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F 000 | INITIAL COMMENTS F 000

This report is the result of an unannounced
Quality Indicator Survey conducted at Providence

St Joseph Hospital in Chewelah on 7/21/13, E @ |
7/22/13, 7/23/183, 7/24/13, and 7/25/13. A sample b

Wil

]

of 31 residents was selected from a census of 37.

IVIE @
The sample included 28 current residents, and’ T

the records of 3 former and/or discharged AUG 16 2013
residents. <

| | DSHS Ausk RCS
The survey was conducted by: ) S PO KAN E WA

RN, B.S.N. : : /
R.N., B.S.N.
N., B.S.N.
, B.S.N.

.S.N.

"RN.
N, M.
RN,

lm
o=

The survey team is from:

Department of Social & Health Services

Aging and Long-Term Support Administration
(ALTSA)

Division of Residential Caré Seivices, District 1,
UnitA ’

316 West Boone Avenue, Suite 170

Spokane, Washington 99201-2351

;I‘elephone:
Fax: (509

9) 323-7300

N

<

ORATO, ECTQR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%6) DATE

ld
“defficie\cy statement enfilng withvin akirisk () denotes a deficlency which the institution may be excused from cormecting providing t is determined that
:r safeguards provide suiltcieptDrotection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
wing the date of survey whether or nat & plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
s following the dete these documents are made available to the facility. If deficiencies are clted, an approved plan of correction is requisite to continued
jram participation. .
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F 242 483.16(b) SELF-DETERMINATION - RIGHT TO F 242

88=D | MAKE CHOICES

The resident has the right to choose activities,
schedules, and health care consistent with his or
her interests, assessments, and plans of care;
Interact with members of the community both
inside and outside the facility; and make choices
about aspects of his or her life in the facility that
are significant to the resident.

This REQUIREMENT is not met as evidenced
by: '

Based on observation, interview and record
review it was determined the facility falled to
provide assistance regarding choice of personal
preference in bathing for 1 of 6 residents (#4) in a
sample of 31 reviewed for choices,

Findings inclu_de:

Resident #4 had diagnoses which Included

/Gl and IR He could make his
needs known and reguired assistance with
activities of daily living (ADL's). .

In an interview on 7/22/13, the resident said he
"used to get two shower's a week, now | only get
one, | don't know what happened.”

Per record review, the resident's care plan
included his preference for two showers a week.

In an interview with Staff #A on 7/24/13, she
said she worked Tuesday thru Friday only, and
the residents got one shower a week.,

Staff #B confirmed in an interview on 7/25/13
at 10:26 a.m. that * Resident #4 is to get two
showaers a week, which included Saturdays."

Per record review, the facility's bathing
schedule from 7/17/13 thru 7/25/13 included the

resident showered on Wednesday 7/17/13 and

F242
It is the responsibility of Providence St.
Joseph’s Long Term Care to ensure that
the resident has the right to choose
activities, schedules and health care
consistent with his or her interests,
assessments, and plans of care.

v

How the facility will correct the

deficiency as it relates to the

resident.

¢  The resident has chosen to

have his bath twice a week
on Tuesdays and Fridays.
The shower schedule has
been updated to reflect this
change as of July 26, 2013,
The care plan has been
updated to reflect this.

How the nursing home will act to

protect residents in similar’

situations.

¢ Re-education of all staff will

occur on September 3, 2013
for correct implementation of*
the plan of care and
understanding that the
resident has the right to
choose activities, schedules
and health care consistent
with his or her interests,
assessments, and plans of
care.

’
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Wednesday 7/24/18. Further review of the facllity
bathing schedule indicated the resident was.
scheduled for showers only one time weekiy on
Wednesdays. The schedule did notindicate a

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

Saturday shower, recur. o

The resident's personal preference indicated ¢ Documentation will be added
his choice to have two showers weekly, The to the MAR in the treatment
residents care plan included intsrventions for the ' section for nursing personnel
facllity to provide assistance for the resident to be to document when the bath
able to-engage In twice weekly showers on a was given.

routine basis. ‘

The facility failed to provide assistance as
needed for the resident to exercise his choices .
regarding personal activity that were significant to

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

the resident. ; X )
F 282 483.20(k)(3)(ii) SERVICES BY QUALIFIED - F 282 *  The Director of Nursing will
53=D | PERSONS/PER CARE PLAN : round with the residents on a
. . monthly basis and _
The services provided or arranged by the facility specifically ask if the -
must be provided by qualified persons in : resident has been given
accordance with each resident's written plan of choices regarding activities,
care, , ‘ ’ . * schedules and health care

consistent with his or her
interests, assessments and

This REQUIREMENT is not met as evidencad plans of care.

by: .
Based on observation, interview and record

review, it was determined the facility failed to Date when corrective action will be

implement planned interventions related to completed — September 3, 2013
urinary incontinence for 1 of 3 residents (#9) . :

reviewed for urinary incontinence in a sample of The title of the person responsible to
31. ‘ ensure correction - The Director of
Findings include: Nursing

Resident #3 was admitted on@iiii§/'13 with
diagnoses including <y,

and R - He was able to make .
some needs known, used a wheelchair/walker for

.| F282
It is the responsibility of Providence St.
Joseph’s Long Term Care to ensure that a
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mobllity, and required one person assist for
transfers, ambulation and tolleting assistance.

Per record review, the facility assessment on
admission indicated the resident was occasionally
incontinent (less than 7 episodes of
Incontinence.) The assessment completed 90
days from admission indicated the resident
declined in urinary continence and was frequently
incontinent (7 or more episodes of incontinence.)

The resident's individual tolleting program
directed staff to assist the resident to the
bathroom before meals, after meals, and before
and after activities. The care plan incorporated
interventions in conjunction with the toileting
program by having staff assustmg him to stand
and use the urinal,

During periodic observations 7/24/13 from
09:45 a.m. until 11:256 a.m,, the resident sat at the
dining room table dozing in his wheslchalr.

At 11:26 a.m., staff wheeled him to his room,
did not offer tolleting assistance, and left him with
the call light and urinal out of reach. The resident
continued to doze In his room without the call light
and urinal in reach until 12:40 p.m,

In an Interview on 7/25/13 at 10:25 a.m., Staff
#A stated the resident was continent and he
would call for assistance if he needed to use the
bathroom. She said if he didn't call in two hours
staff would ask him. He would occasionally have
accidents.

During periodic observation on 7/25/13 from
10:00 a.m. until 12:00 p.m., the resident
remained in the dining room asieep in his
wheelchalr at the table. He was again observed in
his room with his call light, and feet elevated.
The urinal was out of reach on the lower shelf of
the television stand, '

The faclility's failure to provide assistance as
planned placed the resldent at risk of ongoing
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F282 (cont’d

resident be provided a qualified person in
accordance with each resident’s written
plan of care and have an understanding of
the expected outcomes of this care.

How the facility will correct the
deficiency as it relates to the
resident.

o  The care plan has been re-
evaluated and will remain the
same. The resident will
benefit from the current
toileting plan. The NACs are
to follow that plan of care
and understand the expected
outcome of this care. The
goal is to keep the resident
continent of bowel and
bladder.

How the nursing home will act to
protect residents in similar
sitnations.
e Re-education of all staff will
+ occur on September 3, 2013
for correct implementation of
the plan of care and
understanding the expected
outcomes of the care for all
residents in the facility.

Measures the nursing home will
take or the systems it will alter to
ensure that the problem does not
recur. :
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" | urinary incontinence.
F 285 ;gaéz&('n;), ,\;23'20(8) PASRR REQUIREMENTS F 285 o Re-education with the
8S=D : Licensed I:Ihursing staff on
A facllity must coordinate assessments with the August 137, regarding the
pre-admission screening and resident review importance of the toileting
program undéer Medicaid in part 483, subpart C to programs. They will be
' the maximum extent practicable to avoid provided with a list of the -
duplicative testing and effort, residents that are currently
. on a toileting program.
A nursing facility must not admit, on or after
January 1, 1989, any new residents with: How the nursing home plans to
- () Mental iliness as defined in paragraph (m)(2) monitor its performance to make
(i) of this section, unless the State mental health sure that solutions are sustained
authority has determined, based on an e " The MDS dinat ) "
independent physical and mental evaluation ¢ £oorainators wi
performed by a person or entity other than the run the ADL reports in Care

State mental health authority, prior to admission;

(A) That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility;
and

(B) If the individual requires such level of
services, whether the individual requires
specialized services for mental retardation.

(1)) Mental retardation, as defined in paragraph
(m)(2)(ii) of this section, unless the State mental
retardation or deveiopmental disabllity authority
has determined prior.to admission—

(A) That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility;
and

(B) If the individual requires such level of
services, whether the individual requires
specialized services for mental retardation.

For purposes of this section:

Tracker (electronic

documentation) on a weekly
basis to ensure that the aides

are performing the tasks.

‘Date when corrective action will be

completed: September 3, 2013

The title of the person responsible to -
ensure correction - The Director of*

Nursing

~

F285

- It is the responsibility of Providence St.
Joséph’s Long Term Care to coordinate

assessments with the pre-admission

screening and resident review program
under Medicaid to the maximum extent
practicable to avoid the duplicative testing

and effort.
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(I) An individual is considered to have "mental
lliness" if the individual has a serious mental
illness defined at §483.102(b)(1).

(i) An individual is considered to be "mentally
retarded" If the individual is mentally retarded as
defined in §483.102(b)(3) or is a person with a
related condition as described in 42 CFR 1009,

This REQUIREMENT is hot met as evidenced
by:

. Based on mtervlew and record review it was

determined the facility failed to ensure level 2 Pre
-Admission Sreening and Resident Review
PASRR were completed for 2 residents

(#15,23) in a sample of 31,

Findings include:

1. Resident #15 was admitted to facllity on

0 with diagnoses including AEEEEED
Ol N -
L

Per record raview the Pre-Admission
Screening and Resident Review (PASRR) dated
03/22/10 indicated the resident had documented
diagnosis of a developmental disability and had a
history of a developmental disability. It was also
indicated no level 2 evaluation was required.

Per interview on 7/25/13 at 9:45am, Staff #C
stated she made the determination that the
resident did not require a lével 2 evaluation
because the resldent and family had said they did
notwant any specialized services. Staff #C made
the determination the level 2 evaluation was not
needed based on the family's information rather
than the formal state evaluator's reccomendation,

2, Resident #23 was admitted with diagnosis
including «il=nd

F285 (cont’d .

How the facility will correct the

deficiency as it relates to the

resident.

¢ Inboth cases these residents

would not require a Level 2
screening at this time related
to a terminal condition and
the other has dementia.
PASRR Coordinator,
Michelle Wolfe, instructed
Social Services to complete
new PASRR forms on the
two residents in question.
Social Services then faxed
the PASRR and the current
and accurate ICD - 9 Codes.
Copies of the corrected
versions of the PASRR are in
the resident’s charts.

F 285

How thie nursing home will act to
protect residents in similar

situations. .
o Social Services will fill out
PASRR as soon as a

diagnosis list with ICD- 9
codes are in plage and fill out
screening tool. This will
ensure all doctor dictated
documentation for diagnosis
is in place for accuracy. SS
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the resident 's guardian who stated the she didn't -

Per record review of PASSR dated 5/8/09 it
was determined the resident had developmental
disability indicators but a level 2 evaluation had
not been completed.

Per interview on 7/24/13 at 2:06pm, Staff #C
had made the determination to not have a level 2
evaluation completed because she had spoken to

want the resident to have to deal with any special |
state offered services.

!

F285 (cont’d

o  will then follow up with
Level 2 Evaluator as needed
according to coding and
facilitate follow up needs. SS
has recently had contact with

‘ the evaluator and her

assistant evaluator so we

have a name/face

and phone numbers needed

for follow up coordination.

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

e Chart reviews will be done
with a check off list. This
will be conducted by Social
Services at Initial Care
Conference to see that the
forms are in charts and
follow up has been initiated
with PASRR Coordinator as
needed.

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

e The Care Conference weekly
form is signed by the family
and the staff who are present.
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F 288 | Confinued From page 6 F 285 e PSARR will be added to this

Per record raeview of PASSR dated 5/8/09 It
was determined the resident had developmental
disability indicators but a level 2 evaluation had
not baen completed.

Per interview on 7/24/13 at 2:06pm, Staff #C
had made the determination to not have a level 2
evaluation completed because she had spoken to
the resident 's guardian who stated the she didn't -
want the resident to have to deal with any special |
state offered services.

’

weekly worksheet to ensure
that the paperwork is in the

chart.

Date wheh corrective action will be
completed - September 3,-:2013

The title of the person responsible to
ensure correction - The Director of

Nursing
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