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' This report is the result of an unannounced AU@ 0% Zﬂ‘ii@
I Quality Indicator Survey conducted at Prestige : PYE Lad 4 b '
~Care and Rehabilitation-Clarkston on 7/8/14, ? Qggg@fg@%gg
TI9M4, 7/10/14, 711114, 7/14/14, and 7/15/14. A

| sample of 33 residents was selected from a |
census of 76. The sample included 24 current f
residents, the records of 9 former and/or
discharged residents.

“This plan of correction is prepared and

: : submitted as required by law. By
The survey was conducted by: : . submitting this plan of correction
| . . | Prestige Care &  Rchabilitation-
| vessica Dingwat, M.S.W. Clarkston does not admit that the
Lisa Harting, R.N, ; . . . .
Colleen Daniefs, R.N. deficiency listed onl this for exist, nor
Kathleen Robl, R.N. does the Center admit to any statements,
Linda Loffredo, R.N. findings, facts or conclusions the form
5 the basis for the alleged deficiencies.

| The Center reserves the right to
The survey team is from:

challenge in legal and/or regulatory or
: , ini i di the
Department of Social and Health Services | ! ad;{“?m@ tive - pmcfe mi%;cts and
. Aging and Long-Term Support Administration | deficiencies, ~statements, fa _
' Residential Care Services, District 1, Unit B - conclusions that form the basis for the
' 316 W. Boone Avenue, Suite 170 deficiencies.”
' Spokane, Washington, 99201-2357
Telephore: (509) 323-7303
Fax: {508) 326-3993
o
e .
! { ST, ™ H “\ P— s ‘\ \;
ol DN el 7! E?}-mfbi/ r’ (*;
| Residential Care Services Date
e N
LABORATORY DlRE_QTDRLSQR%’RO}V!/[}&R!’SUPPUE /REPRESENTATIVE'S S|GNATURE ’ TITLE {X6) DATE
e corpuet oy - o~
ﬁﬁﬁﬁﬁ g - P Y S / soa % - £ . i; . eF £ o #
e / e s H(ﬁgﬁfii A TR TN 4/ te /‘;’Z(',")/éé’

r] o rd o L .
Any deficieggjpem‘t'ement endinéwifﬁ‘%n asterisk )@@ﬁ/otes‘"é""ﬁ”éﬁ:iency which the institution méy be excused from correcting providing it fs detérminq@ that
other safeguards provide sufficient protection terthe patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 30 days
foliowing the date of survey whether or not a pian of correction is provided. For nursing homes, the above findings and plans of correction are disciosable 14
days foliowing 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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§8=D | ASSESSMENTS
|

The facility must conduct initially and periodicaily
a comprehensive, accurate, siandardized
reproducible assessment of each resident's
functional capacity.

: Atacility must make a comprehensive
assessment of a2 resident's needs, using the
resident assessment instrument (RAl) specified
by the State. The assessment must inciude at
least the following:

ldentification and demographic information;

- Customary routine;

Cognitive patterns:

Communication:

i Vision;

| Mood and behavior patterns:

. Psychosocial well-being;

| Physical functioning and structural problems;

' Continence;

 Disease diagnosis and health conditions:

| Dental and nutritiona!l status:

: Skin conditions;

¢ Activity pursuit;

| Medications;

| Special treatments and procedures:

. Discharge potential;

, Documentation of summary information regarding

| the additional assessment performed on the care i
~areas triggered by the completion of the Minimum |

| Data Set (MDS}); and
' Documentation of participation in assassment,

i

1) Resident #16G0 &129 are no
longer residents of the facility.
Current residents admitted
within the last 30 days have |
been reviewed for urinary
| continence status, Urinary |
assessment and care plans ;
updated. Residents who
showed a decline in their ‘:
| continence status have been
reviewed for appropriateness of
a totleting program and/or
referred to OT for evaluation
i and treatment.

3} Resident Care Manager’s :
(RCM’s), Licenced Nurses }
(LN’s) and Nursing Assistants
(NAC’s) educated on ;
documentation in POC for

9

: urinal}/ continence status to

i track residents patterns on

: initial admit and during entire

| stay at facility, by the Director
of Nursing Services (DNS) or
designee. RCM’s educated to
assess urinary continence upon
admit and proceed with care i
; plan based off the MDS CAA’s |
| by the DNS or designee.
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ear.

|
- bedside at night.

!

comprehensive care plan dated 8/2/14 directed
staff to check that the resident's hearing aid was
I clean, functioning, and properly in place in her left

Physician orders instructed facility staff to
place the resident's hearing aid in the medicine
| cart 2t bedtime after removing: to refumn it to the ‘
| resident in the morning and assist with placement
|in her ear. Special instructions were included that
stated the resident kept the hearing aid at her

- An activities progress note on 5/20/14 noted
| the resident had a hearing aid for her left ear, but
| cften would not wear it

Nursing Progress Notes on 6/10/14, 6/26/14,
71314 noted that the resident was refusing her
' hearing aid. There was no evaluation regarding
- why the resident refused to wear her hearing aid.

In an interview on 7/9/14 at 9:15 a.m., during
which the surveyor had to speak very oudly into
Resident #47's ear and repeat questions muitiple
times, the resident stated that she had not wore
. her hearing aid because it needed new batteries.
: She said her niece had paid for them but the
resident needed to order them at Miracle Ear and
she kept forgetting.

On 7/11/14 during continuous observation
from 7:16 am. to 7.50 a.m., Stafr #F, #G, and #H
provided marning care for the resident and did
" not offer the resident her hearing aid. At 7:50
a.m., the resident was taken o the dining room
far breakfast with no hearing aid in place.

On 7/14/14 &t 12:.06 p.m., Staff #| stated that
Resident #47 refused to wear her hearing aid.
| She then located the resident's hearing aid in a
. drawer of a locked medicine cart.
~ On7/14/14 at 1:43 p.m., Staff #J stated that
 Resident #47 had not worn her hearing aid since |
| she had started working there. She did not know |
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F 280 Continued From page &

F 280
and update as needed by the

DNS or designee. RCM’g
have been reeducated to
utilize the IDT form used on
a quarterly basis to assure
care plan is appropriate and
up to date.

DNS or designee will track
and trend DT resuits and
report findings to the QA
committee to identify
performance improvement
opportunities monthly x 3
months and randomty
thereafter.

DNS will ensure
compliance.

4)

5)
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F 280

| resident and the resident stated she would
- consider wearing her hearing aid when the
 battery was replaced. On 7/14/14 at 4:20 p.m.,,

| hearing aid resulted in impaired communication

F 285
§5= E

|

| duplicative testing and effort,

A nuising facility must not admit, on or after

1 State mental haalth authority, prior o admission:

condition of the individual, the individual requires
the level of services provided by a nursing facility:

Continued From page 8

why. In a follow up interview on 7/14/14 at 2:03
p.m., Staff #J stated she had just spoken with the

Resident #47 was observed sitting in her
wheelchair in her rovi. A hearing aid was
observed in the resident's left ear. When asked
by the surveyor about her hearing aid, the
resident smiled and stated a nurse had brought it |
to her this afterncon and told her it was working
now. The resident stated she could hear well and
she was very happy about if.

Fallure of the facility to re-evaluate and ravise
Resident #47's plan of care in regards to her

due to the resident not being able to hear
adequately.

483.20(m), 483.20(e) PASRR REQUIREMENTS
FOR MI & MR

A facility must coordinate assessments with the
. pre-admission screening and resident review
| program under Medicaid in part 483, subpart C to

the maxtmum extent practicable to avoxd

January 1, 1989, any new residents with:

(i) Mental illness as defined in paragraph (m)(2)
(i} of this section, uniess the State mental health
authority has determined, based on an
independent physical and mental evaluation
performed by a person or entity other than the

(A) That, because of the physical and mental

F 280

F 285

F285
828
1} Resident #23 is no longer 11*1

facility.

2) Resident #46, #74 and #124
have had new PASRR assessments
conducted and were sent to their
physicians for Level 1 PASRR

reviews or to state approved
PASRR  reviewer for further
assessment  for  Level 2
assessments. |

3) RCM’s and LN’s educated on
proper PASSR protocol and all
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- and
i (B} If the Individual requires such level of
- services, whether the individual requires
specigiized services for mental retardation.
(iiy Mental retardation, as defined in paragraph
{m}2}(il) of this section, unless the State mental
- | retardation or developmental iy aut
' has determined prior to admission-—
' {A) That. because of the physical and mental
condition of the individual, the individual requires
| the level of services provided by a nursing facitity;
| and
‘ (B} If the individual requires such level of

| services, whether the individual reguires

| specialized services for mental retardation.

i
Gica i

‘ For purposes of this section:
(i} An individual is considerad o have "mental
illness" if the individual has a serious mental
iness defined at §483.102(b)(1).

(it} An individual is considered to be "mentatly
: retarded” i the individual is mentally retarded as
. defined in §483.102(b)(3) or is a person with a
related condition as describad in 42 CFR 1000,

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined the facility failed to ensure the
Pre-Admission Screening and Resident Review
| (PASRR) assessmenis were accurately
~complated for 4 of 7 (#23, 46, 74, 124} in a
sample of 32 residents reviewed for PASRR
tcompletion. Failure to ensure PASRR's were

' dene and/or accurately compileted placed
residents z risk for not receiving timely and
nacessary specialized services to meet their

; mental health needs. Findings include:

hrvr.]:cj_y_ Cand
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F 285 Continued From page 7 | F285 new PASSR’s are to be submitted

to Social Services Director (S8D)
day of admission. All current |
resident’s PASSRs were audited to
ensure that they were appropriate
for current resident. SSD will audit
all PASRR assessments weekly x4
and then monthly x3 and then on a
quarterly basis. Quarterly audit
will be documented in SSD notes,
Audit  spreadsheet has been
developed.

4) SSD will track compliance and
report findings to the QA
Committee to identify performance

improvement opportunities
monthly x3 months and randomly
thereafter.

5} DNS will ensure compliance.
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Contirued From page 12 F313 RCM’s have been i

F 313

Jun, and July up through 7/11/14.

which the surveyor had to speak very icudly into
i Resident #47's ear and repeat questions multiple

Fwearing her hearing aid because it needed new

ca.m., the resident was taken to the dining room
Hfor breakfast with no hearing aid in place

place the resident ' s hearing zid in the medicine
cart af bediime after removing, to return it to the
resident in the merning and assist with placement
in her ear, Spacial instructions were included that
stated the resident kept the hearing aid at her
bedside at night.

Sooashhebos aogress note on 5200 noted- -

the resident had a hearing aid for her left ear, but |
. often would not wear it

!
!

MNursing Progress Notes on 8/10/14, 6/26/14,
7/3/14 noted that the resident was refusing her
hearing aid. No indication was documented as to
the reason for the refusal.

Review of the Medication Administration
Record (MAR) for this order showed blanks or
circled staff initials for the months of April, May,

In an interview on 7/9/14 at 8:15 am., during

times, the resident stated that she was not

batfteries. She said her niece had paid for them
but the resident needed to order them at Miracle
Ear and she kept forgetting.

On 7/11/14 during continuous chservation
from 7:16 am 0 7:50 a.m., Staff #F, #G, and #H
provided morning care for the resident and did
not offer the resident her hearing aid. At 7:50

On 7114114 at 11:35 a.m., Staff # F stated that
the resident " had hearing aids several years ago
but she would't wear them. | don't know why.

We tried to get her to wear the headphones but
she won't. ™

Cn 7114/14 at 1:43 p.m., Staff £ J stated that
Resident #47 had not worn her hearing aid since 3
she had started working there. She didn'tknow

4)

S)

reeducated to utilize the
IDT form used on a
quarterly basis to assure
care plan is appropriate and
up to date.

NS or designee will track
and trend for compliance
and report findings to the
QA committee to identify
performance improvement
opportunities monthly x 3
months and randomly
thereafter.

DNS will ensure
compliance.

3
3
|
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k3

- This REQUIREMENT s not met as evidenced

| who is incontinent of bladder receives appropriaie

treatment and services o prevent urinary fract
infections and {c restore as much normal bladder
funnticn as.possible.

by:
Based on interview and record review, it was

- determined the facility failed to restore as much
i normal bladder function as possible for 2 of 2 ,
residents reviewed for urinary incontinence (#TOO

129) in a sampile of 33.

. Findings include:
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F 313 Continued From page 13 F 3131
why In a fellow up interview on 7/14/14 5t 2.03 ‘
- pm. Staff # J stated she had just spoken with the
- resident and the resident stated she would
consider wearing her hearing aid when the
! battery was replacad.
| On 7/14/14 at 4:20 p.m., Resident #47 was
obniwvzbaitingnnar wotslchairin fevroom. A
. hearing aid was observed in the resident ' s left
‘ ear. When asked by the sUrveyor about her
‘ hearing aid, the resident smiled and stated a
nurse had brought it to her this afternoon and told
her it was working now. The resident stated she
couid hear well now and she was very happy
about it.
F 316 483.25{d) NO CATHETER, PREVENT UT|, F315 F31s
$s=D | RESTORE BLADDER 8/28/14
. _ 1) Resident #100 &129 are
Based on the resxdeplt s comprehensive no longer residents of the
assessment, the facility must ensure that a el
resident who enters the facility without an facility. ] .
L indwelling catheter is not catheterized unless the 2) Current residents admitted
| resident's clinical condition demonstrates that within the last 30 days
 catheterization was necessary; and a resident have been reviewed for

urinary continence status.
Urinary assessment and

care plans updated.
Residents who showed a
decline in their continence
status have been reviewed |
for appropriateness of a
toileting program and/or
referred to OT for
evaluation and treatment.

|
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‘she main offering was breaded fish, potatoes,
peas corn bread, and fruit. The aternate choice
“was a turkey sandwich and soup or chef salad.

- During observation of lunch in the Robason
‘ Lane dining room on 7/8/14, Resident #78 stated |
that the faciiity always had "nice iunches”. Durmg

R

vl s renendracup of soup and fruit
The resident asked why she was not served more |
- food and staff stated to her that she did not like
fish o turkey so they did not serve her either of
those foods. The resident told the staff that was ‘
fine. Staff left and returned with a plate of ;
mashed potafoes with gravy and corn bread. The
| resident refused and said she could not eat that
: much corn bread or potatoes. Staff did not offer
i a chef salad.
_ in an interview on 7/10/14 at 9:00 am., Staff
 # stated 2 sandwich and soup, chef salad or
cottage cheese and fruit were avallable alternates
for residents at lunch and dinner. Before the
meal, staff ask the residenis their food
preferences and send the list of stibstitutes fo the |
kitchen. Review of the lunch list for 7/8/14 with !
| Staff # revealed Resident #78 was not included
on the list. Staff #1 stated she did not know why
' the resident was not on the list because staff
I knew she did not like fish or turkey.

5 2. During observation of lunch in the Robeson

| Lane dining room on 7/9/14 at 12:10 p.m.,

. Resident #59 was seated in the hall cutside the
| dining room eating lunch. The resident was .
| served mashed potatoes, pureed green beans, a |
F pureed dessert, and 3 mugs of pudding thick |
| fluids. Staff #L. the dietary manager, confirmed |
 the resident was not served a protein item and |
| stated the resident did not like ham and refused |
 the sandwich end soup, chef salad, or cottage |
| and fruit which were offered before the meal.

reeducated that when a
resident who receives puree
food refuses then the
resident will be offered and
encouraged another purce
food item provided by the
kitchen.
Current residents have food
preferences in which the
DSM maintains in the }
kitchen office and inthe |
matrix observation. All new
admissions will be A
interviewed by the DSM for
food preferences within 3
days of admission and
follows up in 14 days on
additional food preterences
This is documented in
matrix under the “dietary
observation™.
Cooks, RCM's, LN, DSM
and NAC’s have been 3
educated on providing |
menus to the residents prmT
. to meals by the DNS or |
? designee. Also educated on
residents right to choose
food alternates and ability to
change their mind at any
| time. Educated NAC s to
’ communicate to Dietary

2)

3)
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F 366 | Continued From page 20 F 366% personnel when a resident J
During the meal, the surveyor asked the j i has chosen an alternate and |
resident about her lunch and the resident stated | such alternate will be !
she did not like ham because it was saity. The provided by the DNS or 1
surveyor asked her what she ate when she didn't designee. All above E
j gkde wl;at \,;:as tz?ng served and she stated she disciplines will also be ‘
Onotgetanything else toeat. educated on providing ‘
N i interATiewith Dol sno#on ; lternate food items to th
| 7/10/14 at 9:00 a.m., Staff #M stated the resident a e.ma € Tood ttems 1o 1he
was offered alternate food choices before lunch ; residents who have purce
and refused, so a pureed protein item was not | ‘ dicts. Mechanical soft diets
prepared. During the interview, Staff #L. received | are appropriate to receive ;
{ @ phone call about the resident. Staff #L stated the alternate menu which
| the reiidet?t ‘rc;!fd stdaff hsh_e d';dbn?t feel shfe was ; consists of soup, salad and
consistently offered choices before meals. : -
sandwich and/or cottage
On 7/10/14 at 1:00 pm,, Staff #L stated she | heese/fruit ®
talked with the resident whe agreed she was | chnee: )

| often offered choices before a meal. Staff #l. 4) DSM will randomly audit

] stated she and the resident agreed when ham meal serve out 1“0 assure
- was served in the future, the facility would provide | residents are being offered
a different pureed meat for the resident. alternates per resident

choice. RCM’s will
randomly audit meals to
assure residents who receive

i 3. During observation lunch in the assisted dining
froom on 7/9/14, Resident #7, who required total
assistance with eating, was oﬁered a meal of

- pureed ham, beans, and mashed potatoes. Staff | purec meals are being

' encouraged the resident to eat, and each fime the 3 offered alternate food when
| resident refused. Staff did not offer an afternate they refuse the meal. Copies
Fehoine [ the pureed meal served. of audits will be forwarded

‘i Review of the resident's July 2014 meal to the DNS for review and

monitor revealed the resident did not have any
' nutritional intake at lunch on 7/8 or 7/9/14.
In an interview on 7/10/14 at $:00 a.m., Staff

follow-up, if needed. The !
DNS will track and trend the

. #L stated the facility did not routinely prepare a audit result.s monthly and
' pureed texture alternate or routinely offer a ! report findings to the QA
' resident a high calorie, high protein nutriional | Comnmittee to identify
supplement fo a resident who refused a meal opportunities for
| performance improvement
x3 months and randomly
% | therealier
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