribed

| Coumadin, a blood thinner at admission. The

| MAR also revealed an International Normalized

Ratio (INR) test was done periodically (an INR

 test checks the effectiveness of the blood thinner.

- Arange of 2.0 - 3.0 is considered {o be in the
therapeutic range, higher than that level means

i the blood is too thin). The resident was also on

- two medications to treat his hypertension.

. Review of the short term care planning document
i (MACC) revealed a flow sheet to monitor the
'resident's INR, and the dosage changes made to
Coumadin. It did not include any monitoring of
potential adverse effects of Coumadin, such as
bleeding.

! Review of the care plan revealed no ,
- documentation related to the resident being on |
Coumadin and no documentation related to
monitoring or treatment of his hypertension.

Review of the MAR revealed on 08/15/14 the
resident's INR was 6.7, significantly above
therapeutic range. A progress note dated
- 08/15/14 indicated the physician was notified of
the 6.7 reading and his instructions were to hold
the coumadin, check the INR daily and "monitor
vital signs closely.” The following day, on
08/16/14, the INR was 5.9. No physician
notification of the 5.9 INR was documented in the
- progress notes.

- Review of a flow sheet that contained vital signs,

F 309 F 309
‘ see previous

page
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| with the footrests in place, the edge of the see previous page

. pressure relief cushion reached partway down
her thigh, but not to the end of the wheelchair
seat. She stated it "cuts under"” her right thigh,
"it's too short," and that amount of pressure
caused thigh pain. She continually rubbed her
right thigh during the interview. When describing
how she got out of the chair for the transfer to
bed, the height of the chair caused a problem
with reaching the floor. Scooting herself forward
caused pain in her right hip but she had to scoot
to touch the floor. She could only weight bear on
her left leg during the transfers.

On 08/28/14 at approximately 9:45 a.m., one of
the resident's family members arrived. She
stated staff had been told the wheelchair caused
the resident pain and was uncomfortable, but
nothing had been done for over a week or so.
The family member said they were told extra
wheelchairs were stored and they would go
check, but "they never returned.” Yesterday, the
therapist had reportedly noticed her feet "do
dangle" but nothing was done. The family
member said the nursing assistants did not
always put on the footrests. As the interview with
the resident and her family continued, the
resident had facial grimacing, tried multiple times
to shift position, and she stated her hip was
"hurting” and her right thigh was "always hurting.”
The daughter told her it was probably because of
how the metal from the surgery procedure went
down into her thigh bone.

At approximately 10:00 a.m., the resident had
poor body alignment in the chair; her hips were
not flat on the cushion and she was leaning
slightly to the left side (due to her multiple
attempts to readjust herself). She said she had
Event ID: 35P}11 Facility ID: WA20000 If continuation sheet Page 35 of 78
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to get "straightened out." She put her left foot

- down between the foot rests, and, with her toe ‘
only touching the floor, she attempted to use it as
leverage for repositioning herself with her arms.

' She was unsuccessful in her attempts. The

| resident continued to grimace, and complained of
worsening pain the longer she sat.

\

- On 08/28/14 at approximately 10:05 a.m., Staff

' Member QQ, a licensed nurse (LN), reviewed the

resident medication administration record. She

stated the resident received an analgesic at 7:00

a.m. but she had a prn narcotic pain medication

" she could take every four hours. The resident

" had "none today," but Staff Member QQ stated

. she would take her some.

- On 08/28/14 at 10:15 a.m., the resident continued .
to exhibit non-verbal signs of pain while seated in
her wheelchair. She stated she really needed to
"have therapy over with" (she had been sitting up
waiting for the therapist) as she was in so much
pain she needed to lay down. Her spouse, who
had arrived, stated her pain needed to be kept
"on top of" so it was in better control than he had
been noticing.

On 08/29/14 at approximately 11:30 a.m., the
resident was returning to her room from physical
therapy with Staff Member NN, a part-time i
Physical Therapist (PT). He stated it was the first |
time he had worked with the resident. The
resident's feet were touching the floor rather than
dangling; the wheelchair was lower to the floor.
The therapist stated he had just lowered the
wheelchair as it was "too high" and she was

. unable to reach the floor with her feet. He
~acknowledged that feet/legs dangling caused

pain. He confirmed that the lowering of the

F 309
F 309 see previous

page
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wheelchair would also help with ease of transfers
and decrease pain.

On 09/04/14 at 10:30 a.m., the resident stated
that with the wheelchair lowered her pain was
lessened. She had an easier time with the
transfers as she could put her feet on the floor
without scooting forward.

On 09/04/14 at 10:45 a.m., Staff Member P, a
nursing assistant, stated that she was not aware
of the placement of the foot rests. She did
remember that before the wheelchair was
lowered, the resident had to scoot forward to try
and stand for the transfer. She stated it was
"much easier” on the resident when she could
reach the floor and then be assisted to stand up.

On 09/09/14 at 3:30 p.m., Staff Member E, the
Resident Care Manager, stated she was
supposed to be the person "putting it all together,”
but until the discussion with "[the surveyor] right
now, | was not aware of the resident's wheelchair
being too high," or the need for footrests to

reduce pain.

The resident's family member provided
documentation related to an 08/12/14 observation
she had made and written down. The note stated
the resident had been complaining about severe
knee pain which was warm to the touch and very
sensitive to touching; which the physician
assessed and reported "it should go away." The
family member's note on 08/13/14 revealed the
family member arrived at 9:00 a.m. to find the
resident being taken to therapy. After she "picked

up her room a bit" she went to the therapy room.

"She was in therapy in severe pain and crying,
nose dripping from crying. [The physical

see previous page
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" therapist] was still working with her, and she was see previous page

' telling him stop it hurts. When | walked in he
stopped and told me "The staff had just given her
' pain meds about 15 minutes before and it had not
taken effect yet." They put her back in bed. Her
| pain was pretty high. She had occupational
therapy just before that, and did not have pain
' killers then either. So it was two at once in the
“morning. Too much without the meds. When |
“asked nurse about it, | was told that it's protocol
for therapy to let the nurse know when they will be |
- coming ahead of time so the nurse can give pain
' meds and prepare patient. That didn't happen
either way. Someone dropped the ball.."

The 7:00 a.m. progress notes dated 08/13/14

revealed the resident was given her routine

morning pain medication with a 8 of 10 pain scale
~(on a scale of 1-10) documented, but no further
- pain assessment completed. The 2:00 p.m. entry |
revealed the resident had received one tablet of
- Norco (1-2 tablets every four hours as needed for
“pain) at 10:00 a.m. for hip pain. The progress
note and the medication administration record did
not contain an assessment of the resident's pain,
either before or after administering the
! medication, other than she "complained of pain."
There was no documentation related to the
effects of therapy on the resident's pain level.

Progress notes and the medication administration
record revealed the components of the pain

- assessment (identified in the care plan for acute

_ pain following a hip replacement) that included
_location, duration, guality, alleviating/aggravating

“ factors were not completed on an ongoing basis.

- Despite the fact these were identified in the care

- plan, staff were not following the intervention to

" ensure the goal of pain relief was met.
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' increase her pain.

~According to the August 2014 and September

12014, medication administration records, (MAR)

the resident was to have a routine short acting ‘

- narcotic medication for pain, and a routine long |

. acting narcotic medication for pain. Additionally,
there were 2 other narcotic medications that were |

. used as needed for break through pain and a

' medication for muscle spasms. There were no

" documented non-pharmacological interventions

. for pain relief on the MAR or care plan.

During her stay at the facility, the resident
experienced incidents which had the potential to
increase her anxiety. She fell on 08/27/14 when
. she attempted to use the bathroom after she felt
- she waited too long for help; on 09/02/14, she
had a disagreement with a LN about her
prescribed treatment,

OT notes on 09/01/14 documented that the
"resident's functional/cognitive testing indicated
that the resident was painful with anxiety. This
- had limited her progress and pain limits her
activities."

On the 09/02/14 progress note the OT ;
- documented she had instructed the resident to
- deep breathe and calm down secondary to
. increased anxiety. The resident was
' uncooperative and stated, "she is calling her
- husband to leave the facility.”

- On 09/03/14 at 10:00 a.m., Staff Member V, 5
- occupational therapy assistant, (OTA) stated that
the resident's cognitive assessment showed a '
- decline. The resident was always prepared to

- work but the pain medications she was receiving
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Staff Member TT, a nursing assistant, was |
observed to give the resident a shower. While ,
drying the resident's feet, Staff Member TT
commented on the resident's long toe nails and
offered to clip them for the resident. However,
she did not have nail clippers and stated she
would try to trim them after the resident's lunch.
The resident's great toe nails appeared thick,
jagged and extended approximately 1/8" to 1/4"
beyond the end of the toe.

On 09/03/14 at 11:50 a.m. Staff Member KK, a
bath aide, was observed removing the resident's
shoes and also noted his long, untrimmed toe
nails. She said if the resident was a diabetic, the
i LN would need to trim his toe nails. She then !
asked resident "are you diabetic?" and the )
resident responded "no". Staff Member KK
stated she would also ask the nurse to confirm.
At 11:55 a.m. Staff Member KK checked with
Staff Member SS, an LN, and the nurse
responded {without looking at the resident's
record,) "No, he is not a diabetic; he is not on my
{blood sugar check) list.”

Later that day between 1:30 p.m. and 1:55 p.m.,

Staff Member UU, a shower aide, was observed

to give Resident #10 a shower. After the shower

i was completed, Staff Member UU started to apply

his socks and noted the resident's toenails were | | |

fong, and asked the resident if he would like them | ' , |

clipped - he said "yes." This surveyor asked Staff :

Member UU if she had cut this resident's toe nails

before and she stated "yes, | have clipped his toe

nails after his shower." She then positioned nail

clippers above the right great toe nail of the

resident. Before she cut the nail, this surveyor |

stopped the shower aide, and asked her to check | |
|

, the resident's care plan prior to proceeding. She §
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- stopped and applied the residents socks.

At 2:05 p.m. Staff Member UU checked the

resident's care guide inside his closet and stated

"Oh, | see the nurse needs to cut his toe nails, |
- was not aware he was a diabetic."

- On 09/03/14 at 2:15 p.m. Staff Member ll, the

- charge nurse, stated there should be a list of the
; "non-diabetic residents" for the shower aides to

' refer to, and that only LNs could cut diabetic

: resident’s toe nails.

- Review of progress notes and treatment records

did not reveal when or who last trimmed the
resident's toe nails, as the treatment sheet order

. was for the LN to "check finger nails and toe nails

once a week on bath day, trim as needed -

Mondays." His nails remained untrimmed on
09/03/14.

- On 09/03/14 at 3:00 p.m. Staff Member E, an LN

' and Resident Care Manager, stated she could not
i find in Resident #10's record when his nail care
was last done, and added that the treatment

order did not clearly indicate when nails were
actually trimmed. She also stated the resident

- had not been seen by a podiatrist.

f The failure of the facility to provide the proper

diabetic nail care according to physician's orders
put Resident #10 at risk for injury.

483.25(c) TREATMENT/SVCS TO
PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a
- resident, the facility must ensure that a resident
. who enters the facility without pressure sores

F 312 F 312
‘ see previous page

F 314 F 314
see following page
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risk factors of fragile skin due to diabetes and
' poor circulation. The temporary care plan
(MACC) was updated, with the monitoring of the
wound untif resolution, but no additional
interventions for pressure relief.

- On 08/15/14, physician orders were obtained for
| wound cleansing, and application of a dressing to

- grid' for pressure ulcers identified it as a stage |l
(open sore) pressure ulcer,

- During the on-site survey (08/27-08/29/14;

. 09/02-09/05/14; 09/08/14 and 09/09/14) the

. resident was observed seated in his wheelchair
by the bed on multiple occcasions during both the
day and evening hours.

- 0On 09/11/14 at 10:45 a.m., Staff Member RR, a

time up in his wheelchair, and said he probably
' got the pressure ulcer from sitting so much. He
- was able to lean forward, raise his arms and his
I legs, but could not shift weight off of his bottom.
- He needed staff assistance for that type of
“movement. She stated he did have therapy

~ sessions, but was not sure how often.

- On 09/11/14 at 10:00 a.m., Staff Member I, a

- charge nurse, stated if @ concern arose about a
- resident sitting for a long period of time, the

| licensed nurses evaluate residents every
morning, and would be aware of the need for

“ repostioning {to avoid continual pressure). She
- stated the Resident Care Manager (RCM) would
- be told and would then evaluate for pressure

- ulcer potential.

1 On 09/11/14 at 10:10 a.m., Staff Member E, an

“the wound on the left buttock. The 08/15/14 'skin

- licensed nurse, verified the resident spent a lot of |

i
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RCM, reviewed the resident’s care plan. She
indicated there had been no identification of the
need for readjustment of the resident's position
while up in the wheelchair. She stated he had
been in therapy for awhile, and that the
wheelchair cushion could have been reassessed,
and changes made if necessary (i.e., to provide
more pressure relief).

On 09/11/14 at 11:30 a.m., Staff Member LL, a
Physical Therapist (PT), stated the resident was
receiving therapy for transfers, ambulation, and
strengthening. The resident's knees were
observed against the rim of the wheelchair, so
that had been adjusted. However, there had not
been any review of the cushion he was sitting on.
The therapy department had not been told he
was sitting for long periods without position
changes. Staff LL indicated that the RCM would
be the main person to communicate with the
rehabilitation department. He said the resident's
wheelchair cushion couid have been changed, if
he had known, to a higher quality of pressure
reduction, such as a Roho or a gel cushion.

The resident had multiple medical diagnoses
limiting his mobility, and causing a potential for
fragile skin. In addition, he required extensive
assistance with mobility. Although staff were
aware of the resident sitting in his wheelchair for
long periods of time, the potential risk for

| pressure ulcer development related to this had
not been evaluated. The facility failed to put
additional preventative measures in place, and
the resident developed a pressure ulcer.

F 315 483.25(d) NO CATHETER, PREVENT UTI, F 315] F 315
ss=p | RESTORE BLADDER see following page
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. Nursing Aide (NA), described how she cleaned

' hard for me. The aide just told me the catheter
I was leaking. I'll have to check that he has the

indwelling urinary catheter. They stated they
thought he had it ptaced after a surgery to
remove bladder tumors, but could not find
documentation to confirm the diagnosis.

Record review of the physician order's on ’
08/28/14 revealed no orders pertaining to a
urinary catheter.

Record review of the resident's care plan and in
Room Care Plan (the daily care guide used by
direct care staff) on 08/29/14 found no mention of
a urinary catheter, or any guidance regarding
care of a catheter.

On 08/29/14 at 1:50 p.m., Staff Member P, a

around Resident #24's catheter while providing
care for him, and also said she emptied the bag
once a shift. She stated she did not know of any
specific instructions about how to care for the
resident's catheter, but was relying on what her
teacher taught her when she took nurse aide
training classes.

On 09/02/14 at 10:05 a.m., Staff Member J, a
Licensed Nurse (LN), stated she did not know
what size the catheter was, but the information
about the size of his catheter, and the care of the
catheter should be in either the Medication
Administration Record (MAR) or the Treatment
Administration Record (TAR). She checked the
MAR and the TAR and stated there wasn't any
information about the catheter. "That will make it

right size."

On 09/02/14 at 10:15 a.m., Staff Member C
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placement of the transfer pole in relation to the Resident # 83 had an enabler e
bed, and interventions to maintain the position of devise assessment completed for /»:;"’

the bed, put the resident at risk for entrapment
between the pole and bed. Findings include:

Resident #83. On 08/29/14 at approximately
11:15 a.m., the resident was observed lying in
bed on his back. His bed was against the wall on
the left side, and to the right he had a transfer
pole (extending from ceiling to floor approximately
8 to 10 inches from the side of the bed). The
resident was observed turning in bed from back
to side holding the transfer pole (at chest level)
with both hands. He stated he used the pole to
get "up and down."

Review of the comprehensive assessment dated
06/22/14 revealed the resident had moderate
cognitive impairment. He also required extensive
assistance with cares, including mobility and
transferring from bed o wheelchair. The
assessment also indicated he had one fall in the

past quarter.

Per review of the progress notes, the resident
had a fall from his bed on 06/12/14 at 4:30 p.m.
The resident was found kneeling on the fall mat
"still holding onto bedside pole.”

Review of the resident's record did not include a
safety assessment for the transfer pole, nor was
there a care plan that identified a safe distance
between the bed and pole to decrease the risk of

entrapment.

On 8/29/14 at 4:20 p.m. Staff Member E, &
Resident Care Manager, stated she had not done
an entrapment assessment, or included care plan
interventions to decrease the risk.

updated to identify placement of

use of transfer pole.
Care plan and in-room care plan

pole. Residents using transfer
poles or enabling devise have had
audits completed.

Assessments and care plan
updates completed as indicated.

RCM and Licensed Nurse Staff
have been re-educated on policy
for enabler devises.

Residents will be assessed using
RAI process upon admission,
quarterly, and with any change of
condition MDS for the continued
need for the devise and evaluation
of the effect on the residents.
Compliance to be monitored per
IDT review

DNS/designee to ensure above
remedies are sustained.
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F 329 483.25(1) DRUG REGIMEN IS FREF FROM F 329!
s8=G ' UNNECESSARY DRUGS . 1 - F329 (a)
‘ i Resident #129 have had

Each resident's dr imen m fr : - .
Each resident's drug regimen must be free from | medication review completed to

- unnecessary drugs. An unnecessary drug is any o dicati N

- drug when used in excessive dose (including . assess that me lcations are

- duplicate therapy); or for excessive duration; or | . necessary to treat specific |
- without adequate monitoring; or without adequate | ' conditions.
. indications for its use; or in the presence of ; !
- adverse conseqguences which indicate the dose "
i . . : ot c S

- should be reduced or discontinued; or any | | Addltlpllally D%adual doqe'

: ; | reduction requirement reviewed

. combinations of the reasons above. : . .
‘ with MD interventions in place to

drugs receve gradqa! dose r educ’g;qns, and medications have had reviews
behavioral interventions, unless clinically . o

- contraindicated, in an effort to discontinue these completed to determme that all

- drugs. elements of use are in place.

Based on a comprehensive assessment of a " ensure that all elements of
“resident, the facility must ensure that residents | medication therapy are in
who have not used antipsychotic drugs are not . iy :
given these drugs unless antipsychotic drug ‘ compliance with accepted
therapy is necessary to treat a specific condition | standards. |
. as diagnosed and documented in the clinical ‘ ﬁ
record; and residents who use antipsychotic . Residents receiving psychoactive

Licensed nurse staff were re-
! educated on policy and procedure
; requirements to assess and

| This REQUIREMENT s not met as evidenced monitor for adverse side effects of
by resident medications.

- Based on observation, interview and record

- review, the facility failed to ensure anti-psychotic
- drugs were not used without adequate indication
for use, and appropriate monitoring for 1 of 3 |
residents (#129) reviewed for psychoactive ;
medication use. This failure caused harm for the |
resident, who experienced increased drowsiness, |
“continued falls and weight loss. Findings include: |

i
!

DNS to ensure compliance.
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| Staff Member EE, who chose to remain
anonymous, stated that the staff had not been ‘ ‘
able to consistently answer lights, or care for |
residents promptly, which has caused resident's
to be incontinent by "wetting themselves because
we can't get to them." The staff doesn't have
time for breaks due to the fact if "someone takes
a break there is only 1 nursing assistant left on
the floor to answer the call lights.”

Staff Member EE continued, "staffing had been
increased while you guys (state surveyors) have
been here, but once you leave they will reduce
the staffing.” The staff identified residents on the
300 hall that had experienced incontinence due to
the inability for us to get to their call light timely.
The staff member stated that "It makes me cry

' and the administration won't listen. If we had

| lights down the hall or over the rooms we ’
| probably could see the rooms that need help. It is
hard to read this beeper when you are in the
middie of caring for a resident.

Staff Member DD, who chose to remain
anonymous, stated when we have a full house, it
was "impossible to answer the needs of the all
the residents" especially with only 2 nursing
assistants." If one staff person had to go on break
the remaining 1 NA on the floor would have 20
residents or more to care for until the other
person returned. Staff Member #2 stated that "It
 makes me feel | have let the residents down by

| the time we had gotten to their room and they

§ were incontinent or in pain for a long time."

Staff Member CC, who chose to remain

anonymous, stated that it is too overwhelming to

have just 2 nursing assistants and 1 nurse on the
| floor with 20 plus residents, and giving showers
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F 353 Continued From page 63

“(which takes time) - there had been "many times

when we have 2 NA's that we have not been able
' to answer a call light or return after answeringa
~call light."

- On 09/04/14 at approximately 8:00 p.m. Staff ‘
Member |, a Licensed Nurse (LN), stated "the 100
“hall usually has 2 NA's and 1 LN and on the 200

- hall we have 1 LN and 2 NA's, and there had !
- been complaints from the residents that they wait |
. too long."

On 09/04/14 at 7:28 p.m., Staff Member T, a NA, |
was observed sweeping and straightening the ‘
Eden dining room. He stated it was a part of his
daily duties to clean the Eden dining room. He
stated the other NA was at lunch so he was the
only aide on the 100 hallway. He stated they try
. to get the residents who require a mechanical lift
to bed before they take their meal breaks. He
stated that sometimes this plan works, but
sometimes it doesn't get done. He stated tonight
| there were 2 residents who did not get to bed, so
- they would have to stay up until the other aide
-returned from her break. He stated of the 22
-residents he and the other aide were responsible
for, 7 of them required lifts.

On 09/08/14 at 3:00 p.m., in a meeting with the

. Administrator and Director of Nursing, the

. Administrator said staffing in the building was

- based off the facility census. The Administrator or |

- Director of Nursing could not describe how the

' care needs of the residents were determined to

- ensure appropriate staff was in place. The facility
admitted an average of 2-6 residents per week.

' The population of the building was mostly long
term care, short term, and rehabilitation.

'

F 353 F 353

see previous page
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Failure to have sufficient staffing resulted in f bage |
- negative outcomes for multiple residents resulting
in incontinence, dignity and pain.
Refer to F241 and F309 for additional
information. ‘
F 356 | 483.30(e) POSTED NURSE STAFFING F 356 F 356 P
§8=C | INFORMATION © 1 Daily Nursing staffing posted in ¢

The facility must post the following information on
a dally basis:
o Facility name.
o The current date.
o The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shift;
- Registered nurses.
- Licensed practical nurses or licensed
vocational nurses (as defined under State law).
- Certified nurse aides.
o Resident census.

The facility must post the nurse staffing data
specified above on a daily basis at the beginning
of each shift. Data must be posted as follows:

o Clear and readable format.

o in a prominent place readily accessible to
residents and visitors.

The facility must, upon oral or written request,
make nurse staffing data availabie to the public
for review at a cost not to exceed the community
standard.

| The facility must maintain the posted daily nurse
staffing data for a minimum of 18 months, or as
required by State law, whichevgr is greater.

morning.

Administrator/designee to
monitor that information is
accurate posted daily.

Licensed staff educated on
requirement to update and
maintain accurate staffing
information Q shift.

by administrator/designee and
presented at QAPI meeting.

Administrator to ensure
compliance.

Weekly audits will be completed
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This REQUIREMENT is not met as evidenced
' by:

Based on observation and interview, the facility
failed to consistently post nursing staffing
~information, and the current resident census, ona
- daily basis. This failure left residents and visitors
- without access to current information of the
‘facility's staffing numbers and population.

' Findings include:

During the dates 08/27/14, 08/28/14, 08/29/14,
- 09/02/14, 09/03/14, 09/04/14, 09/05/14, 09/08/14, -
09/09/14 and 09/11/14 of survey the facility failed
to consistently update and accurately post staffing
and the resident census. ‘

 On 09/08/14 at approximately 2:00 p.m., the |
Administrator stated she failed to update the

1 information, in order to provide the accurate

. number of staff on duty, and actual number of
hours worked by staff during the time of survey.

The facility failed to post corrected nurse staffing
' data and the resident census on a daily basis as

required.
F 363 483.35(c) MENUS MEET RES NEEDS/PREP IN i F 363 F 363
$8=G ' ADVANCE/FOLLOWED 3 : see following page

Menus must meet the nutritional needs of
residents in accordance with the recommended

- dietary allowances of the Food and Nutrition ;
' Board of the National Research Council, National |
~ Academy of Sciences; be prepared in advance;

» and be followed.
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- On 08/29/14 at approximatély 11:00 a.m., Staff

- Member D, a licensed nurse (LN), said that on

- 08/28/14 the resident stated she was

" experiencing a "tickle" in her throat and believed
- she ate something on her lunch tray that caused
- an allergic reaction. Staff Member D notified the
physician and received an order for Benadryl.
She verified with dietary that there were banana
. pieces in the dessert pudding. The kitchen staff
made "a mistake" and place the wrong dessert on
- Resident #136's tray. Staff Member D, stated

- she was "worried" about the reaction that the

hour and a half" after the incident.

On 08/29/14 at approximately 1:30 p.m., Staff
Member N, a Registered Dietician (RD), stated
that the trays were set-up in the kitchen with the
. resident's dietary card which identified name,
room number, diet and allergies. "The kitchen
tray line made a mistake placing the dessert with
bananas instead of the alternative which was
peaches."

On 08/29/14 at approximately 3:00 p.m., the
Director of Nursing stated she spoke to the
dietary manager. The dietary manager told her
the dietary aide prepared the peaches as an
alternate but placed the pudding with bananas on
the resident's tray.

- On 08/30/14 at approximately 10:00 a.m., the

- in placing the dessert on Resident's #136's tray
- and the resident was served bananas. She

- stated the cook dished and labeled the peaches
. for the resident but it was not placed on the tray.
"We have allergies and food likes posted above
. the steam table for the cooks to look at while

. resident was experiencing and sat with her for "an

' Dietary Manager, stated that there was a mistake |

- Administrator to ensure
' compliance.

) 1D SUMMARY STATEMENT OF DEFICIENCIES D
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F 363 Continued From page 67 F3s3 F 363 (b)

Licensed staff re-educated on
requirement to update and
maintain accurate staffing
information Q shifi.

Weekly audits will be completed
by administrator/designee and
presented at QAPI meeting.
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serving." The dietary aide had the dietary slip to
| refer to while setting up the residents tray and
’ that included allergies. She further explained the

nursing assistants serve the resident trays in the
different dining areas, and to some residents in
their room. "They do have the diet slip that is on
| the residents’ trays. It identifies the resident's
name and diet allergies.”

PRESTIGE CARE & REHABILITATION - SUNNYSIDE :
SUNNVYSIDE, WA 98944
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F 363 ( Continued From page 68 F 363 F 363 f
| | see previous page ‘

The facility failed to ensure that the resident was
not served a food containing a known allergen.
This caused the resident to have an allergic
reaction requiring medical treatment, and fear for
her health. This caused the resident to lack
confidence about her care, and resulted in

| physical and psychosocial harm. [‘
F 387 | 483.40(c)(1)-(2) FREQUENCY & TIMELINESS [ F 387
|
|
|

J JJ F 387
SS:DJ OF PHYSICIAN VISIT | see following page
E The resident must be seen by a physician at least | ‘
' once every 30 days for the first 90 days after {
' admission, and at least once every 60 days |
thereafter.

|
|

| A physician visit is considered timely if it occurs
not later than 10 days after the date the visit was

required.

J This REQUIREMENT s not met as evidenced |
by: |
| Based on interview and record review, the facility 5
alled to ensure that 2 of 6 residents (#'s 46, 87) |
reviewed for frequency of physician visits were |
!

|
|
|
i
|
| seen by a physician at least once every 60 days. /

This failure placed the residents at risk of
inadequate supervision of medical care. Findings )

include:
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Per record review, a "Note to Attending

. Physician/Prescriber" dated 05/20/14 from the

' facility consultant pharmacist noted "pt (patient)
~was not on any blood thinners (aspirin, Coumadin "
...} for his afib/risk of stroke. If you would like to
start any blood thinners please notate below.” ,
The physician response on 05/30/14 was "l would
' prefer ASA (aspirin) 81 (milligrams) qd (every
. day).”

1
- Review of the resident's physician orders for May,

" June and July 2014 revealed no orders for
~aspirin.

Another "Note to Attending Physician/Prescriber”
" from the consultant pharmacist dated 07/18/14
| repeated the same recommendation for a blood
- thinner for Resident #17. The physician's
response dated 08/28/14 read, "Has a hx (history)
. of falls. Not a candidate for warfarin (Coumadin).
- Should be on ASA (aspirin) 325 mg (milligram) qd
(every day)."

: Per review of August physician orders and
medication administration record, aspirin 325 mg
' was ordered on 08/28/14 and the resident
received his first dose on 08/30/14 (102 days
 after the pharmacist's recommendation on

- 05/20/14).

On 09/03/14 at 3:30 p.m. Staff Member B, the
Director of Nursing, stated she could not find an
order for Aspirin 81 mg in the resident's record
after the 05/20/14 consultant pharmacist |
recommendation, and did not know why it was
missed. ; |
F 441 483.65 INFECTION CONTROL, PREVENT f F 441
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(a) Infection Control Program

The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

(b) Preventing Spread of infection

{1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will fransmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread. of
infection.

T (X4) ID SUMMARY STATEMENT OF DEFICIENCIES D S,
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE { COMPLETION
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F 441 Continued From page 72 F 441
S8=E | SPREAD, LINENS
F 441
The facility must establish and maintain an Residents # 77 and 10 have been - N
Inffectlon %ontrol Progr?mt dsl&gneq to provt|deéa assessed. Acute infection has =
safe, sanitary and comfortable environment an ; ‘
Y onment anc been ruled out. o
to help prevent the development and transmission
of disease and infection. /ﬁr/

Licensed Nursing staff re- .
educated on infection control
practices in relation to wound care
to include criteria for hand
washing, glove changing, and
disinfecting equipment after use.

All nursing staff educated on
infection control practices in
relation to retention catheter bag
placement with hand washing
requirements after handling
resident items.

NA staff educated on standard
precautions to change gloves and
wash hands if moving from one
contaminated body part to
another.
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she did not wash her hands. She then removed see previous page

- the dressing from the left hip, removed the tubing
from the wound vacuum within the wound,
removed an approximately 4 inch long by 1 inch
wide strip of a black sponge dressing from the
wound, and cleansed the wound and surrounding
area. Without changing her gloves or washing
her hands, she proceeded to pack and redress
the wound using sterile supplies while wearing
the same gloves used to remove the soiled
dressing.

During the dressing change, the RN used
scissors to cut a small hole through both sides of
a clear dressing (which was used to secure the
tubing for the wound vacuum). After completion,
she placed the scissors back into the resident's

! cupboard, without cleaning them. Staff Member G
stated that they "keep the scissors for the next
dressing change", and indicated no cleaning of
scissors was necessary for the same resident.

On 08/29/14 at approximately 2:30 p.m., the
Director of Nursing (DNS) stated that all reusable
equipment such as scissors should be cleaned
with a disinfectant. She also said that according
to the facility's policy on "Hand Hygiene", staff
were required to use hand hygiene (wash their
hands) before and after glove use, before and
after dressing changes, and after any contact with

resident body fluids.

2. Resident#2. On 09/04/14 at 1:25 p.m.
Resident #2's urinary catheter bag was observed
from the hallway, uncovered, and laying on the
floor. Staff Member RR, a Licensed Nurse, was
observed at the resident's bedside talking to him.
She touched the catheter tubing, and elevated the
bag from the floor. She then set the tubing down,
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“and the bag went back on the floor. At 1:33 p.m., 1
- when Staff Member RR exited the room, she |
' carried an empty clear plastic cup in her hand,

and was not obsarved to complete hand washing. '
The catheter bag was still lying on the floor. 1

Per interview with Staff Member B, the DNS, on
. 09/05/14 at approximately 10:00 a.m., it was ‘
verified that correct placement of urinary catheter
bags would not include direct placement on the ; ;
floor. : "

- Placement of the uncovered catheter bag on the ’
- floor placed Resident #2 at risk for infection.

3. Resident #10. On 09/02/14 between 11:40
a.m. and 12:20 p.m. Staff Member TT, a nursing
assistant (NA), was observed to give Resident | 5

- #10 a shower. The NA failed to change her |

. gloves after washing a soiled body area, just prior

- to washing the resident's face. ;

- Staff Member TT was observed to apply a pair of

| gloves prior to starting the resident's shower at

approximately 11:55 a.m., and did not remove the
gloves until after drying the resident. During the
shower, the NA washed the resident's genitals
and buttocks with a wash cloth, then used a new
wash cloth to wash the resident's face, without
first changing her soiled gloves or washing her
hands.

Staff Member TT stated after the observation at
12:20 p.m. "Oh, | was supposed to wash the
perineal area last and | did not."

On 09/03/14 at 3:30 p.m. the DNS was informed
+ of the observation during the shower on 09/02/14
with Resident #10 and she stated "the bath aide
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management, medication management, timely
care, and accurate diets. These failures resulted
in substandard care and actual harm. Findings
include:;

1. Pain Management.

a) For Resident #24, the facility failed to manage
pain effectively during treatments and cares,
resulting in pain for this resident over an
approximate 6 week period. Refer to F309.
Repeat citation from 2013.

Review monthly audit
with Dietary Services
manager that allergies on
the H & P match the tray
cards/tray line list of
cook/diet aide and items
are not served. Reports
included in QAPI meeting.
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should have cleaned the perineal area last and or Refer to detailed plans of 7
at Iee?'st changed her gloves prior to washing his correction listed above for each of | “/ g
face." She also added that it was part of the F taos noted e
standard precautions and would provide the 4Es noted. wjf
facllity policy. 1. Pam. Management: //
Review monthly with &
The policy provided was a page from a nursing DNS/designee the audit of
assistant training manual: "Standard timeliness of pain
Precautions, change gloves during care if your ) i | .
hands will move from a contaminated body site to assessment, care planning,
a clean body site.” and L_lpdatmg of MAR.
F 490 | 483.75 EFFECTIVE F 490 2. Medication Management:
ss=g | ADMINISTRATION/RESIDENT WELL-BEING Review monthly with
DNS/designee the audit of
A facility must be administered in a manner that la% drawsvfor
“enables it to use its resources effectively and .
efficiently to attain or maintain the highest .antlicoagl.llant\s and
practicable physical, mental, and psychosocial justification for anti-
well-being of each resident. psychotic .meds.
: 3. Timely Treatment:
This REQUIREMENT is not met as evidenced Review Iponthly with X
by: DNS/designee the audit of
Based on observation, interview and record Response time for
review, the facility failed to administer operations treatment following an |
el and wel-being reisted o pan incident or accident |
7 g b 4. Accurate Diet: |
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_the resident's pain was minimized through

" appropriate adjustment and proper use of her
~wheelchair, causing the resident, who had
'recently had hip surgery, pain through dangling
:legs. Refer to F309. Repeat citation from 2013.

2. Medication Management.
a system was in place to manage medications
anti-hypertensive medication, causing harm for

2013.

b) Also for Resident #129, the facility failed to
have adequate justification for the use of an
anti-psychotic medication and to monitor the use

the resident from falls, weight loss and increased
somnolence (drowsiness). Refer to F329.
- Repeat citation from 2011 and 2013.

3. Timely Treatment. For Resident #9, the facility

' significant head laceration sustained in a fall.

- The laceration required staples when eventually
treated. The delay caused harm to the resident,

' who experienced pain, dizziness, and nausea

“while waiting for treatment. Refer to F309.

Repeat citation from 2013.

4. Accurate Diet. For Resident #136, the facility
failed to ensure the resident did not receive foods
containing bananas, a food the resident was

bananas, the resident suffered an allergic
reaction requiring treatment with medications for
~an allergic reaction and anxiety. Refer to F363.

b) For Resident #133, the facility failed to ensure

"a) For Resident #129, the facility failed to ensure
effectively, including blood thinner medication and |

- the resident. Refer to F309. Repeat citation from

' of an anti-anxiety medication, resulting in harm to

. delayed treatment for approximately 8 hours fora

known to be allergic to. Following ingestion of the :

F 4990

F 490 sSee previous

page
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