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This report is the result of an unannounced
Abbreviated Survey conducted at Beacon Hill
Rehabilitation on 03/20/2015. Asample of 4

sampie included 2 current residents and the

records of 2 former/discharged residents,

The fotfowing complaint was Envéstigated:
#3079782

. The survey was conducted by
Rebecca Christiansen, RN, M&

- The survey team is from:

Department of Social & Health Services
Aging & Disability Services Administration
800 NE 136th Ave.

Suite 220

Vancouver, WA 98684

Telephone: 360-307-8550
rRax: 360—992,;7—;99
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DISCLAIMER STATEMENT:
"Preparation and/or execution of this pian of
correction does not constitute admission oy
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facts alleged or conclusions set forth in the
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tion 1s prepared andfor executed solely be-
cause it is required by the provisions of federal

RECFEIVED
APR 172005 ¢

W \
\}fg‘» Jé}. \}\v?y
- oy

DSHS/ADSARCS

iy ~ AN
LABORATORY D ECT»WV@ REPRESENTATIVE'S SIGNATURE

TITLE

grepdve Div

(%6 DATE

Hiales

Any deficiency statement‘éncﬁh'g’\ﬁith an asterisk () denctes a deficlency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficlent prafection 1o the patients, (See instructions.) Except for nurging 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
daye following the date these documents afe made available to the facility. i deflciencies are cited, an approved plan of correction is requisite to continued

program participation,
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DISCLAIMER STATEMENT:
F 309 . 483.25 PROVIDE CARE/SERVICES FOR F 309 “Breparation and/or execution of this plan of
g8s=n | HIGHEST WELL BEING cotrection does nat constifute admission of

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined the facility failed io provide the
necessary care and services for 1 of 4 residents
{(#3) when they did not accurately assess and
monitor the resident's new lower leg edema
{swelling). This failure caused the resident to not
have a baseline assessment against which future
assessments could be compared and caused the
resident to have a possible delay in timely .
treatment.

Findings include:

According to the facility poiicy regarding lower
extremity edema, swelling should be assessed as
1+, 2+ 3+, or 4+ edema, depending on visible
disiortion when a finger is pressed against the
swelling in the lower leg, how fast the distortion
disappears and how long it lasts. The procedure
called for possible nursing interventions of
avoiding tight fitting shoes, checking feet, legs
and skin for redness or breakdown, reporting
increased edema, encouraging the resident to
elevate legs, and applying elastic stockings as

- ordered.

agreement by the provider of the truth of the
facts alleged or conclusions set forth in the
statement of deficiencies. The plan of correc-
tion is prepared and/or execuied solely be-
cause it is required by the provisions of federal
and siate law."

F308

A) Resident #3 is discharged from the
facility.

B) &li other residents in the facility who
have CHF with edema will be reviewed to
to ensure assessment of lungs and
extremities is occuring and this is
entered into the record. MD will be
contacted as necessary to provide
additional orders as needed.

Cj Licensed staff will be inserviced by
DNS and provided a tool on charting
guidelines for patients suffering from
exacerbated CHF and possible edema.
The faciiity will provide an alert charting
tool to cover those patients who suffer
from sudden onset of such conditions.
LNs will also review the policy and pro-
cedure for monitoring and assessing
edema.

D) DNS or designee will randomly check
the charis of those patients with exacer-
bated CHF to ensure proper assessment
and documentation is present to repre-
sent the condition of the patient in the
record. Resuits will be presented at
monthly Pi meeting for additional foliow
up if required.

23-Apr-15

23-Apr-15

23-Apr-15

23-Apr-15
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On 2/28/15, at 12:12 p.m., nursing notes reflected
the on-call physician was contacted "about lab
work, increased congestion and family concerns.™
No information was found regarding assessment
of the resident’s lungs or leg swelling.

At 6:37 p.m., after starting Lasix (a medication to
remove fluid from the body), the resident reporied
"breathing much easier” today.

- On 3/1/15 at 12:08 a.m., nursing notes reflected
- the resident has "non-pitting edema. Non pitting
i edema LLE (left lower extremity).” No

assessment was found regarding the actual
condition of the legs or the lungs. |

At 18:08 p.m., nursing notes reported "BLE
{sweliing in both legs) is less." The fime and
condition of the comparison could not be
determined.

On 3/2/15 at 12:08 a.m., a nursing note reflected
"Becomes very anxious when she is short of
breath, grunting and gasping. Resident has
pitting edema. Resident is wheezing, resident

. has a cough, resident has shortness of breath
' whiie lying flat. Lungs with audible wheezes (able

to hear wheezing)." An assessment of the
degree of pitling edema was not found, The
resident was noted to have a weight gain of
nearly 5 pounds since admission.

On 3/3/15 at 7:00 a.m., a BNP {a diagnostic test
for congestive heart failure) was received with a
value of 40100.0 pg/ml, indicating the resident
iikely had congestive heart failure. The on-call
physician was notified, but deferred to the
attending physician for treatment decisions.
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information regarding missing doses of
medication for Resident #2.

At 1:20 p.m., LN B stated "™We didn't feel the
admission order for (Resident #2) was clear. We
pui a call out to the docior, but what are we
supposed to do if the doctor doesn’t call us back.”

Resident record review did not reveal information

regarding whether the physician knew of the
missing doses, whether the resident was
experiencing withdrawai or what was being done
o decrease possible side effecis of the
PredniSONE not being given.

The facility did not view the omission of two
doses of PredniSONE as a medication error.
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