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F 226 | 483.13(c) DEVELOP/IMPLMENT Fogp| Resident #lwas assessed and appropriate e
55=0 | ABUSE/NEGLECT, ETC POLICIES ! mvestigation was Completed. Stall was re-
educated following this occurrence on
' The facility must develop and implement written , facility policy and procedure for reporting |
‘ policies and procedures that prohibit | I oand im{est';gat:on of injuries. Incidernt
mistreatment, neglect, and abuse of residents | Reporting procedure will be updated as
and misappropriation of resident property. ' necessary to maintain a thorough ;
investigation process. Clinicat Care i
Managers will monitor compliance and
Director of Nursing will assure correction.
This REQUIREMENT s not met as evidenced
by:
Based on observation, interview and record
review, the faci!ity faited to operationalize
procedures for immediate investigation and
| reporting of substantiaf injuries of unknown |
i source for 1 of 5 residents sampled (Resident :
1#1) Failure to immediately investigate and report
I & head injury and body bruises of unknown origin
! placed Resident #1 at risk for abuse.
| | f
é Findings include:
J According to record review of faciiity medical s |
" records on 10/22/2013, Resident #1 resided at ' '
\ the facility since 2011, Review of the facility ,
 Minimum Data Sat (MDS) assessment dated :
' 08/18/2013 revealed, Resident #1 had severe |
cogmt ve impairment and a memory probiem. The |
; MDS further revealed Resident #1 was
' dependent on staff with extensive assistance for | ‘
| bed mobility, transfer, dressing, eating, toileting, | . |
hygiene and totally dependent on staff for i ‘
locomotion and bathing. ) ,
i f ;
i Record review of the faciiity "Staff Statement” | |
I dated 09/21/2013, revealed on the night shift of |
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|
1

F 226 ; Continued From page 2

| beginning on 09/14/2013, Staff B cbserved "some
i rashy area on [Resident #1'sdidarm around

f humerus area”. In addition, review of the written
intarview of Staff 8 by supervisor Staff C dated
10/04/2013 revealed, "Staff B noted & scratch on
Resident #1's forehead"” on the night shift

| beginning on 09/14/2013. Review of the facility
"Alert Listing Report” dated 09/15/2013 at 85:30
a.m. noted "resident has a small cut on her
forehead. nurse notified” on 09/15/2013 day shift.

- investigated immediatety to rule ouf abuse and -
_negiect.
|
. Further record review of facility "Staff Statement”
- dated 09/20/2013 revealed, Staff D observed an
"injury on Resident #1 during the day shift of :
- 09/15/13 that was a "bump on her gigi#forehead, |
'z small abrasion, a small cut” and Resident #1
"complained of pain of#shoulder’. According to]
| the staff statement, Staff D showed the bump and |
i told the nurse on duty about Resident#1's pain in |
| thediie shoulder, but the injury and pain of
i unknown origin was not investigated to rule out
| abuse and neglect. !
| ?
"I an interview on 10/22/2013 at 11.65 a.m., Staff |
. D stated on 09/15/2013 during the day shift, Staff |
. D "saw a small cut above the Sigilseyebrow [on |
, Resident #1} and a raised bump, yellow color. a |
| frash cut...and during dressing [Resident #1] said |
Ow, my shouider hurts". Staff D confirmed she
showed the injuries and reported the pain
observed for Resident #1 to the nurse on duty on |
' 09/15/2013 day shift. :
!, but these injuries of unknown origin were not
immediately investigated to ruie out abuse and

This substantial injury of unknown origin was not |

i
F 226
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F 226 Continued From page 3 F 228
; neglect.

Review of the medical record revealed no
| documentation of any investigation or reporting. |
| done by the faciiity for the substantial injuries: ‘
bump on head, abrasion/cut on the forehead with
a rashy area and pain in thediib shoulder for
Resident #1 on 09/14/2013 or 09/15/2013.

: Review of the facility "Staff Statement” dated
08/20/2013 revealed, Staff £ observed a bruise
on the 4 forehead, bruises on the armpit and
W8 upper arm, and bruises fo thedliébreast on
09/16/2013 during the day shift. According to the
| written statement, Staff £ told the nurse on duty
about the injuries. in addition. record review of
faciiity "Staff Statement” dated 09/20/2013
revealed, Staff F observed a scab on the Wi
side of Resident #1's forehead 1 centimeter by 1
centimeter on 09/16/2013 in the avening. The

! substantial injuries of unknown origin including
the head injuries, arm bruising, and bruising 1o
the §ibreast were not immediately investigated
by the faciiity to rule cut abuse and neglect.

Additional record review of faciiity "Staff -

' Statement” dated 09/20/2013 revealed, Staff G, a |
licensed nurse, stated there was no report or '
documentation of any injuries for Resident #1 on
night shiff 09/17/2013 to morning of 08/18/2013.
Staff G stated no knowledge of Resident #1's
substantial injuries, no information given or 3_
| documented by previous nurse shifts on j
| 09/17/2013.

i
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Review of the facifily records revealed no
documentation of any investigation or reporting of
the unknown substantial injuries for Resident #1's .
head injury, arm, armpit and breast bruising with
pain from 09/14/2013 to the morning of
09/18/2013, a delay of four days from the first
observation of injuries of unknown origin.

Failure of facility staff to investigate and report
substantial injuries of unknown cause for i
Resident #1 for four days after the first ;
obhservation of iniuries, placed the resident at risk
for abuse. .
F 3081 483.25 PROVIDE CARE/SERVICES FOR F 300| Resident #1 was assessed for injury, | 12/6/13
gs=n 1 HIGHEST WELL BEING ! -+ evaluated by therapy and appropriate | '
i 1 | treatment and monitoring was
. Each resident must receive and the faciity must . implemented. Care plan was updated tc |
provide the necessary care and services 1o attain | reflect changes in care. Staff was re- i
or matntain the highest practicable physical, *
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

educated following this ccourrence on |
facility policy and procedure for assessing, |
monitoring and treating injuries. Facility wili
re-aducate nursing staff on implementation |
of alert charting related to injuries and !
L observation of any subsequent skin or pain

This REQUIREMENT is not met as evidenced | issues. Clinical Care Managers will monitor

by: : injury assessment and appropriate i

Based on observation, interview and record treatment and review findings with .
; review, the facility failed to assess, monitor and | interdisciplinary team, Direcior of Nursing !
! treat substantial injuries including a head injury, i wilk assure correction.

i body bruises, and arm pain when observad by
| facility staff for 1 of 5 residents sampled
{Resideni #1}. Fallure to monitor substantial ‘ ;
injuries of unknown origin placed the resident at

risk for complications and delayed healing.
|

i i
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 Findings include:
i

- --also see F226--

According to record review of facility medical
records on 10/22/2013, Resident #1 was @ years
old and resided at the facility since 2011, Review
of the facility Minimum Data Set (MDS)
assassment dated 08/18/2013 revealed, Resident

memory problem. The MDS further revealed

i Resident #1 was dependent on staff with
extensive assistance for bed mobiiity, transfer,
dressing, eating, toileting, hygiene and fotally

: dependent on staff for locomation and bathing.

Record review of the facility "Staff Statement”

dated 09/20/2013 revesled, on the evening of

1 09/14/2013, Staff A observed that Resident #1

"complained of pain on the ##shoulder” and

Staff A cbserved "what appeared iike a rash” on
the M shoulder.

| Review of the medical record revealed no
documentation of assessment of the "rash" area

Len the 4B shoulder, no monitoring for healing,

! and no pain assessmeant or freatment given for

" the @ arm rash or S arm/shouider pain on

| 09/14/2013.

: Recerd review of the facility “Staff Statement”
i dated 08/21/2013, revealed on the night shift of

|

'
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H

% 09/44/2013 to morning 09/15/2013, Staff B

" ohserved "some rashy area on [Resident #1's]@

arm around humerus area’. in addition, a written

interview of Staff B noted by a supervisor Staff C

| dated 10/04/2013, "Staff B noted a scratch on

| Resident #1's forehead” on that same night shift |

09/14/2013-09/15/2013. Review of the facility !

"Ajert Listing Report” entered by Staff B an |
i

09/16/2013 at 05:30 a.m. revealed, "resident has
. a2 smal cut on her forehead. nurse notified”. The
* facility had no documentation of assessment, .
monitoring or treatment of the substantial injury or !

" skin condition of unknown origin, , |
| 1
i

| Further record review revealed a facility written | I
"Staff Statement” dated 09/20/2013 that noted, !
Staff D observed an injury on Resident #1 during
the day shift of 09/15/13 that was a "burnp on her
mfor@head a small abrasion, a small cut" and
Resident #1 "complained of pain of@ieshouider”.

According to the staff statement, Staff D showed

. the bump and told the nurse on duty about _
Resident #1's pain in the@ilk shouider on |
04/15/2013 day shift. '

|
‘>

i In an interview on 10/22/2013 at 1185 a.m., Staff | i
D stated that on 08/15/2013 during the day, Staff |
1 D "saw a smali cut above the @i eyebrow [on | '
Resident #11 and a raised bump, yeliow color, & 1‘
_fresh cut...and when dressing [Resident #1] said
| "Ow, my shoulder hurts®. Staff D further stated
. Resident #1 usually "hugs” the Staff D during !
' assisted dressing to heip her sit up, buton : ]
| 09/15/2013, Resident #1 could not do that ; |
! because she said her shouider hurt, and Resident E
1 #1 did not know how it happened. Statf D ‘_ ' i
' confirmad she showed the injuries and reported : :
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F 308 | Continued From page 7

' pain observed with Resident #1 to the nurse on
duty on 09/15/2013 day shift

F 308 ,

Review of the medical record revealed no facility |
documentation of any assessment, monitor for
healing, or any treatment for the abrasion/cut and

bump on the forehead, or for @shoulder pain fO%’
- Resident #1 on 09/15/2013. |

E Review of the faciiity "Staff Statement” dated

- 09/20/2013 revealed, Staff E observed a bruise
~on the @il forehead, bruises on the armpit and
@B upoer arm, and bruises to the@ilbreast on

‘ 09/18/2013 durmg the day shift. According fo the
Cwritten statement, Staff E told the nurse on duty
| about the injuries,

i
§
|
|
r‘ i
|
|
!
1

Additionat record review of facility "Staff

Statement” dated 09/20/2013 revealed, Staff F
| observed a scab on the i side of Resident E
#7 s forehead 1 centimeter by 1 centimeter on f
091’?6/201 3 in the evening. :

Review of the medical record revealed no facility | 5 |
documentaticn of any assessment, monitoring or |
treatment for the injuries to Resident #1's head,
; "arm, armpit or breast on 09/16/2013. ;

- Further review of the facility "Staff Statement”
i dated 05/20/2013 revealed, Staff E ohserved .
1 | Resident #1 compiaining of pain in her #armpit ! |

FORM CMB-2567{02-89) Previous Varsions Obsolete Event 1D 7GZE 11 Facility iD: WADT700 if continuation sheet Page 8 of 10



DEPARITMENT U HEALIH AN R AN SERVIOGED
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES 1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NMUMBER:
505416

FORMARPFROVED
OMB NO. 0938-0391
(X2 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A. BUILDING COMPLETED
c
iy 1012312013

NAME OF PROVIDER OR SUPPLIER

FOSS HOME & VILLAGE

STREET ADDRESS, CITY, STATE, ZIP CODE
13023 GREENWOOD AVENUE NORTH
SEATTLE, WA 98133

(XA} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DFEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION ; (%8)
{EACH CORRECTIVE ACTION SHOULD BE | COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 304

j ;
Continued From page 8
during the day shift on 09/17/2013.

Review of the medical record revealed nc facility
documentaticn of any injury or pain assessment,
. monitoring or treatment for Resident #1 on

. 09/17/2013.

08/21/2013 revealed, Staff H stated that on
06/18/2013, a caregiver (Staff E) reported
Resident #1 had pain and discclorations in the

4 shouider to the nurse on day shift.

| Review of the medical record revealed no

| documentation of any assessment, monitor or

. treatment for @ishoulder pain on 09/18/2013 or
’i 08/19/2013 for Resident #1.

! Record review of the facility "periodic Care

| Review" dated 08/19/2013, revealed Resident #1
\ "receives no routine pain medication, used

, one time in a month for general

- discomfort, and had no problems with arm or

' shoulder pain prior to theWilshoulder injuries

! and pain first observed 09/14/2013.

The facility falled to assass, monitor and treat
i substantial injuries for Resident #1 on
| 09/14/2013, 09/15/2013, 09/16/2013, and
L0G/17/2013, four days since the first injury
| observation by facility staff.

Record raview of-facility."Staﬁ Statement” dated. .-

F 309
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!
| The facility failed to assess, monitor and treat

| Resident #1's4filsshoulder/arm pain on j
1081472013, 09/15/2013, 08/17/2013, 09/18/201 3
and 09/19/2013, five days since the first injury ,
. and pain observation by facility staff. : |

This failure placed Resident #1 af risk for
inadequaie healing of substantialinjuries and
untreated pain.

{ | i
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