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This report Is the result of an unannounced
abbreviated Survey conducted at Avamere
Bellingham Health Care and Rehab Services on
04/23/14. Asample of 8 current residents was
selected from a census of 75.

The following complaints investigated as part of
this survey:

# 2004412

The survey was conducted by:

Nadyne Krienke, R.N., MSN
The survay Igam is from;

Denartment of Sacial and Healkth Services
Aging and Disability Services Administration
Residential Care Services, Pistrict 2, Unit A
3906 172nd Street NE, Sulte 100

Arlington, WA 08223

Telephone: (360) 851-6850
Fax: (360) 651-6940

dote. k. Yaoft

| Care Services Datef x
z

/ ADN INASTRATOA. S /i jzoit

Any defldency statement ending with an asterisk (*) dapotas a deficlency which ths ingtitution may be axcused from corracling providing it Is deterdined that
other safeguards provide sufflclant protection to the patients. (566 instructions.) Except for nursing homes, tha findings stated above are disclosable 90 days
follawing the date of survey whether or net a plan of carraction Is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following the date thass documents are made available to the facillty. If daflelanclas ars eited. an approved plan of conrection Is requisite to continued
program parkcipation, :
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The facility must ensure that the resident
environment remalns as free of accident hazsrds
as ls poseible; and each resident recelves
adequate supsrvision and assistance davices to
pravent accldents.

This REQUIREMENT s not met as evidenced
by:

Based on observation, Interview and record
review the facility failed to provide adequate
supervision for 1 of 6 resldents (Resident 1) who
received thickened liquids, Failure to provide
adequate supervision to ensure the resident
recelved the appropriate thickened liquids placed
the resident at risk for aspiration. -

Findings include:

RESIDENT 1;

Resident 1's.record was reviewed. The most
recent recent Minimum Data Set (MDS)
assesament, dated 2/258/14, indicated she was
on a mechanically altered diet and requlred
extensive assistance for eating with staff
supervislon. The directed plan of care indicated
she required total staff assistance with eating.
Her Nursing Assistant's (NACs) care guide
Informed and directed care givers Resident 1's
fluids should be of a thickened nectar
corisistency.

On 4/23/14, durlng Initial facility rounds at 10:10
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from Resident #1. Resident #1 was
assessed for possible aspiration, Xray
obtained, MD and family were
notified. SLP completed evaluation
same day.

2. Residents requiring thickened
liquids werc assessed and monitored to
assure diets are appraptiately given.

3. Nursing Staff were re-educated on
supervision. ’

NAC staff were re-educated on
following care guides and neglect.
NAC who made conacious choice to
violate resident POC has been
terminated,

LN was returning to the area and
witnessed vesident with the coke as the
surveyor alerted her to the situation,
LN immediately took action.

4. The DNS and/or nurse managers
will complete routine rounds to
monitor overall supervision.

5. The ED/DNS are responsible for
compliance.

6. Compliance Date 5/1/2014
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a.m., Resident 1 was observed seated in a
tilt-In-space wheelchair (WC) which was tited
back at least A3 degrees from vertical. She had a
can of soda pop in her right hand and her clothing
protector appeared to have spiliage from the soda
onil.

The Licensed Nurse (LN} who supervised
Resident 1's plan of care was informed by the
complaint investigator that the resident was
holding an operrcan of soda pop; The LN verifled
the resident was not to have thin liquids, only
nactar thick liquids.

After the Incldent, the LN's assessment revealed
Resident 1's lungs had crackles. The LN notified
the physician and a chest x-ray was ordered due
to the possitylity of aspiration of the soda pap in

her lungs. ‘

An evalugtion by Speech Therapist (SLP) was
completed afler the resident was ohsarved with
the thin liquld (soda). The SLP's assessment and
evaluation, dated 4/23/14, documented Resldent
1 had a history of dysphasia (difficulty to swallow)
and when thin liquids were provided to Resident
1, she demonstrated "soft aspiration signs post
swallow, exhibited by increased respiratory rate".
The SLP recommended the resident remain on
nectar thick liquids to prevent aspiration.

On 4/23/14 at 12:15 p.m,, during an Interview with
the faeility's adminisirator, she stated the NAC
whe provided the soda pop informed the
administrator that Residant 1 was given the soda
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of care.

even though he had knowledge that she required
nectar thick liquids, according to the directed plan

The facliity's investigative report, dated 4/23/14,
indicated the NAC's actions had placed Resident
1 atrisk for aspiration.

F 323
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