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This report is the result of an unannounced ADSARCS

Abbreviated with Partial Extended Survey
conducted at Avameres Bellingham Health Care
and Rehab Services on 2/11/15 and 2/19/15. A

Bmokey Poing

sample of 3 residents was selected from a The Plan of Correction is being
census of 68. The sample included 2 current submitted in accordance with the
residents and 1 former and/or discharged Federal and State Regulations, and
resident. : Statutes apphcable' to L.ong Term
On 2/13/15, an immediate Jeopardy was Care Faciliies. This Plan of
identified related to: F309-Provide Care/Services Correction does not constitute an
for Highest Well-Being, and F333-Residents Free admission of liability nor agreement
of Significant Med Errors. The facility abated the of survey findings as written.
jeopardy before the completion of Partial To assure continuing compliance
Extended Survey on 02/19/15, : gﬁth E;gt?j‘edser;‘lea%i ifi)tt;tsas kon or
. i : egulations, ‘

;g%ﬁtgtement o Defictency wag amended_ 1. .. T will take the Eetions) §@‘t- forthimthe —
The following complaint was Investigated as part following Plan of Correction.
of this survey: 3075090 This Plan of Corr_ectlon constitutes

' . the facilities credible allegation of
The survey was conducied by: compliance. All ai!eged deficiencies
Nadyne Krienke, R.N., M.S.N. cited have been or will be corrected
Pat Rimar, R.N., M.S.N. . by the date(s) indicated on this
Kathy Gold, R.N. B.S.N. report. :

Rick Woodrum, RN, B.S.N
Steve Kindle, R.N, M.S.N.

' The survey team is from:

Depariment of Social and Health Services
Aging and Long Term Support Administration
Resldential Care Services, District 2

3806 172nd Street NE, Suite 100

Arlington, WA 98223

Telephone: {360} 651-8850

Fax: (3601.651-6040

Date

LABORA B'E OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

: %E«Vf Gitlots Hrhosivs, bt Qlachs

Any deficiency statement ending with an asterlsk (%) denotes a deficiency which the institution may be excused from corraciing providing it is determined that
other safeguards provide sufiicient protection to. the pafients. (See Instructions.) Except for nursing homes, the findings stated above are disciosable 80 days
following the date of survey whether or not 2 plan of correction is provided. For nursing homes, the above findings nd plans of cotrection are disclosable 14
days following the date these documents are made avallgble to the facllity. ¥ deficiencles are oitad, an approved plan of correction Is requisite to continued
program pariicipation.
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This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facility
failed to provide services in accordance to
accepted standards of medication administration
. practices for 1 of 3 sample residents(3). Failure
of Licensed Staff o consistently administer

.
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F 281 | 483.20(k)(3)()) SERVICES PROVIDED MEET F 281 |
$5=G | PROFESSIONAL STANDARDS F281 “
Resident # 1 is no longer resides in
The services provided or arranged by the facility the
m ional standards of ity. . —
ust meet professional s quality facility. :ZP 0 !E)

Resident records have been
audited to identify like orders with
liguid narcotic medications. Orders
have been clarified in the MAR and
in the narcotic book.
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narcolic adminisiration in accordance with
professional medication administration standards
contributed to a significant narcotic medication
error for Resident 1 and placed other residents at
risk for future medication errors.

Findings include:

According to LippincoitNursing Center.com
referencing the Nursing2012 Drug Handbook.

| (2012). Lippincott Williams & Wilkins:

Philadelphia, Pennsylvania, there are at least 5
Righis of Medication Administration:

1. Right patient

2. Right medication which includes checking the
medication label and the order.

3. Right dose which includes checking the order,

confirming appropriateness of the dose using a
current drug reference, and If necessary,
calculate the dose and have another nurse
calcuiate the dose as well.

4. Right route

5. Right time

During an interview with the Director of Nursing
(DNS) on 2/11/15 at 9:50 a.m., she verified a
significant medication error had occurred on
2/9/15 for Resident 1 involving a narcotic
medication, Morphine Sulfate (MS),

. Review of the facility's event and occurrence
- conclusion documentation revealed that during

change of shift report, the evening licensed nurse

. (LN3) reported to the night nurse (LN4) that she

(LN3) had administered 1.0 milliliter (m!) of MS
liquid concentrate {o Resident 1 during the
evening shift. At that time, LN4 questioned the
dose of MS given fo Resident 1 by LN3. LN3 and

- MAR and labeled with both the

(X410 SUMMARY STATEMENT OF DEFICIENCIES 1> 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 TC THE APPROPRIATE | DATE
DEFICIENCY) !
F 281 | Continued From page 2 F 281

Residents will receive medications
in accordance to nursing standards
of medication administration
practices. Any liquid medication
from the-Ekit will be put into the

dosage in mg and in mi identified.
When entering a new liguid
narcotics into the narcotic book
there will be two nurses signing as
complete and accurate.

Competency testing have been
completed with nursing staff on
medication administration to
include

calculation of dosing.

Disciplinary actions completed
with both LN’s related to
documentation in the narcotic
book.

LN making the medication error
has been terminated.

Initial quarterly performance
for LN3 was due on April 1s
2015,

Routine audits will be
completed to ensure double
signature in narcotic book and
that liguid narcotic medications
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| prescribed narcotic dose to Resident 1.

Continued From page 3

LN4 checked the order for 2mg of MS and LN4

calculated the dose of MS that should have been
administered. The correct dose of MS was
calculated to be 0.1 ml, rather than 1.0 ml.
had erroneously administered 10 times the

LN3

Review of written event and occurrence
statements by LN3 and LN4 indicated LN3 had
not recognized she had administered the wrong
dase of MS until change of shift when LN4 iold
LN3 that 1 mi of MS was " too much " and {LN4)
calculated the correct dose to be administered.

In addition, the documentation revealed L.N3 was
asked the reason why she gave (1.0 mi of MS),
"Because it was just in my mind 1.0 m¥" (rather
than actually calculating the correct dose of
medication prior o administration).

Review of personnel information revealed State
Department of Health documentation indicating
i N3's current credeniial status was "Active on
probation” related to previous alleged violations of
unprofessional conduct and standards of nursing
conduct or practice. The documentation
indicated the credential to practice ...shall be on
probation for at least 24 months and N3 shall
comply with listed terms and conditions that
included such things as having the
employer{facility} submit quarterly performance
reports to the state.

483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,

F 281

F 309

ml identified in body of the
order,

Audits will be reviewed at
facility Quality Assurance
Committee monthly for 3
months and periodically
thereafter.

To prevent future incidents,

competency, assessments,
maonitoring and medication

i newly hired licensed nurses.
' Annually will complete cdlinical

staff.

the QA committee, The

on medication administration.
DNS will ensure compliance.

F309

this facility.
Current residents have been
reviewed during stand up for

have both dosage in mg and in

ongoing education on conversion

j administration will be done with

competency reviews of current

Medication pass audits will be
done periodically, and reviewed in

Pharmacist or representative will
participate in on going education

Resident # 1 no longer resides in

2oy

FORM CMS-2567(02-98) Previous Versions Obsolete

Event iD: XMAB11

Faciiity iD: WA19300

H continuation sheet Page 4 of 12







DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/24/2015

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

F{X2) MULTIPLE CONSTRUCTION

(X3} DATE SURVEY

A BUILDING COMPLEYED
C
505223 B WING 02/49/2015

NAME OF PROVIDER OR SUPPLIER

AVAMERE BELLINGHAM HEALTH CARE & REHAB SERVICES

STREET ADDRESS, CITY, STATE, ZIP CODE
1200 BIRCHWOOD AVENUE
BELLINGHAM, WA 98225

7

1 {0 ensure her oxygen tubing was on per family

| request and " her pulse remains WNL (within
. normal limits) and she had no pain”.

|

| The following entry at 5:53 a.m., on 2/9/15
i documented the family was with Resident 1 and

| her pulse alternated between 132 and 156 and ait
I other vital signs WNL. The vitals summary form

' revealed her blood pressure was 94/67, heart

| rate 136 and respirations 22 per minute.

Even though Resident 1 had a change in her vital l

signs, a decreased blood pressure or oxygen |
level on the night of 2/8/09 and the morning of |
2/9/15, there was no documented evidence the |
physician or ARNP was notified.

On 2/8/15, the family requested the Advanced
Nurse Practitioner's (ARNP) see the resident.
The ARNP documented Resident 1's appetite
was poor with progressive weight loss and "has
been noted fo be more short of breath with
increased restlessness”. The ARNP 's note
indicated the resident was cachectic-appearing,
{(weight loss, wasting of muscle, ioss of appetite,
1 and general debility that can occur during a

| chronic disease). arouses to voice, does not

| answer questions, and respiratory rate had been

| between 22 and 28 breaths per minute with

| oxygen saturation low 90's. During the ARNP's

| visit, she had discussed the resident's condition

' with the family member who was in agreement

| with paliiative care and for air hunger and/or signs
 and symptoms of pain, an order was written to

| administer morphine sulfate (MS-a narcotic

. medication).

| .

4 On 2/9/18, the Medication Administration Record
| (MAR) revealed Resident 1 received her initial

H
i
|

designee will follow up on status
and audif records to ensure
thorough assessment, delivery of
care and documentation is
completed.

To prevent future incidents,

. ongoing education on conversion

competency, assessments,
monitoring and medication
adiministration will be done with
newly hired licensed nurses.
Annually will complete clinical
competency reviews of current
staff.

Medication pass audits will be
done periodically, and reviewed in
the QA committee. The
Pharmacist or representative will

| participate in on going education

on medication administration.

DNS will ensure ongding
compliance

Audits will be reviewed at facility
Quality Assurance Committee
monthly for 3 months and
periodically thereafter.
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dose of MS at 9:55 a.m., for "air hunger". Prior to
the administration of the MS, & chart note entry
documented the resident's methadone was heid
as her blood pressure would not register on the
blood pressure machine. There was no
documented evidence regarding the Resident's
vital signs, cognitive status after the MS was
administered.

The foliowing note for 2/9/15 at 6:44 p.m.,
documented LN3 held the resident's ensure (a
liguid supplement) because the resident was
"very lethargic” but 8 minutes iater the same LN
administered an incorrect amount of M3 fo
Resident 1 which was 10 times the ordered dose.
{LN3 administered 1cc instead of 0.1 cc).

Ancther entry for 2/8/15, during LN3's shift
revealed Resident 1's bladder medication was
held due to her jethargy and inability to swaliow.

Even though Resident 1's condition had
significartly changed, there was no documented
evidence vital signs were taken and recorded and
consistently monitoring was in place for a
resident who had been placed on alert status.,

: The next nursing progress note for 2/8/15 at }
(11:32 p.m., revealed LN 3 was informed by LN 4, |

a night shift nurse, that the dose of MS was
incorrect and the ARNP and family were notified.
At 11:35 p.m., the Resideni vital signs were
obtained. The blood pressure was 87/60; heart
rate 96, respirations 16. LN3 documented that
Resident 1 would be " monitored closely " .

Review of the facility's occurrence report on
2/11/15 revealed that when LN3 called the ARNP,

(4) 1D SUMMARY STATEMENT OF DEFICIENCIES in] PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE DATE
DEFICIENCY)
F 309 Continued From page 6 F 309

no further orders were obtained and LN3 had
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' been directed to notify the Director of Nursing

w {DNS). LN3's written statement, dated 2/10/15,

| revealed she had nofified the DNS of the

I medication error and that Resident 1's ARNP had
| been notified and direcied her {o "call the DNS

, and tell her situation".

l Even though LN3 had notified both the ARNP and

 DNS, there was no documented evidence that
there was any direction or consideration
regarding immediate intervention such as calling
811 and/or the administration of narcan io

i counteract the narcotic effect from the excessive |
dose of MS. There was no documented evidence |
the LLN3 had discussed the signicant risks of the
medication error with the family member.,

{ During a telephone inferview on 2/12/15 with LN3,
she " insinuated the resident could have died”
due to medication error but stated she believed
the family member "knew she could expire from
the medication".

* In addition, even though the LNs documented
Resident 1 would be monitored closely after the
excessive dose of MS was administered,
documentation only included the following entries
' even though LN3 after discovering the medication |
. error wrote: "monitor ciosely”.

-2110/15 1:30 a.m., read "Resident on comfort \
care, was checked more frequently this shift, |
changed g 1 hours, orai care provided Q hour i
resident breathing through her mouth, VS
checked at this time BP-was 88/60, R-14/min,
P-86, T-99.0 orally, U2 sat-89-81% on 2L of
oxygen. Resident seems comfortable Skin on
both extremities warm”.

I

XD | SUMMARY STATEMENT OF DEFICIENCIES i) | PROVIDER'S PLAN OF CORRECTION | (x5)
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who had orders for a liquid narcotic medication.
Failure of a Licensed Nurse to administer the

. correct dose of a narcotic medication resulted in

a significant medication error that resulted in
death.

Findings include:

Record review revealed Resident 1 received a
new order for a liguid narcotic medication on
2/9/15. The Advanced Nurse Practitioner's
{ARNP} order was written as MS (morphine
sulfaie) 2 mg {milligrams) SL. {sublingual-under
the tongue) ar PO (oral by mouth) every 4 hours
as needed for air hunger and or pain, 20mg/ml.
{Indicating the medication's concentration was 20
mg of morphine per each 1 ml of liuid).

Resident 1's Medication Administration Record
{MAR) for February 2015 read: Give 2 mg

sublingually (SL) every 4 hours as needed for air |

hunger/pain. MS 20mg/mil., Give 2mg SL g
(every) 4 hours as needed,

The Medication Administration Record {MAR) for
February 2015 revealed Resident 1 received her
initial dose of MS at 9:55 a.m., and a second
dose administered at 18: 53 (6:53 p.m.).

Review of the Individual Narcotic Record for the
MS on 2/11/2015, revealed 3 entries, 2/9/15 at
0800, dose 1mi, signature of LN; the second
2/9/15 at 1853, dose 1mi and the third entry read
2/9/15 at 0855, dose 0.1 mi. A hand written line

! was drawn across 2/9/15 eniry for 0900, dose 1

mi. with an undated notation made by the RCM
that read: “error in documentation”.

During an interview with the Director of Nursing

|

. medication errors.

Any liquid medication from the-

E-kit will be putinto the MAR and

{abeled with both the mg dosage

“and the mi dosage identified.

When entering a new liguid
narcotic into the narcotic book

| there will be two nurses signing as
! complete and accurate. '

Competency testing has been
completed with nursing staff on
medication administration to
include calculation of dosing.

. Disciplinary actions completed

with LN’s related to
documentation in the

: harcotic book.

LN who made the medication
error has been terminated.
Routine audits will be completed
to ensure double signature in
narcotic book and that liquid
narcotic medications have both
dosage in mg and in ml identified
in body of the order.

Audits will be reviewed at facility
Quality Assurance Committee
monthly for 3 months and
periodically thereafter.

X 1D SUMMARY STATEMENT OF DEFIGIENCIES | PROVIDER'S PLAN OF GORREGTION L s
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F 333! Conti | |
33 | Continued From page 9 F 333] Residents will be free of significant

|
1
|
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| dose.
F 490 | 483.75 EFFECTIVE

by
i Based on interview

Resident 1.
|

| (DNS) on 2/11/15 at 9:50 a.m., she verified a
- significant medication error had occurred for
Resident 1 involving MS.

i The facility's event and occurrence conclusion

I sheet revealed that during change of shift report,
L N3 informed the night nurse (L N4) that she had
administered icc of MS liquid to Resident 4. At
 this time, LN4 questioned the dose of MS given to
| Resident 1 by LN3. LN3 and LN4 checked the
order for 2mg of MS and calculated the correct
dose that should have been administered. The
correct dose of MS was calculated to be 0.1 cc

i and not 1.0 cc., 10 times the prescribed narcotic

85=G | ADMINISTRATION/RESIDENT WELL-BEING

A facility must be administered in a manner that
enables it to use its resources effectively and
efficiently to attain or mainiain the highest

practicable physical, mental, and psychosocial
well-being of each resident.

1 This REQUIREMENT is not met as evidenced

and record review, the

| facility's administration failed to effectively andfor |
? efficiently use its resources to maintain the
highest practicable well-being for residents.
| Fallure of the Administrator to identify the need fo
| provide oversight for safe administration of
{ medications, to ensure accurate monitoring,
"and/or to assess or consider alternative

| treatment(s) affected the quality of care for

' To prevent future incidents,

1 ongoing education on conversion
competency, assessments,
monitoring and medication
administration will be done with
newly hired licensed nurses.

| Annually will complete clinical
competency reviews of current
staff.

F 490 Medication pass audits will be
the OA committee. The
Pharmacist or representative will
participate in on going education
| on medication administration.

DNS will ensure compliance.

| F490
Resident #1 no longer resides in
the facility.

Administration will ensure that
medications are administered in
accordance 1o professional
standards utilizing the 5 rights of
medication administration.

| done periodically, and reviewed in

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BLHLDING
C
505223 B WING 02/19/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZI° CODE
1200 BIRCHWOOD AVENUE
AVAMERE BELLINGHAM HEALTH CARE & REHAB SERVICES
BELLINGHAM, WA 98225
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION i 1X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDRED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE DATE
PEFICIENCY) !
F 333, Continued From page 10 F 333

FORM CMS-2567(02-29) Previous Versions Obsclste

Event 1D: XMAS11 Facility1D: WA19300 If continuation sheet Page 11 of 12



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/24/2015

FORM APPROVED

OMB NOC. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN GF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
C
505223 B WING 02/19/2015
NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
AVAMERE BELLINGHAM HEALTH CARE & REHAB SERVICES 1200 BIRCHWOOD AVENUE
BELLINGHAM, WA 098225
(XH D | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION P
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX | (EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) PTAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i | | DEFICIENCY)
F 480 [ QO”F'”uefj From page 11 [ F 490, administration will ensure that
| Findings inctude: ] J licensed staff are monitoring a
1. The Administration failed to ensure medication | resident with a condition change
administration was performed in accordance to 1 or who has experienced a
; professional standards. Not ultilizing the five | significant medication error.
| rights for medication administration resulted in a f
significant medication error for Resident 1. | Administration will ensure
| . R
. i resources are available to assist
| Refer to CFR 483.20(k)(3), F-281- Services moraine b et j
| Provided Meet Professional Standards , ursing in calculation o s
| | medication dosages. '
2. The Administration failed to ensure licensed | Competency testing has heen
staff monitored Regjdent 1 when there was a J . completed with nursing staff on ‘
doqurr_:gnted congiltio_n change and knowledge of | medication administration to i
a significant medication error. ! : . . !
J include calculation of dosing.
| Refer to CFR 483.25,F-309 - Provide _
| Care/Services for Highest Well Being. ' Nursing staff was re-educated on
' ‘ atert documentation, and physician
3. The Administration failed to ensure resources | notification to include thorough
were avatlgble to calculate medacataqr\ dosage. objective data and ongoing
lLack of this resouces and not following standard t of i ith
' of medication administration resulted in a % assessment or a resident wi !
| significant medication error. | change of condition
| or knowledge of a significant
: Refer to CFR 483.25 (m}(2), F-333- Residents | medication error.
Free of Significant Med Errors
To prevent future incidents, |
g ongoing education on conversion l
! | competency, assessments,
i ! monitoring and medication
! administration will be done with
| - See attached
| | |
| |
FORM CMS-2567(02-99) Previous Versions Obsolete Event [0 XMAB 11 Faciiity 1D: WA 19300 If continuation sheet Page 12 of 12




newly hired licensed nurses.

Annually will complete clinical
competency reviews of current
staff.

Medication pass audits will be
done periodically, and reviewed in
the QA committee. The
Pharmacist or representative will
participate in on going education
on medication administration.
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CFR 483.25, F 309 Provide Cars/
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Well Being.
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