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This Plan of Correction constitutes
this facility’s written allegation of

This report is the result of an unannounced compliance for the deficiencles :
Abbreviated Survey conducted at Crestwood citied, This submission of this plan
Health & Rehabilitation Center.on July 14, 2015. |- . of correction is not an admission of

The sample included 7 current residents from a or agreement with the deficiencies
census of 80 and the records of 3 discharged or conclusions contained in the

residents. | Department’s inspaction report.

The following complaints were investigated:

3117912 3118274 3118890 _
3110642 3121007 3121001 ; RECEIVED
AUG 04 2015

3121340 3122428 3108525
DSHS/ADSA/RCS

The survey was conducted by:

Candice Mohar, PhD, RN, MSN

The survey team is from;:

Department of Social & Health Services

Aging & Long Term Support Administration
Residential Care Services, District 3, UnitC &D -
P.O. Box 45819

Tumwater, Washington 98504-5819

Telephone: - 366:664.8429
: 360.664.8451

g bl 1/l
) /R' idential WFVICBS

30RATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE 6) DATE
/208"

oMl S0 | Cretidint L 2ermmr

v Qéﬁciency statement ending with an aslerisk (*) deioles a deficiency which the institution may be excused from correcting providing it is defermifed that
er safeguards provide sufficient protection to the patients. (See instructions:) Except for nursing homes, the findings stated above are disclosable 90 days
awing the date of survey whether ar nat a plan of comrection is provided. For nursing hames, the above findings and plans of corection are disclosable 14
s following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
gram participation. :
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F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 157 *T*l‘:“’ d"‘f‘? nursing ‘!f'"f will correct
s5=D | (INJURY/DECLINE/ROOM, ETC) e yastre ates to the

ATacility rpust |mme",d|att?ly mfor_n’! the re51.cient; Resident # 1 no longer resides at the
consult with the resident's physician; and if Facility. )
known, notify the resident's legal representative Other residents with changes In conditian
or an interested family member when there is an have the potential to be'affected.
accident involving the resident which results in How the nursing home will act t
. " e .. W inen nj 2 Wi Q
!njury a"q has ﬂ-_le F_’Otent]al for re‘!”'”“.g ph}’SIC‘E‘m protect residents in similar situation:
intervention; a significant change in the resident's
physical, mental, or psychosocial status (i.e., a License staff and Social Service personnel
deterioration in health, mental, or psychosocial Were in serviced on the Notification of
status in either life threatening conditions or Resident Change in Condidon policy.
clinical complications); a need to alter treatment ] : '
significantly (i.e., a need to discontinue an The measures the nursing home will take

g_ X e or the systems it will alter to ensure

eXlStmg fO['m Of treatment due tO adverse That the problem does notrecur;
consequences, or to commence a new form of
treatment); or a decision to transfer or discharge Residents with change of condition in
the resident from the facility as specified in Last 15 days have been reviewed and
§483.12(a) Assessed with proper family and

' ' physician notifications.
. . . RCM ar DNS will audit to ensure

The facility must also promptiy notify the resident notification has occurred on change
and, if known, the resident's legal representative of condition.
or interested family member when there is a
change in room or roommate assignment as How the nursing home plans to monitar
specified in §483.15(¢)(2); or a change in :*:!5::::':1“:3;‘;‘:‘::& sure that s
resident rights under Federal or State law or ons At )
re_gulatlo_ns as specified in paragraph (b)(1) of Notification Audits will be completed
this section. Weekly X 3 months with results

Reported to QAPI for verification of
The facility must record and periodically update Compliance,
the address and phone number of the resident's . N
legal representative or interested family member. Dates when corrective action will be
g P ) y ' completed and title of person
) respansible to ensure correction:
This REQUIREMENT is not met as evidenced August 5, 2015
by: . )

Based on interview and record review, it was E;’s e“::::,‘;f Nf““‘"g °’"d"5‘g”ee wil be '
determined the facility failed to consult known ponsible for complianice. 7 [
legal representatives and/or consult with the g// (
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bladder.

<Nutrition>

The resident's admission weight was-aounds.
His assessment indicated he needed oversight
and set up only for meals. An assessment dated
1/18/15 indicated no change.

On 2/6!15, the facility documentation showed a
weight of On 2/9/15 the lab report
indicated the resident had a low Albumin of 2.1
(reference range 3.4 to 5.0) which is needed fo
aid In healing wounds.

On 2/11/15 the Registered Dietitian (RD)
recommended enhanced meals three times per
day and a special high protein (Prostat) to be
added daily to "aid in wound healing of pressure
ulcers.” The assessment dated 2/15/15 indicated
he needed extensive assistance of 1 person
during meals. -

on I 5, the hospital admission record
indicated the resident weighed

The resident returned from the hospital on-15.
The facility's next documented weight was noted
on 52 IR

On 3/11/15 a fax note to the Physician Assistant
(PA) indicated: "Per RD recommendations, add
enhanced food to meals, three times per day; add
Prostat twice each day ...Resident had significant
weight loss during discharge and readmission.
Increased protein to aid in wound healing.” The
record indicated implementation on 18.

On 3/11/15 the PA wrote: "The patient needs 1 on
1 assistance with meals." ’

Measures the nursing home will
take or systems it will alter to
ensure that the problem does
not recur:

A weight/nutrition meeting will be
Held weekly during Daily Clinical
Meeting with RD present to review
Residents with significant weight

. change.
Care Tracker reports of potentially
Inadequate food or fluid Intake will
he reviewed at Daily Triage for
possible follow up at Daily

" Clinical Meeting.
Licensed Staff will be re educated
on weight monitoring following
Policy and Procedures.

How the nursing home plans to
* monitor its performance to make
. sure.that solutions are sustained:

Monthly Clinical System Review of

. Welghts/nutrition will be conducted .
Per policy.
Weight trends reviewed in QAPI

- Monthly X 3 to-ensure compliance.
Dates when corrective actin will be
completed and title of person
responsthle to ensure compliance:

August 5, 2015
_Director of Nursing or designee
will be res_ponsi'bje for compl.l_ance..

-

o/ rs
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On 7/13/15 at 9:00 a.m., during interview with the
Resident's legal representative, it was learned : P
she had not been informed/consulted about the g
worsening pressure uicers or the type of care and
serviceftreatments provided for wound healing.

When asked about the resident’s weight loss, she
said she could tell the resident was losing weight
because of his loosely fitting clothes and he was
not eating when she visited. She said many fimes
either she or family members would feed the
resident.
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