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F 000 { INITIAL COMMENTS o Fooo|, L
‘ UThis Plan of Correction constitutes this / % b / 5
This report is the result of an unannounced facility's written allegation of compliance for

the deficiencies cited. This submission of this
plan of correction is not an admission of or

Abbraviated Survey conducted at Crestwood

15201 T samis st 8 o e el A

. . _ e AN ;
residents from & census of 91 and the records of . ::;a;' i fhe Separtment’s inspection ;
) i

4 discharged residents.

| The following complalnts were investigated:
3126100 3127445 3131008
3126486 3125713 3132427

31306058 3135522 31 35384

3130822 3135384 3135304

3132448 3155780 3135133
3135975 -

The survey was conducted by:

Phan Pham, RN, BSN
{ Gandice Mohar, PhD, RN, MSN

The survey team s from:

Departmeni of Social & Health Services

Aging & Long Term Support Administration
Residential Care Services, District 3, Unit C & D,
P.Q, Box 45819 - .
Tumwater, Wazhington 95504-5810

Telephone:  360,664.8429
Fax: 360.664.8451

Ej fe Services” . Date

REPRESENTATIVE™S SIGMATURE
AT I >

Any dgficlancy slatementending with an asterisk {*} denotes a deficlency which the institutian may be excused from correctin
other'safeguards provide sutficient proteetion (o the patiants. {Ses instuctions,) Excapt for nursing hames, the findings stated above are disciasabls 80 days
follawing the date of survey whether or not a plan of sorrection Is pravided. Fer nursing homes, the abave findings and pluns of correction are disclosable 14
days following the date these documents are made available lo the fadlity. If defictencles are clted, an appraved plan of correction Is requisite to conlinued.-

program participation,
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X4y 1D SUMMARY STATEMENT OF DEFICIENCIES D ' PROVIDER'S PLAN OF CORRECTION xa)
PREFIX (EACH DEFICIENGY MUST BE PREGEDED 8Y FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATIOR) TAG CROSS-REFERENCED TQ THE APFROPRIATE LATE
DEFICIENCY) -
F 272 | 483.20(b)(1) COMPREHENSIVE Fa72| U Correctlon/sasitrelatesto
85=0 | ASSESSMENTS .| ' theresident/s: Resident number
" . . 1 has an updated care plan, which ;
The facility must conduct inftially and periogically includes di includi i
a comprehensive, accurate, standardized inciudes diagnosesincluding |
reproducible assessment of each resident's dementia, difficulty speaking, i
functional capacity. stroke, generalized weakness,
A facility must make a comprehensive osteoporosis, impaired decision
assessment of a resident's needs, using the making ability and had painin
resident assessment Instrument {RAI) specified shouiders with limited range of
by the State. The assessment must include at - s '
least the following: motion..
Identification and demographic information; i
Custornary routine;
Cognitive patterns;
S_O[nmun!catlon; 2) Action/staken to protect |
ision; ilar stuatione: |
Mood and.bshavier pattems; residents in similar s:tuatwns: :
Psychosocial welk-being; Care plans for last 30 day admits |
Physical functioning and structural problems; have been assessed for accuracy. ,
Continence; -
Disease diagnesis and health conditions; 3) Measures taken or systems
Dental and nutritional status; altered to ensure that solutions
Skin conditions; are sustained: will audit the 24-
Achivity pursuit;
Medications; 48 hour new and readmissian
Special treztments and procedures; audit tool. : New admits/
Discharge potenfial; readmission will have a 24-48 |
Documgptali,un of summary infarmation regarding hour audit to ensure pertinent
the additional assessment performed.on the care history is encompassed In the }
areas triggered by the completion of the Minimum lan of care with the IDT
Data Set (MDS); and P : '
Decumentation of participation in assessment, Licensed nurses and
. ' management team will bere
educated with communication of
new information received to
ensure care plans meet the
patients’ needs.
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
} ) DEFICIENGY) *
F 281 | Continued From page 4 F 28t 1) Corecticn/s as it relates to the resident/s:
thelr qualifications were to do so. : Resident #1, #2, 49, MARs reviewed,
. LNs legible signatures with titles are
Findings include; present. Resident #8,714 no longer
rexides in the facility. !
Cn 8/18/15 during inferviews and review of ;
Residents' records (#1, 2, B, 9 and #14), it was 2) Action/s takento protect residents in
found that the Medication Administration Records s’“”la”‘t““m:ifte dand as
(MARY) did not contain complete dosumentation to MARS e muiled axd corrected
i i P PR necessary 10 ensure INs have been re
Indicate times and who administered medications educated with following through with
to residents or what their qualifications wers to do signing each MAR legibly. A master
s0. The MARSs in the residents' records did not signature log has been updated and will |
hava signatures or fitles {qualifications) of those be updated with ach new hire and new
who assessed, maonitored and evaluated providers. LNs educated to complete
residents for safe medication MAR review with change of shift report
administration/managementftreatments. ta include signatures.
During abservations of medIcation administration 3 Mem&imm?l or syStm;'ggﬁ,m
and interview with Licensed Nurse (LN) G at 4:30 NEAR andits complatod daily 104 weeks
p.m., sihe stated the facility utilized a2 master with improvernent will audit 3 days
signature log for nurses to sign rather than weekly x4 weeks and with continmed
documenting signatures and titles on the MAR improvement will audit weekly %4 weeks
and said the facility did not require nurses fo sign . then manthly. RCMs/DON/ETD will
the MAR. The Direclor of Nursing Services (DNS) complete weekly audits to ensure LNNs
stated she was aware of facility staff members are following tiru with the change of
who said they were educated to put full shift MAR check during their change of
signatures and tittes on each MAR lo correlate shift report
with their nltials and, during a recent facility ) .
training, the nurses were informed of the process 4)  Plansto monitor performance to ensuce
. : . ; solutions gre sustained and persen
for safe medication administration to include responsible:
legible signatures and titles on the MAR, IDT will monitor our daily/weekly audits
. ) . Report will be bronght to QAPI .
According to Centers for Medicare and Medicaid monthly. \
Services [CMS], errors related to signature '
requirements impact the payment claims process. Director of Mursing or designee is :
"Signaltures are handwritten or electronic responsible to ensure compliznce. Wi 0/ b / /¢
[stamped signatures are not acceptable] and
signatures are legible. Signature logs may be
used fo support the identity of the illegible
signature provider. A signature log is a typed

L~
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F 281 Continued From page 5 . F 281 '

listing of the providers(s) identifying their name ¢
with a comresponding hand signature...and may :
be used-ta establish signature identity and ' P
credentials [e.g. MD, RN] of the signator as ,
needed throughout the medical record
documentation..." [Dapartment of Health and
Human Services Center for Medicare and
Medicaid Serives-CMS Medicare Program
Integrity Manual, Chapter 3, Section 3.3.2.4,
revised October 2013). '

Failure to ensure nurses practiced according to
accepted professional standards prevented the
facility, residénts and other providers from
knowing whao was accoutable for the care and
setvices to residents.

Refer to F 329; F 333

F 329 483.250) DRUG REGIMEN IS FREE FROM F 329
s55=D | UNNECESSARY DRUGS

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose {Including’
duplicate therapy); or for excessive duration; or
without adequate monitaring; or without adequate
indications for its use; or in the presence of
adverse conseguences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above., -

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary fo treat a specific condition
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PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
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[»)
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
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CROSS-REFERENCED 7O THE APPROPRIATE

DEFICIENCY) *

X5
GOMPLETION
DATE

F 333

.F499
§8=G

Continued From page 13
MAR 10 the August MAR.

#4) Discharged Resident #14 was admitted to the
facility on with multiple medical conditions.
On 7/23/15, the physician's assistant {PA)
ordered (antibiotic) twice daily for 14 days
to treat fble urinary tract infection (UTI).

Review of the MAR Iindicated the resident did not
receive 4 days (8 doses) of the medication due to
the order not being transcribed from the July
MAR to the August MAR.

At 4:30 p.m., the DNS stated the nurses had
recently received education related to safe,
professional practice for medication
administration and documentation.

Refer fo F 281; 329

483.75(g) EMPLOY QUALIFIED .
FT/PT/CONSULT PROFESSIONALS *

The facility must employ on a full-time, part-fime
or consultant basis those professionals necessary
to camy out the provisions of these requirements.

Professional staff must be licensed, certified, or
registered in accordance with applicable State”
laws. .

This REQUIREMENT s not met as avidenced
by: :

Based on observation, interview and record
review, it was determined the facility failed to
ensure qualified Professional staff ( licensed,
certified, or registered in accordance with

F 333

F 499
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F 499 | Continued From page 14 . F489) 1) Correction/s as it relates to the ) ,
applicable State laws) provided care to 1 of 4 s resident/s: Resident #1 will receive care
sampled residents (#1) during transfer assist. ; from licensed qualified stafl.
This failure placed all residents at risk for Infuries dents in
when services were provided by unqualified staff 2) Actions taken to protect residents

similar situation: No other residents 1'

and caused harm to Resident# 1 when an have been identified.

unqualified staff member assisted the resident to

transfer 'jii iiiﬂ after, the resident was found 3) M :
. easures taken oy systems altered to .
to have and _ of ensure that solutions are sustained: i

the residenti Educatjon will be provided in orientation
10 ensuce all staff are aware of scops of
Findings include: _ : practice. Random audit performed to
' cnsure staff operating within scope of
Resident #1 was admitted to the facilig on practice.
15 with diagnoses including .

" 4) Plans to monitor performance to ‘ ,

The Department of Sacial an ensure solutions are sustained and

person responsible: Ongoing cducation
ealth Services assessment dated 4/27/15 Bt oricattion and quarterly and adding

documented the resident had a history of multiple eape of practice. Informal Dispute
, and had limited range Resolution (IDR) meeting requested.
of motian. | .
Director of Nursing or designee is / b Vv
The resident's initial assessment dated 6/27/15 ' responsible 10 ensure compliance: /‘5

documented the resident had memory problems,
impaired decision making-ability and had pain in

ith limited range of motion. The
resident was dependent on staff for assistance
with activities of daily living, bed mobility and
transfers. .

i On 8711715 the resident was observed sitting in
her wheelchalr, in her recom. The residenl'sH
HRvas ina he resident was not able

_provide additional information related to the -
incident. '

Review of an event report revealed on 8/1/15 an
unqualified staff member helped the resident up
from the wheglchair by "pulling resident up by
[resident's] hands," [without a gait belt] and
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F 498 | Continued From page 15 : F 499 ’
transferred the resident to the wheelchair and »
taken to lunch. ;

After lunch, the resident complained of pain to her
and cried out In pain when staff

attempted to move the resident's IThe

resident was transported fo the hospital for

evaluation and was diagnosed with a

and NN - s noted

on the hospital. X-ray dated 8/1/15.

Accarding 1o the physical tharapy treaiment note
dated 7/30/15, the resident was frained to
perform sit to stand and stand-pivot transfer with
standby assist. The resident was able to perform
the transfer with no upper extremity suppart.

On B/M1/16 the Activity Director (AD) stated she
assisted the resident to transfer from the
resident's bed to the resident's wheelchalr on
8/1/15. The AD said she held the resident's
hands and the resident stood up and pivoted to
the wheelchair.

: The facility could not pravide evidence the AD
was reglstered, certified, licensed.or had training
to perform transfers of residents with limited
mability. Resident Care Manager (RCM) A'said
the AD was not a a qualified professional who
could assist residents with transfers. '

The Director of Nursing Services (DNS) sald the
resident could stand independently and required
one staff standby assist to provide verbal
guidance during a transfer.
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