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| ‘ Royal Park Care Center provides the Plan
F 000 | INITIAL COMMENTS FOO0!  of Correction according to State and
Federal Law. Royal Park Care Center
' This report is the result of an unannounced . neither admits nor denies but provides this
- Quality Indicator Survey conducted at Royal Park | Plan of Correction so it may continue to be
 Care Center on 8/5/14, 8/6/14, 8/7/14, 8/8/14, in compliance with State and Federal Law.

:8/11/14 and 8/12/14. A sample of 42 residents

. was selected from a census of 158. The sample
. included 25 current residents, the records of 17
 former and/or discharged residents.

The survey was conducted by:
| Jessica Dingwall, M.S.W.
i Lisa Harting, R.N.

! Colleen Daniels, R.N.

| Linda Loffredo, R.N.
 Tamara Smith, M. SW.

- Kathleen Robl, R.N.

- The survey team is from:

| Department of Social and Health Services

Aging and Long-Term Suppori Administration d b
Residential Care Services, District 1, Unit A
' 316 W. Boone Avenue, Suite 170 SEP 04 2074#
Spokane, Washington, 98201-2351 ] EngS ADSA A
SPOK Cs
Telephone: (509) 323-7302 OKANE wy4
Fax: (509) 329-3993 ;
Resjflential Care Services’ Date
F 280 483720(d)(3), 483.10(k)(2) RIGHT TO ; F 280
: |
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE S SIGNATURE TITLE (X6} DATE
X G S e Adrivilgrador G-y

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from cofrecting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclasable 90 days
fotlowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosabie 14
days foliewing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
grogram participation.
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Dialysis: Random monthly audits will be
F 309 | Continued From page 4 F 309  done on residents receiving dialysis.

of the resident's mouth pain, or difficulty chewing,

despite the fact these had been problems over
several moenths.

The assessment further indicated the resident
had frequent pain, which affected her sleep,and

Bowel Management: Weekly audits of ]
bowel records will be done for 6 weeksto |
ensure interventions are implemented
timely. Then, RCM’s wili conduct monthly
reviews. The DNS will complete random

audits in addition to the consulting
pharmacists® monthly review.

| fimited her day to day activities. The source of the
pain was not identified, and her care plan was not
maodified related to the mouth pain (see F280 for
additional information). The most recent care pian
identified the resident as having no oral pain.

Additionat pain assessments from April and
July 2014 identified left arm and leg pain - no
mouth or facial pain was identified or assessed.

In reviewing the July and August 2014
I medication administration documentation, the
- resident had received scheduied and as needed
pain medication. Most of the time the source of
pain was identified as "general." Mouth pain was
never specifically identified.

In addition, the August 201 meal monitor
documentation was reviewed - the resident had
refused 14 of 33 meais. The reason was not
identified.

. On8/7/14 at 1:33 p.m.,, the resident's spouse
| stated Resident #26 had a history of dental

- issues and her gums were sore at times, He
indicated she had to eat soft foods due to her
mouth pain.

Several staff were interviewed related to the
resident's history of mouth pain and poor oral
intake. On 8/8/14 at 9:00 a.m., Licensed Nurse
| #A reported the resident does not have any
fmouth/oral pain. In an interview with Staff #C on
8/8/14 at 10:25 a.m., she stated the resident
refused oral care and her breakfast that day. The
resident told Staff #C she was not feeling well. At
120 p.m. the same day, Staff #B reported the
resident's teeth hurt her and are sensitive which
made the resident refuse oral care, On 8/11/14 at
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. 8:30 a.m. Staff #D said the resident refused her
- oral care because the resident was in "so much
' pain” and rarely let the staff do orat care. On

1 8/12/14 at 14:30 a.m., Nurse #E stated the

' resident had some teeth pulled in the past and
i had no current mouth pain. Nurse #E said the
: nursing aides are supposed to let the nursing
staff know if the resident had any pain and the
source of pain.

The facility failed to communicate, identify and
thoroughly evaluate the resident's iong-standing
. mouth pain. This placed the resident at risk for
. continued pain, poor oral hygiene, poor food
intake, and additional weight loss.

Dialysis:

Resident #277 had diagnoses that included
Kidney disease. Per record review, the resident
went to dialysis (a process to filter blood to
maintain kidney function) three days a week atan =
outside facility.

Per review of the resident's most recent plan
of care, the resident's fistula (connection of an
artery to a vein for access during dialysis) was to
be assessed and staff were to notify the dialysis
i center if there were abnormaiities.

Per record review, there was no
documentation found that the resident’s fistula
was being assessed by staff which would include
. assessing the bruit or thrill (ways to check blood
*flow thru the fistula site) or to assess the fistula
for any signs of infection,

Per interview on 8/11/14 at 2.20 p.m.,
Licensed Nurse (LN) # stated when a resident
returned from dialysis he would take off the
dressing that was over the fisiula and would
: make sure there weren't any problems with the
| site. He stated he was not aware there were any
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places to document the monitoring of the site.
On 8/11/14 at 310 p.m., LN #F stated when

residents returned from dialysis the pressure
dressing on the fistula was either taken off by her
or the resident would remove it. She stated the
cite would be monitored at that time. Staff #E |
stated there was no documentation showing the
monitoring of the site.

During an interview on 8/12/14 at 10:22 a.m.,
Resident Care Manger (RCM) #H stated the
licensed staff should assess the resident's fistula
daily. She confirmed there was no documentation
of the assessment/evaluation of the fistula.

The lack of inconsistent monitoring of the
resident's fistula site by the facility placed the
t resident at risk for complications which could
: include infection, biseding, and clotling of the
fistula site.

Bowel Management:
The facility's bowel protocol included the foliowing
treatments:

* At the beginning of the shift each Licensed
 Nurse (LN} will chart bowel movements (BM) on
the Medication Administration Record (MAR), the
: nurse will evaluate/assess the need for
i intervention. The assessment was {o include
assessing for distention (swelling of abdomen),
tympany (hollow drum like sound} and bowel
sounds.

* If no BM for & shifts an oral laxative may be
administered. If no BM for 7 shifts and the oral
laxative was ineffective, a suppository may be
administered. If the suppository was not effective,
a follow up suppository, an enema, or manual
removal of feces wouid be done.

*if an individual pattern has been established in
the Plan of Care or MAR, a laxative will be
: administered on shift following the last day of the
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F 309, Continued From page 8 F 369,

the need for intervention.

During an interview on 8/12/14 a1 10:22 a.m.,
RCM #H reviewed the resident's record and
confirmed the bowel protocol had not been
initiated.

3. Resident #277 had diagnoses that included
kidney failure. The resident received narcotic pain
medications, which can cause constipation. He
was on a routine medication that was given twice
| daily to prevent constipation. :
The resident's normal bowel pattern was not
identified. In July 2014, the resident went 8 shifis
on 2 different occasions without a BM. In August
2014, the resident went 12 shifts and 7 shifis
without & BM.
1 Perrecord review, there was no
- documentation that the facility initiated the bowel
. protocol nor had the resident been assessed for
the need for intervention.
When interviewed on 8/12/14 at 10:22 a.m.,
I RCM #H reviewed the resident's record and
confirmed the bowel protocol had not been
initiated.

4. Resident #170 had diagnoses that included
history of a stroke and dementia. The resident
- was taking 2 types of medications to prevent

: constipation.

Per review of the resident's plan of care, it was
documented the resident had constipation due to
decreased movement. The resident was
assessed {o have a normal bowel pattern of every
2-3 days and licensed staff were to monitor for
constipation.

In July 2014, the resident went over 4 days
without a BM on 2 separate occasions during the
month.

There was no documentation to indicate the

SORM CMS-2667(02-99) Previous Versions Cbsolete Event 1D BBRL11 Faciity 1D WA40170 If continuation sheet Page 9 of 12




DEPARTMENT OF HEALTH AND HUMAI. LERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/25/2014
FORM APPROVED
OMB NO. 0938-0391

. July-August 2014 showed that he went 5 days (a

facility initiated the bowel protocol, nor had the
resident been assessed for the need for
intervention.

When interviewed on 8/12/14 at 10:07 a.m.,
RCM #G said the licensed nurses {LN) monitored
the bowel records of each resident. If the resident
did not have a BM, the nurses were responsible
tc do an abdominal assessment and initiate the
bowel protocol. She confirmed the bowel protocot
had not been initiated for this resident.

5. Resident #324 had diagnoses that included
heart faiture.

Record review indicated the resident's normal
bowel paitern was every 1-2 days and that he had
a history of constipation.

. The care plan goal was for the resident to

" have a bowe! movement every cther day.

» Interventions to accomplaish this goal included:
monitoring the resident for constipation,
administering medications per doctor's orders,
and monitoring the effectiveness of the
medications.

Review of Resident #324's bowel records for

total of 14 shifts) without a BM on one occasion,
and 3 days (9 shifts) on ancther occasion.

There was ne documentation to indicate the

facility initiated the bowel! protocol, nor had the
resident been assessed for the need for
| intervention.

During an interview on 8/12/14 at 10:07 a.m.,
Staff #C stated the licensed nurses {LN) were to
monitor the bowel records of each resident. If the

. resident did not have a BM, then the nurses
| would do an abdominal assessment and initiate
the bowel protocol.

The facility failed fo adequately menitor 5
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resident was at risk for the development of a
pressure wcer. Preventative interventions
included: weekly skin checks, a pressure
reducing wheelchair cushion and bed surface,
and floating his heels in bed as the resident
allowed,

Per review of progress notes, there was no
documentation in regards to whether the resident
was compliant or non-compliant with floating his
heels.

On 6/8/14, it was documeanted the resident
had deveioped a left heel blister. On that same
day, the area was described by a different staff
~member as an unstageable (when the base of the |
~wound is covered by slough or black tissue) heel
' ulcer measuring 2.5 centimeters {cm) x 1.7 ¢cm
with 100% eschar (black, dead tissue).

When interviewed on 8/12/14 at 11:20 am.,
Licensed Nurse (L.N) #K said the resident wasn't
able to ficat his heels prior to developing the
pressure ulcer because of the knee brace. She
indicated the knee brace placed the leg at an
angle, which pushed his heel down onto the
mattress. While wearing the brace the heels
couidn't be floated. She indicated that after the
pressure ulcer was identified, the resident was
" given a soft boot to wear so that i didn't warsen.

Failure of the facility to reassess the
interventions that were in place to prevent the
: development of a pressure ulcer resulted in the
i resident developing a feft heel unstageable
pressure ulcer.
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