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regulatory or administrative proceedings the deficiency, .
statements, facts, and conclusions that form the basis for:
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hetween the highest and lowest weights, with the
most significant decrease occurring in June).

Review of the care plan revealed nutrition was not .
addressed as a problem when the resident losta |
significant amount of weight in June 2014, though
nutrition was addressed in relation to needing a
therapeutic diet for her diabetes and monitoring
weighis related to edema caused by heart
disease. .

“On 08/19/14 at 1:30 p.m., Staff Member A, the
Director of Nursing Services (DNS), stated the
Resident Care Managers (RCM) develop the care
plans for residents. She explained the care plans
should be updated when there is a significant
change in a resident's condition or an incident
such as a fall. She stated that problems identified
‘| on the CAA are always on the care plan, uniess
the facility decides the problem is a short term
issue. She noted a dental care plan is important
because it impacts how well people eat.

On 08/20/14 at 12:20 p.m., Staff Member F, a
RCM, stated she is the RCM who developed the
care plans for Resident #'s 57 and 89. She
stated if a problem is identified in the CAA, then it
should be in the care plan. With regard to

' Resident #57, she stated they are not doing

| anything to take care of his dental issues, and

- there should have been a care plan developed.

| For Resident #89, she stated there was not a
nutrition care plan to address her change in
nutrition status, nor was there other charting to
alert care givers of her weight loss.

Refer to F411 for further details.
F 333 483.25(m)(2) RESIDENTS FREE OF F 333
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On 08/18/14 at approximately 2:00 p.m., Staft
Member A, the Director of Nursing Services
{DNS), stated she had reviewed a wrong patch
medication error involving Resident #89 that
occurred on 07/26/14. She stated she learned of
the error on 07/28/14. She stated the Nitro patch
was placed instead of the resident's presribed
Nicotine patch. She stated it was left on Resident
#89 for two days. She stated Staff Member G, the
LN who placed the wrong patch, told her the error
was made because she saw the "N" on the label
and thought she was placing the Nicotine patch.
Staff Member A stated she did not know who the
Nitro-Dur patch was intended for.

On 08/19/14 at 9:45 a.m., Staff Member C, a LN,
stated on Monday morning, 07/28/14, while
preparing o replace the Nicotine patch for
Resident #89, she realized the paich already
placed on the resident was not a Nicotine patch,
but rather it was a "Nitro" patch. She stated she
could tell it had been placed on Saturday
(07/26/14) because the location of the patch was
documented on the MAR. Staff Member C
explained she observed only one patch on the
resident, and she concluded the resident did not
have a Nicotine patch placed on Saturday, when
the Nitro patch was placed in error or on Sunday.
She explained she looked at the MAR and on
Sunday, 07/27/14, the nurse who was passing
medications signed she had placed the nicotine
patch but Staff Member C stated she did not think
the nurse could have placed the patch because
on Monday, there was onty one paich on the
resident and if was the Nitro paich. She stated
she was quite certain the Nitro patch belonged to
Resident #67 because he was the only resident
onh the hallway who Is prescribed to receive a
Nitro patch.
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Note: The facility concluded the "Nitro” patch the
resident received was a Nitro-Dur iransdermal
patch, 0.2 myg per 24 hours (applied on the skin,
the nitroglycerin based medication works by
relaxing and widening blood vessels, to improve
biood flow and prevent chest pain in people with
narrowed arteries; it is usually placed on the skin
for a period of 10-12 hours, followed by a 12-14
hour period without the patch).

Staff Member C further explained she assumed
Resident #67 received his Nitro patch so she did |
not check on him, but she notified the DNS and |
the physician on Monday, 07/28/14 of the errors.
She stated she did not talk with Resident #89
about the error.

On 08/19/14 at 1:.20 p.m., the DNS stated she
does the medication error investigations. She
further stated she had not vet investigated the
non-ptacement of the Nicotine patch on 07/27/14
for Resident #89. She stated she had also not
investigated whether Resident #67 received a
Nitro patch on the day Resident #89 received the
Nitro patch by mistake. She stated she did not
talk with Resident #89 about the medication error
that was made, and if Staff Member C did not talk
to Resident #89, then probably no one talked with
her about the error. "We were fortunate she
[Resident #89] did not have any serious
ramifications [because of the error]."

On 08/19/14 at 1:25 p.m., after reviewing
Resident #67's MAR, Staff Member A stated there
was no documentation Resident #67 had
received his prescribed Nitro patch on 07/26/14,
She stated it was either not administered or
administered but not documented. She stated
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. she didn't even think about the Nitro patch and

who might not have gotten it when reviewing
Resident #89's error. She further stated she had
not reviewed facility medication error rates with
the Quality Assurance committee in a long time -
| over a year.

The facility failed to ensure this error and future
potential medication errors could be avoided. 1)
For Resident #89, the facility failed fo notify the
resident of the administration of the wrong
medication so she could be alert for adverse
effects. They also failed to investigate any
adverse effects of not receiving the nicotine
patch. 2) For Resident #67, they failed to
investigate and determine if he received a Nitro
patch on the day one of his patches was piaced
on another resident. If it was determined he did
. not receive a patch, the facility failed to determine
why and if Resident #67 suifered adverse effects
as a result. 3) Facility wide, medication errors are
not being examined to finds trends that would
assist the facility in determining how to prevent
future errors. :
F 334 483.25(n) INFLUENZAAND PNEUMOCOCCAL F 334
ss=g | IMMUNIZATIONS

The facility must develop policies and procedures
that ensure that —

(i) Before offering the infiuenza immunization,
each resident, or the resident's iegal
representative receives education regarding the
benefits and potential side effects of the
immunization;

(it} Each resident is offered an influenza
immunization October 1 through March 31
annually, unless the immunization is medically
contraindicated or the resident has already been

H
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(iii) The resident or the resident’s legat Resident #13, #28, #46 and #55 have been updated

representative has the opportunity to refuse
immunization; and _

{iv) The resident's medical record includes
documentation that indicates, at a minimum, the
following:

(A) That the resident or resident's legal
represeniative was provided education regarding
the benefits and potential side effects of influenza
immunization; and

regarding lack of documented consent during last
year’s flu season.

Residents receiving flu vaccination are at risk related to |
this citation.

Licensed Nurses will be re-aducated by DNS regarding
vaccinge administration and completion of informed

(B) That the resident either received the consent, and documentation on vaccine consent form.
influenza immunization or did not receive the
influenza immunization due to medical Annual flu vaccines will be given per the Center for
contraindications or refusal. Disease Control recommendations and physician(s)
orders.
| The facility must develop policies and procedures
that ensure that -- To ensure on-going compliance DNS/Designee to
{i} Before offering the pneumococcal complete weekly random audits of vaccination
immunization, each resident, or the resident's completion to ensure consent forms are completed
legal representative receives education regarding and in place. The audits will be weekly times four

the benefits and potential side effects of the
immunization;

(ify Each resident is offered a pneumococcal
immurdzation, unless the immunization is
medically contraindicated or the resident has
already been immunized,

(iii} The resident or the resident's legal
representative has the opportunity to refuse

weeks and then monthly times two months,

Copy of audit{s} with findings {negative
outcomes/trends/patterns) will be provided to the
Administrator for review and follpw-up as necessary.

Issue will be reviewed during monthly Performance

immunization: and i Improvement Meeting for 3 manths or until resclved
(iv) The resident's medical record includes i to ensure continued compliance.

documentation that indicated, at a minimum, the

following: Qur date of compliance is September 28, 2014.

(A} That the resident or resident's legal |
representative was provided education regarding i
the benefits and potential side effects of '
pneumococcal immunization; and

(B) That the resident either received the

i
i
!
H

:
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Review of the facility "Influenza and
Pneumococcal Immunizations,” policy dated
January 2013 revealed "Residents or legal
representatives will receive education regarding
the benefils and potential side effects of the
influenza Immunization prior to administration of
the vaccine,” and "Residents or legal
representatives have the opportunity to refuse the
Influenza Immunization."

On 08/19/14 at 10:30 a.m,, Staff Member B, a
kcensed nurse and Resident Care Manager
{RCM), stated she was the person who was
primatily responsible to administer immunizations
to residents, though the other two RCMs assisted
with the process. She stated their procedure was
to gain consent and educate the resident or their
representative before administering the
immunization. If a resident declined the
immunization, the consent form documenting
thier refusal should stili be in the chart, After
reviewing the immunization records of Resident
#'s 13, 28, 46 and 55, she stated the records
were missing signed consent forms for the
[2013-2014 influenza) vaccination.

On 08/19/14 at 11:00 a.m., Staff Member A, the
Director of Nursing Services, siated the education
and consent process does happen every year,
"but | can see it is not documented.”

F 371 | 483.35(i) FOOD PROCURE, F 371
ss=F | STORE/PREFPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and
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‘ large plastic centainer approximately half full
' containing white powder. An opened and undated

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on abservation and interview, the facility
failed to store and prepare food under sanitary
conditions. Failure of the facility to: A} label, date
and seal open food containers. and B)
consistently use good hand hygiene placed the
residents at risk of food borne iilness. Findings
include:

A} Label, date and seal open food containers.
Cn 08/13/14 at approximately 8:30 a.m., during
the kitchen tour the foliowing was observed;

On the kitchen counter an uniabeled and undated

16 ounce box of corn starch with one guarter cup
of starch left in it.

In the refrigerator, an opened pint of half and half
and a 46 ounce tomato juice container half full
were not dated. A 23 ounce bottle filled with
approximately 4 ounces of a pink fluid unlabeled
and not dated.

In the storage room a 32 ounce bag of raisins
with approximately a quarter cup left and 16
ounce can of paprika one third full were observed
to be open and not dated.

On 08/13/14 at approximately 9:00 a.m., Staff
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F-271
Ali residents are at risk related to this citation; facility
has been free of any food borne illnass.

Dietary staff will be re-educated by Regional Dining
Specialist regarding proper hand hygiene, food
handling and proper food storage.

Faciiity will ensure all dietary staff members’ food
handler cards are current.

To ensure on-going compliance Administrator
/RD/Designee will complete random audits to ensure
proper food handling/storage and hand hygiene are
occurring. Audits will occur weekly times four weeks
and then monthly for two months.

Copy of audit(s) with findings {negative
outcomes/trends/patterns) will be provided to the
Administrater for review and follow-up as necessary.

Issue will be reviewed during monthiy Performance
Improvement Meeting for 3 months or until resolved
to ensure continued compliance.

Qur date of compliance is September 29, 2014,

FORM CMS3-2567(02-98) Previous Versions Obsolets

Event ID: VUNF11

Faciity ID: WAQ3300

{f continuation sheet Page 13 of 18




PRINTED: 08/25/2014

DEPARTMENT OF HEALTH AND HUL SERVICES EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTICON IDENTIFICATION NUMBER: A BUILDING COMPLETED
505401 B. WING 08/20/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
308 WEST EMMA
PRESTIGE CARE & REHABILITATION - PARKSIDE
UNION GAP, WA 98903
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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 371 Continued From page 13 F 371

Member D, the Dietary Manager, stated staff
were aware they are {o Iabel and date the "things
(referring to food, spices, juices) they open.”
When asked about the dating of opened food
containers and how long food should be kept
after being opened she stated "we throw out
opened food after 3 days.”

On 08/20/14 at approximately at 7:45 a.m, the
white reach in refrigerator in the entryway of the
kitchen held cne 46 ounce carton of SYSCO
nectar thick apple juice, approximately 1/4 full,
dated 7/24 {opened for 27 days}). Also observed
one 46 oz carton of Nectar thick water,
approximately 1/3 full, dated 8/11 (opened for @
days).

B) Hand Hygiene.

On 08/13/14 at approximately 12:30 p.m. Staff
Member D, the Dietary Manager, walked into the
kitchen, removed a can of soup from the storage
room, opened the can of soup, poured the soup
into a small plastic bowl, and warmed the soup in
the microwave, all without washing ar gloving her
hands. When asked about the soup she stated
she was preparing the soup for a resident.

Throughout the survey process Staif Member D
was observed to have approximately one half
inch acrylic fingernails above the finger pads. She
also wore a total of 4 raised and/or carved rings
{2 rings on her right hand and 2 on her left hand)
in addition she wore a watch on her left wrist.

On 08/20/14 at approximately 10:30 a.m., Staff

: Member D, the Dietary Manager, stated she was

not aware of the Washington Food Administrative
Code specific to either the fingernail polish or the
use of jewelry, She stated she has worn multiple
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rings on her fingers and watch on her left forearm
for the duration of her employment in the facility.
She added she "preps food two times a week
and 1 have worn acrylic finger nails for a long
time."

On 08/18/14 at approximately 7:51 a.m., Staff
Member D was observed in the kitchen retrieving
cold foods and placing ice aver them. Her right
hand was gioved and her left hand was not. A
watch was on her left wrist, with an approximately
one inch pink band. Aring was on her right 2nd
finger, and rings were on her left 3rd, 4th and 5th
fingers.

On 08/13/14 at approximately 12:15 p.m. Staff
Member D, the Dietary Manager, was observed in
the dining room wearing 3 rings on her left hand
and a wafch and a ring on her right hand. She
proceeded to handle silverware and deliver a

' meal tray to a resident in the dining room. She
stepped out of the dining room and returned to
the dining room within 5 minutes without washing
or gloving her hands. She continued to help set
trays in the dining room.

On 08/19/14 at approximately 8:22 a.m, Staff

i Member D was observed in the kitchen handling
clean dishes with her bare hands. Five minutes
later she returned to the dining room with the
clean cups and her hands were bare.

F 411 | 483.55(a) ROUTINE/EMERGENCY DENTAL F411
$s=D | SERVICES IN SNFS

The facility must assist residents in obtaining
routine and 24-hour emergency dental care.

Afacility must provide or obtain from an outside
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breakfast meal. His meal included a half banana,
biscuit and sausage gravy, scrambled egg, hot
cereal, juice and mitk. At 8:26 a.m. the resident
coughed softly several times. He stopped eating
for a short time, and then resumed his meal. He
ate approximately 75% of his breakfast over 15 to
20 minutes.

Record review of an evaluation completed on
07/28/14 by Staff Member E, a Speech Language
Pathologist (SLP), revealed the resident was ;
referred to her services due {o "decreased
speech intelligibifity..... and
cognitive-communication deficits” that placed the
resident "at risk for decreased ability to return o
his priot living environment.” The evaluation
concluded his decreased speech intelligibility was
secondary to missing approximately "80% of
dentition with no dentures." The evaluation aiso
noted that the SLP wouid conduct an evaluation
for dysphagia (difficulty swallowing) at a later date
as the resident reported he "often” coughed when
eating or drinking fluids.

On 08/20/14 at 9:20 a.m ., the SLP stated she
tfreated him for dysphagia and worked with himon|
taking small bites and chewing more. She stated i
the primary reason for the dysphagia and the less ]
intelligible speech was because of his missing
teeth. She further stated she discharged him
from Speech services, then resumed seeing him
again at the "end of last week,"” {approximately
08/156/14) because the resident did not like having
a mechanically textured diet and wanted {o eat
solid foods. She stated the resident had
mentioned getting his teeth fixed anhd getting
dentures, but had speculated to her that he might
not be able {o afford it.
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On 08/20/14 at approximately 12:20 p.m., Staff
Member F, a licensed nurse and Resident Care
Manager, stated she could not recall talking with
the resident about dental care and that the facility
was not "doing anything for his mouth.” She
stated the facility should have addressed dental
care with the resident.

On 08/20/14 at 12:50 p.m., Resident #57 stated
he would like to have something done with his
teeth. He stated he would like to get dentures,
but was uncertain about how to "make it happen
without losing my house.”

The facility identified the resident's dental
problems through the nursing assessment and
the speech therapy evaluation. They also
identified his dental issues placed him at risk of a
decreased level of independence and a
decreased quality of life, but failed to work with
the resident fo obtain needed dental care.

Refer to F279 for further details.
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