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INITIAL COMMENTS

This report is the resuit of an unannouncegd
Quality Indicator Survey conducted at Park Shore
Health Center on 10/22/13, 10/23/13, 10/24/13,
10/25/13 and 10/28/13. A sample of 18 residents
was selected from a census of 22. The sample
included 12 current residents, the records of six
former and/or discharged residents and two
supplemental residents.

The survey was conducted by:

S /S
S N, VN
S RN, VN

The survey team is from:

Department of Social and Health Services

: Aging and Adult Services Administration

Residential Care Facilittes Region 2, Unit F
20425 72nd Avenue South, Suite 400
Kent, Washington §8032-2388

Telephone: (253) 234-6000
Fax: (253) 395-5070

’ Residential Care Servicke

er/a

Date

F 000
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. {(See instructions.} Except for nursing homes, the findings stated above are disclosable 60 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foilowing the date these documenis are made avalilable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident’s dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review it was determined that the facility failed to
ensure residents received care which upheld their
right to dignity. Sensitive resident care information
was posted for residents including #s 21, 13, 1,
14, 25, 27, 24 and 26 in areas visibie to other
residents and visitors. Additionally, an alarm was
utilized for Resident #59 who felt it was
undignified. These failures placed residents at
risk for a diminished guality of life.

Findings include:

RESIDENT #59 ‘

When asked, in an inferview on 10/22/13 at 2:15
p.m., if facility staff treated her with respect and
dignity, Resident #59 stated they did not. She
explained staff placed an alarm on her bed to
alert them when she stood because "they had me
on watch." She stated she was an adult making
her own decisions and if she chose to get up,
despite a recent qymp. she felt she had the
right to do so. She stated the staff told her she
was "too independent”. She further explained her
goal was to recover from the and
discharge home as fast as possible. She felt the
alarm was demoralizing and she was freated like
a chiid. Resident #5¢ stated she had removed the

| alarm from the bed and placed it on the floor,

H

{
!

F 241 Dienity and Respect of Individuality
Residents #59 and 13 have discharged from the facility

Signs with care directives have been removed from all
Fooms.

The facility will obtain written permission from
residents and/or responsibie parties prior to
posting care directives or placing fall alert alarms.

The facility will develop a policy and procedure about
informing residents about care directives and obtaining
permission from residents prior to posting care
directives, placing fail alert alarms, or any other
activity that would affect the dignity and respect of
individuality, The nursing staff will be trained In

how to implement the new policy and procedure,

The medical records coordinator wilt periodically audit
resident records to ensure written permission has been
obtained.

The quality assurance committee will monitor on a
quarterly basis. The Director of Nursing Services
will ensure that the tasks in the correction plan are
completed by December 6, 2013
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where it was observed to remain, as she had no
intention of using it, despite the facility's
insistence.

Review of the resident's record revealed a
10/18/13 Progress note that identified the
resident was "noted to be attempting transfer
from bed early this shift even though she was
advised earlier not to attempt getting up without
help and use call light for help for safety reasons.
Res verbalized | have short term GilEEND
problem hence bed atarm was placed."

Further record review revealed the resident was
alert and oriented with no identified cognitive loss.
She received s pain medications due to a
recent Sl replacement and worked with
therapy who had released her to walk alone on
16/21/13.

In an interview on 10/28/13 at 12:156 p.m., Staff A
stated she did not know staff had placed an alarm
on Resident #58. She stated staff should base
the decision on whether to place an alarm on the
individual and that an independent, alert and
oriented resident should not have one used,
especially if they did not want it.

POSTINGS

RESIDENT #21

Cbservation of Resident #21's room, which was
shared with Resident #13, on 10/22/13 at 11:43
a.m. revealed two signs prominently posted that
contained specific care instructions. The signs
directed staff io "float #5R when in bed” and
"place 2 4 on charger before resident
lay in bed". At that time Resident #21 stated the
signs were posted because the facility frequently
used "agency staff' who otherwise did not know | i
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what care fo provide. He stated in order to get the
care he and his roommate required, the signs
had to be posted. Resident #21 siated the facility
had not asked prior to hanging the signs, they
had simply informed him of the need for them to
be posted.

RESIDENT #13

Observation of Resident #13's room, which was
shared with Resident #21, on 10/22/13 at 1140
a.m. revealed two signs posted above his bed
that contained specific care instructions. The
signs directed staff to "float #il#while in bed"
and "Do not leave alone in w/c {wheelchair)".
Posted on the outside of the closet door was a
care tracker on which staff documented when the
resident had a bowel movement and when other
care was provided.

RESIDENT #1

Observation of Resident #1's room on 10/23/13 at
8:59 a.m. revealed five signs posted above her
bed including but not limited to instructions to
staff to "Keep (head of bed) elevated to 30
degrees at all times" and "Thin liquids only with
one on one supervision. Use siraight straw and
chin tuck.”

RESIDENT #14

Observation of Resident #14's room on 10/22/13
at 1.52 p.m. revealed a sign posted above the
resident's bed which listed instruction for "Safe
Swallowing Strategies: up 90 degrees in
wheelchair for ali meals, chin tuck when drinking
liquids, If wet voice, cue pt fo clear throat/cough,
smalt sips/bites, NO straws, if coughing/choking
after eating, drinking please contact speech. -
ST". In an interview on 10/23/13 at 8:40 a.m.
when asked about the posting Resident #14 said

F 241
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"Usually its a matter of staff paying attention to
that, | ean't do much of it by myself."

RESIDENT #25

Observation of Resident #25's room on 10/22/13
at 1:06 p.m. revealed five signs posted above her
bed including but not limited to instructions that
the resident was to "wear gray colored stockings
during day and have them off at bed time, make
sure (resident) wears shoes (no slippers), while in
w/c. No footrests on w/c while (resident) on
second ficor, she can use footrests if gomg out of
the unit" and "Float Y.

in an interview on 10/22/13 at 12:44 p.m.
Resident #25's family member pointed to an
additional posting "Please check pockets and
wadded up tissue for hearing aids" and
commented "We should eliminate that one notice
there... | have the hearing aids at my home.”

RESIDENT #27, 24 & 26

Similar findings were identified for Resident #27,
above whose bed hung twa signs that informed
staff to provide boots and an ADL functional
status sign that noted the resident required

| maximum assistance of two staff to pivot transfer
with the use of a gait belt to his wheelchair.

Similar findings were identified for Resident #24
above whose bed was a sign that directed staff to
"walk to all meals" and for Resident #26 above
whose bed was direction to "float {ll.

in an interview on 10/28/13 at 10:59 am. Staff A
indicated the postings were for staff reference.

In an interview on 10/28/13 at 12:40 p.m., Staff A
further elaborated the signs were in resident's
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rooms to ensure all staff who provided care were
aware of that resident's needs. She stated the
facility utilized agency staff when necessary and
in order to ensure they knew the resident's needs,
the signs were posted. She acknowledged it was |
facility practice and resident's, or their family
members, were not necessarily asked prior {o the
signs being hung.
F 242 483.15(b) SELF-DETERMINATION - RIGHT TO F242
ss=p i MAKE CHOICES

Findings include:

The resident has the right to choose activities,
schedules, and health care consistent with his or
her interests, assessments, and pians 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 avidenced
by:

Based on observation and interview it was
determined that the factlity failed to allow one (#
21) of three residents reviewed for choices, of the
11 residents who were interviewed in Stage 1, the
right to make cheices regarding important daily
routines, including accommodating preferences
for the timing and frequency of bathing. The
facility's failure to accommodate resident choice
placed this resident at risk for poor hygiene and a
diminished quality of life.

RESIDENT #21
in an interview on 10/23/13 at 8:02 a.m., Resident

F 242 Self-Determination — Right to Make Choices

Restdent #2.1 has been asked if he would like the
shower schedule altered so that he can receive two
showers at his preferred time of day.

When developing initial care plans, the nursing staff

¢ wili ask residents if they have a preference about time
; of day for bathing and will let the administrative

i assistant know so that sccominoedations can be made
if necessary. The nursing staft will be trained in this
procedure. ’

Residents will be asked during care conferences
about their bathing time preference and determine
if their choice is being honored. Care plans will be
updated to include resident’s choice, and care plans
will be reviewed on a quarterly basis.

The quality assurance committee will monitor on

a quarterly basis. The Director of Nursing Services
will ensure that the tasks in the correction plan are
completed by December 6, 2613,
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#21 stated he did not get to chose how many
times a week he received a shower. He stated
the facility scheduled each resident for two
showers a weelk, one during the day and one at
night. He stated it had never been his routine to
take a shower in the morning or daytime. He
stated he explained to the facility his lifelong
routine had been to shower at night and so he
refused the daytime shower. He stated he was
now provided the one shower a week at night and
the facility told him he could accept the daytime
shower at any time. He stated staff cleaned him
up each morning when they got him ready for the
day but that it was not comparable {0 a shower.
He further explained he exercised three tirnes a
week in "the gym" and experienced incontinence
and so one shower a week did not always make
him feel clean. He stated staff would occasionally
provide a "spit bath”, or bed bath, when they were
able.

Review of the resident's record revealed an
Activities of Daily Living care plan, dated
08/07/13, that identified the approach "Whirlpool
hath or shower" each week. A Care Area
Assessment, dated 05/06/13, igeniified the
resident was "showered weekly”. Review of
CareTracker documentation revealed staff noted
providing a shower once a week.

Review of the facility's Shower Schedule revealed
the schedule was arranged by room and bed.
Each resident was scheduled to receive a shower
on day shift once a week and on evening shift
once a week.

in an interview on 10/28/13 at 11:07 a.m. Siaff B
stated she was aware the resident did not like
showers on day shift, however skin assessments
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were conducied on shower days and the facility
needed to maintain that schedule. She explained
the resident had a right to refuse the daylime
shower, however he would then be provided just
the one shower a week. Staff B stated while the
fachity tried to accommodate residents they were
unable to change the shower schedule so the
resident couid have two showers on the evening
shift.

In an interview on 10/28/13 at 12:15 p.m., Staff A
stafed the facility tried to accommodate residents
as much as possible. She stated while she knew
Resident #21 did not want a shower on the day
shift, he had not made a "big deal about it”. She
explained the resident never stated it mattered to
him. She acknowledged the facility had not
offered a change in the shower schedule to the
resident once he made his preference for an
evening shower known.

483.20(d), 483.20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the resuits of the assessment
to deveiop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
pian for each resident that includes measurabie
objectives and timetables to meet a resident’s
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care pian must describe the services that are
to be furnished to attain or maintain the resident’s
highest practicable physical, mental, and

F 242

F279

F 2% Develop Comprehensive Carg Plans

Residents # 49, 10 and 30 are no longer at the facility.

"The care plans for residents 21, 24 and 5 will be
updated to have goals that can be objectively
measured, 10 have identified reasons for medications,
and to have appropriate interventions in place so that
needs are met.

The facility will train nursing and social services
staff on how o write care plans with objective goals
and appropriate interventions. Care plans will be
reviewed in weekly care plan meetings to ensure that
goals and interventions are appropriate.

The quality assurance committes will monitor of

a quarterly basis. The Director of Nursing Services
will ensure that the tasks in the correction plan are
completed by December 6. 2013.
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psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review it was determined that the facitity faited to
develop and/or revise comprehensive care plans
for six (#s 49, 10, 30, 31, 24 & 5) sampled
residents of the 16 residents whose care plans
were reviewed in Stage 2. Failure to establish
care plans that accurately reflected assessed
care needs and provided direction to staff on the
residents’ care related to pain, mental heatlth,
diagnoses and medication use, and toileting
assistance placed residents at risk o receive less
than adequate care.

Findings include:

RESIDENT #49

Review of Resident #49's record revealed she
admitted to the facility with care needs that
included a ¥l to her iy that required
dressing changes. She also received skilled
therapy. Nursing progress notes indicated the
resident complained of pain frequently with the
dressing changes, movement and therapy.

According fo the 6/21/13 Minimum Data Set
assessment, the resident had complaints of pain
and indicators of pain on three to four of the
previous five days.

F 279
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In an interview on 10/25/13 at 9:25 a.m., Staff B
stated if a dressing change was anticipated to be
painful, staff should provide pain medication prior
‘to the treatment. In an interview on 10/25/13 at
9:35 a.m., Staff A stated she expected residents
with complaints of pain to be premedicated prior
to therapy and dressing changes.

Review of the resident's comprehensive care plan
revealed an ADL care plan {CP) that identified a
problem of "lower A issues”.
The goai did not pertain o pain and none of the
listed interventions related {o pain. The
Elimination CP also identified a problem of “lower
issues”, but again there were
no interventions regarding pain. The "Pain
Management" CP also identified the (il
@ and pain issues. While the identified goal
was the "resident will be comfortable"”, the
interventions did not specify for staff to
premedicate the resident prior to therapy or
dressing changes, both of which the resident
identified as causing her pain.

Failure to care plan specific interventions related
to this resident's pain piaced her at risk to
experience increased and unrelieved pain.

Similar findings were identified for Resident #10
whose Pain CP did not include specific direction
to staff regarding the treatment of his pain. RECENVED

RESIDENT #30 OV
Review of Resident #30's closed record revealed WOY
she admitted to the facility with care needs

related to and a surgically MSHSIADSARCS
repaired b Nursing progress notes

revealad the resident exhibited indicators of pain,
including verbal complaints, wincing and
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grimacing. She also was frequently noted to
exhibit what the facility concluded was anxiety,
which included frequent movement changes and
restlessness,

Review of the resident's comprehensive care plan
revealed a Pain Management CP, dated
08/01/13, that identified the approach for staff to
monitor the resident closely for signs or
symptoms or complaints of pain or discomfort,
however the CP did not specify how the resident's
pain manifested itself. The CP also did not
identify any non-grug interventions for staff to
utilize to help manage the resident's pain.

The Psychotropic Drug Use CP, dated 09/01/13,
identified the use of an anti-psychotic medication
| for “agitation, anxiety, restlessness” and an

| approach for staff to monitor for effectiveness of
the medication. However, the care pian did not
include information regarding how the resident's
anxiety manifested itself so staff could identify
anxiety versus pain.

Fallure to identify how the resident's pain and
anxiety differed or manifested themselves, as well
as a failure to identify interventions to relieve
pain, placed the resident at risk for continued or
increased pain or anxiety.

RESIDENT #31

Similar findings were identified for Resident #31,
. for whom the Mood CP and Psychosocial

i well-being CP, both dated 08/23/13, did not
identify how the goat of "a positive improvement”
in mood or psychosocial well-being would be

: objectively measured. in addition, the
Psychotropic drug use CP, dated 09/23/13, failed
| to identify the initiation of the anti-depressant
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SN o1 its reason for use.

RESIDENT #24

Review of Resident #24's record revealed a
Pharmacy Consultation Report, dated 06/07/13,
that identified the physician ordered the
medication HERfor TNSEED ssues " A
10/04/13 Pharmacy Consultation Report identified
the medication was prescribed for "

Review of the resident's Psychotropic Drug Use
CP, updated 08/12/13, identified the resident
received the medication 4NN for '“.
The listed goal was that the resident would be on
the lowest effective dosage of anti-anxiety
medication as evidenced by her mood, behavior,
anxiety level and ability to sleep. However this CP
also noted the anti-anxiety medication was
discontinued on @l#/13. |dentified interventions
included direction for staff to monitor for the
effectiveness and/or adverse side effects of
anti-anxiety medications (that the resident no
longer received).

Faiture to ensure the care plan accurately
identified the reason for a medication, as well as
identified goals and interventions that were
pertinent to the resident placed her at risk for
unmet needs.

RESIDENT #5 RECE.
According to the 07/10/13 MDS, Resident #5 was 2
on a toileting program and occasionally NUV 10,
incontinent. According to the 10/05/13 MDS, the e

resident required extensive assistance of one o
staff for toileting, was still on a toileting program SHS/A@S 4

* but had experienced a decline since admission as G
evidenced by frequent incontinence. In an
interview on 10/25/13 at 11:32 a.m. Staff H
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indicated at the time of the second assessment,
staff realized the resident was hiding episodes of
incontinence and did not believe the resident’s
urinary status declined, but that the staff became
more aware.

The 10/08/13 Elimination CP listed one of the
problems as "Occasional Urinary Incontinence”
and had not been revised after the assessment to
reflect the resident's actual urinary status of
frequently incontinent.

The 07/15/13 Urinary Care Area Assessment
indicated the resident was very impulsive, did not
ask for assistance (or forgot to) and then went to
the bathroom by herseif without using her walker
which placed the resident at a very high risk for
falis due to her poor balance. According to the
Efimination CP, approaches included "Staff to
offer to assist resident with toileting tasks af least
2-3 times per shift and pm (as needed)” but
according to the 08/16/13 post fali incident report
(IR} the resident was noted as "independent” with
toileting. Simitarly the 08/14, 19 and 30/13 post
fall IRs identified the resident as "independent”
with toileting.

Review of the last two weeks of September 2013
Care Tracker documentation revealed staff did
not document having toileted Resident #6
according to the toileting plan at all on 09/13, 14,
15, 23, 28 or 29/13 and documented having
provided toileting to Resident #5 according to the
toileting plan on only one occasion on 09/16, 18,
19, 20, 21, 24, 25, 26, 27 and 30/13.

in an interview on 10/25/13 at 9:15 a.m. when
asked about toifeting Resident #5, the NAC, Staff
F said "She'll let me know" and "l go in and check
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on her”
in an interview on 10/28/13 at 11:05 a.m. Staff A
indicated the CP needed to be revised to
| accurately reflect what care the resident was
' assessed to need.
F 3001 483.25 PROVIDE CARE/SERVICES FOR F 308
gs=f | HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services o attain

i or maintain the highest practicable physical,

mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care,

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review it was
determined that the faciiify failed to consistently

! recognize, assess and treat pain for four sampled

residents of the 18 residents who were included
in the Stage 2 review, inciuding two {(#s 48 and
10) of three residents reviewed for Rehabilitation
and two (#s 30 and £8) supplemental residents
reviewed for pain. Failure to identify causes and
characteristics of pain and consider
administration of pain medication prior to care
and services that reasonably couid be anticipated
o cause pain placed the residents at risk to
experience untreated pain and delayed
rehabilitation.

Findings include, but are not limited to:

¥ 309 Provide Care/Services for Highest Well Being

Resident’s #10, 30, 49, 59 have discharged from the
facility.

The facility will main sursing assistants and licensed
nurses in pain management inchuding recognizing
signs of pain, the impact that pain can have on resident
behavior and to notify the nurse if potential signs of
pain are noted during care-giving or therapy. The
facility will also train therapy s1aff and nursing staff
about pre-medicating residents prior to therapy and

! other potentiaity painful treatments.

The facility will ensure that care plans are reviewed
and updated regularly 1o correctly identify appropriate
interventions for pain. These will be reviewed in
weekly care plan meetings.

The quality assurance committee will monitor on
a quarterly basis. The Director of Nursing Services i

will ensure that the tasks in the correction plan are
completed by December 6, 2013,

RECEWVED
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FACILITY POLICY

The facility's Pain Assessment and Management
policy, dated 06/25/08, indicated "behaviors
and/or non-verbal symptoms should be evaluated
regarding the presence of pain in residents who
are cognitively impared or unable to
communicate,

RESIDENT #30

According to her record, Resident #30 admitted to
the facility on 4Sl/13 following a

for a {NNR. According to a Medicare A
Conference sheet, dated @/13, the resident
experienced "Significant SR, unable to
foltow most directions and unable to convey her
needs".

The Pain Management care plan {CPE, dated
09/01/13 identified the resident with SEEG—G——.

E and 2 9
with SN repair. Approaches included
medications as ordered, monitor closely for signs-
and symptoms or complaints of pain or
discomfort and report io nurse and monitor for
effectiveness of pain meds at relieving resident’s
discomfort.

The Behavior problem CP, dated 08/30/13,
identified the resident with severely impaired
cognitive deficits; poor self-initiated safety
precautions; spontaneous actions/movements
and restlessness. |dentified approaches included
"raspect resident's right to seif determination
. within context of safety and well-being and utitize
' cues and supervision for safety and well-being".

[ This CP did not identify the behaviors as a
| possible indicator of pain, nor did it inciude
_interventions for staff to treat pain as a possible
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cause of the behaviors.

Review of Occupational Therapy (O7) notes
revealed the resident was assessed to be in pain
at times. For example, on 08/21/13, staff noted
the resident "stated she felt some discomfort but
could not guantify it." The 08/22/13 OT note
identified staff assessed her pain to be a 4 on
a scale of one to 10 {where 10 was the worst pain
imaginable) that was "Gauged by facial
expression and behavior. Pt was unable 1o
guantify on pain scale." Similarly, on 08/28 the
resident's pain was identified as a #iilil#and was
"Assessed by behavior, pt is unable to quantify
pain." On 08/29 the pain was rated a #il# and
was again "Assessed by behavior, pt could not
express pain.”

Physical Therapy {PT) notes also identified the
resident experienced pain. For example, on 08/21 |
W pain was rated as 2 @il on 08/23 the
resident denied #ip or @l pain but stated "that
her butt hurts", "unable to point o location of
symptoms upon multiple requests. Antalgic gait {a
imp adopted s0 as to avoid pain on
weight-bearing structures) with decreased il
extension) noted throughout transfers and gait”.
This note indicated the pain limited the resident's
functional activities. On 08/27 pain was assessed
as #ibased on “facial expressions, guarding. Pt
states she is not feeling 4l pain." On 08/28
the resident was noted to "reports no pain. Mild
facial grimace with sit to stand transfers." On
08/30 the pain was a 4 and the resident
reported a "headache, denies @i pain. Nursing
notified." On 08/31 the pain was assessed as a
@based on "Facial grimacing/wincing noted
during ambulation; pt asked if she had pain
anywhere. She initially denied symptoms then

F 309
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| indicated (both) #llkand {left) §ilBhurt...". On
09/02 staff ncted the painat a and that the
resident "declines experiencing pain, however
mild antalgic gait noted during gait training.”

Review of nursing progress notes revealed the
resident frequently exhibited signs or symptoms
of pain, which were often treated with pain
medication. However, on 08/21/13, nursing wrote
there were no sighs or symptoms of "pain noted,
worked with therapies this" moming. There was
no indication nursing was notified of the resident's
assessed pain during therapy or that it was
treated. A nursing note, dated 08/23/13, identified
the resident "ambulates with PT and continues to
work with OT. No compiaints of pain or
discomfort noted or reported.” There was no
indication the PT notified nursing staff of the
resident's verbal complaint of pain or her physical
expressions of pain as described in their note. On
08/29/13 staff noted the resident worked with PT
and OT with no complaints of breakthrough pain.
There was again no indication OT staff reported
their assessment that the resident was in pain so
she could be treated.

Additionally, staff administered as needed doses
of the anti-psychotic medication ggjili#tor
restiessness, attempts to get out of bed or her

i wheelchair and increased agitation with no
apparent assessment of whether or not those
behaviors were indicative of pain.

in an interview on 10/25/13 at 1:.45 p.m_, Staff A
stated the facility needed a system in which
therapy and nursing communicated regarding the
premedication of residents who experienced pain
during therapy, or the treatment of pain when a
resident did experience pain during therapy. She
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stated siaff should have assessed the resident's
behaviors within the context of pain. Staff A stated
Resident #30 was severely (SR and staff
should not have fully relied on her to rate her pain
or even be able to identify pain, but instead
should have used her non-verbal behaviors as
indicators of potential pain.

RESIDENT #49

Review of Resident #49's record revealed she
admitted to the facility on #JllH/13 with care
needs related to a i il that required

S changes, §  and

According to record review, the resident received
a dressing to 2 SNGRNNNN . hich
required changing twice a day. The wound
required packing.

According o the 6/21/13 Minimum Data Set
assessment (MDS), the resident had vocal
complaints of pain as well as indicators of pain
observed on three to four of the previcus five
days. The Care Area Assessment, dated
07/02/13, identified the resident with "intermittent
pain issues” rejated o the i wound for which
she "occasionally" took as needed pain
medication.

The Pain Management CP identified the lower i

as a cause of pain and included
interventions for "medications as ordered" and
monitor for pain and the effectiveness of pain
medication. There was no direction {o staff
related to premedicating the resident for pain
prior to dressing changes or therapy.

Physician's orders directed staff to administer
either Y very six hours as needed for pain
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or SR = ery three hours as needed for
pain. There was no direction to staff regarding

when they were to administer one medication
over another and the record indicated some staff
gave while others administered

- often times for the same level of

pain.

Review of PT notes revealed the resident
frequently complained of pain, however there was
no indication nursing staff were notified nor that
the resident received treatment for the pain.
Additionally, despite the residents frequent
complaints of pain related to therapy, there was
no indication facility staff pre-medicated her to
lessen the pain she experienced.

For example, on 06/16/13 PT noted the resident
with pain rated as an 8 on a scale of one to
ten. The resident "described severe pain” when
the PT aide attempted to reposition her leg.
Review of the Medication Administration Record
(MAR) revealed the resident did not receive pain
medication on that day. A PT note dated 08/22/13
identified the resident with pain rated at a {gje The
resident was identified to "coniinues with loud
outbursts whenever (left)‘ is touched
deliberately {for positioning for deceased skin
pressures) or inadvertent bumgping by staff.” Staff
noted the pain limited the resident's functional

activity. Review of the MAR revealed the resident RECEIVED
did not receive pain medication until after 7:00
p.m. on that date, hours after the therapy session NOV 14 7649

in which she complained of pain. Similarly, on ' R AT
07/04/13 PT noted pain rated as a@@h, while the o
MAR revealed the resident did not receive pain B 555““&’?’4*155%’&/5%{:“"
medication on that date. -

1 In an interview on 10/25/13 at 9:35 a.m., Staff A
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indicated she expected residents who
complained of pain to be premedicated prior to
therapy or dressing changes, both of which could
reasonably be expected to cause pain. She was
unable to explain why staff would administer a prn

or a pain rating which was higher than
that for which a prn 1 EEGG—G—_—_— WS
administered.

In an interview on 10/25/13 at 9:25 a.m,, Staff B
stated the decision to premedicate pricrto a
dressing change or therapy depended on the
resident. She explained "If it's (dressing change)
gonna be painful we would premedicate... with
the people with pain with movement, we would
premedicate {prior to therapy)." She also
explained for residents with two types of pain
medications, staff would "start with the least one
AN first then use the other (if pain
continued)...".

Staff also failed to consistently premedicate the
resident prior to dressing changes.

On 06/28/13 at 11;00 am staff documented the
resident complained of pain during and right after
treatment by the wound nurse. There was no
indication the resident was treated for pain either
before or after the dressing change.

RECEN e
The nursing progress note, dated 07/07/13, CEIVED
identified the treatment "to ¢ done as ‘ .
ordered... Painful, but (tolerated treatment) NOV 18 2013
well. .". There was no indication staff
premedicated prior to the dressing change which DIGs ey

| was identified Eo cause the resident pain. f‘b/AU&:AJRCS

On 07/09/13, nursing staff noted the resident
expressed pain during the dressing change and
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W v 2s then given with good effect. It was
also noted the resident "appears agitated while
working with PT/OT..." but there was no indication
she was assessed or freated for pain.

On several occasions (06/29, 30, 07/02, 07) staff
documented they premedicated the resident for
pain prior to & dressing change and she had no
complaints of pain. Failure fo consistently provide
this care placed the resident at risk for pain that
couid have been avoided.

RESIDENT #10
Similar findings were identified for Resident #10,
whose closed record was reviewed. Therapy staff
documented pain at varying levels that limited the
resident's functional activities. According fo the
/13 @Pdischarge summary, the resident did
not perform a requested transfer due to "Patient
declined due to #ilillil pain®, however there was no
indication in the MAR he was treated for pain at
that time. There was no indication nursing staff
were made aware of, or provided treatment for,
the pain therapy assessed the resident to
experience.

RESIDENT #59

Similar findings were identified for Resident #59
who stated in an interview on 10/22/13 at 2:15 .

p.m. she sometimes waited up to thirty minutes fo RECEIVED
receive pain medication without any explanation. o
In an interview on 10/24/13 at 1:.01 p.m., she MOy 18 72043
further stated she asked for pain medication prior
to therapy, but staff were sometimes unable to
provide it due to the time parameters in her
Physician Orders {POs). She stated she would
then experience pain during therapy, as neither
the therapy staff nor the nurse were willing to alter
the schedule to ensure her pain was treated.

DSHSIADSAIRCS
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Resident #59 explained she had a {9 ;
replacement that caused her pain and while the
facility had obtained PQOs for pain medication and
other treatments that better met her needs, she
felt pain as it related to her therapy had not been
adequately addressed.
. . By B ‘f i
In an interview on 10/24/13 at 2:45 p.m., Staff B RECENVED
stated the resident received both routine and as
needed pain medication, however she had asked ROy 1 G 7613
for pain medication prior to therapy that morning R
and as it had not been enough time between
doses Staff B was unable to administer the DSHSIADSARCS
medication. Staff B then stated she observed the
rgsident in therapy and Sh_e "SveemEd O_k" s0 she F 323 Free from Accident Hazards/Supervision/
did not offer her pain medication nor did she ask Devices
| the resident or the therapist if pain was ™ o and NAC divectives for resident & 5
3‘ H H i [l © care plan andg : 1rectives tor resident #
expenenc‘ed..She stated the res;de;nt did rques: has been reviewed and updated to increase the level
pain medication after therapy and it was provided. of supervision and assistance for the residenit. The
facility had speech therapy do another SElRE
Failure to ensure residents were premedicated evaluation on resident #1, it was determined that she
prior to services that could reasonably be mgzl“;gfg at mkafi‘;fd i CZ?:‘ 2;;“}1]‘:
expected to cause them pain piaced residents at beon updated. HPETACEe. care bl Bes
risk for increased or untreated pain.
. ‘The facility will devise and implement a new post fall
F 3231483 25{h) FREE OF ACCIDENT F 323 asscssment to identify circumstances and causes
, of falls. The facility will train nursing stafl in the use
85=D HAZARDS/SUPERVISION/DEVICES of the new assessment form, including reviewing
medications that can cause falls and doing postura]
The facility must ensure that the resident blood pressures. The nursing staff will be in-serviced
environment remains as free of accident hazards on when and how to refer residents to speech therapy.
as is possible; ar?d. each resrdent recewe?f The Director of Nursing Services will review unusual
adequate supervision and assistance devices to ocgurrence reports and post fall assessments 1o ensure
| prevent accidents. comptiance.
The guality assurance comnittee will moniior on
a quarterly basis. The Director of Nursing Services
will ensure that the tasks in the correction plan are
completed by December 6, 2013,
This REQUIREMENT s not met as evidenced
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| prevent accidents for two (#s 5 and 1) of three
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by

Based on observation, interview and record
review it was determined that the facility failed to
ensure adequate supervision was provided to

residents reviewed for accidents. Failure of the
facility to conduct thorough post fall investigations
to determine the circumstances of the incidents
and ensure staff implemented care as planned
left the facility unable to implement effective
preventative measures and placed Resident #5 at
risk of continued falis and injury. In addition,
failure of the facility to provide supervision and
assistance with eating Resident #1 was assessed
to require placed the resident at risk of aspiration

and

Findings include:

RESIDENT #5
According to the 07/10/13 Minimum Data Set
assessment (MDS), the resident was assessed {0
reqguire extensive assistance of one staff for
transfers and ambulation. The resident's balance
was not steady, and although she had falls prior
to admission, the resident had no falis since
admission on #i#/13. The 07/15/13 Falt Care
Area Assessment {CAA) indicated the resident
had multiple falls over the past six t¢ seven
months while in her Assisted Living apartment. |
The falls were attributed to the resident's old
S with mild 3 side il nd a
tendency to 'drag’ her it foot, very poor
valance, occasional usage, impulsivity,
resistance to asking for help with transfers and
ambulation, refusing to or forgetting to use her
walker, and very poor safety awareness and
judgement. The resident aiso had a diagnosis of
with mild to moderate

F 323
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SR cficits, which aiso placed her at a high
risk for falls. The CAA noted the resident "refuses
to or forgets fo ask for help or wait for help when
she does use the call light and often either forgets
to use or refuses to use her walker when
ambuating. Resident is very strong-willed,
stubborn and can be angry, resistive with care, at
times. Will proceed with care plan." Additionally,
the 07/15/13 Urinary CAA indicated the resident

had a diagnosis of RN v/ith
occasional (NGNS problems. The

resident was identified as "very NN will not
ask for assistance (or forgets to} and then go to
bathroom by herself without using her walker
which places resident at & very high risk for falls
due to her poor] '

According to the 10/05/13 MDS, the resident was
assessed to require the same level of assistance :
with mobility, was on a toileting program and had *
sustained five falls since the prior assessment,
three (08/24, 09/14 and 08/16) without il and
two (09/19 an 09/30) with s

Review of Unusual Occurrence Reports revealed
Resident #5 experienced additional falls on 10/22
and 10/23/13 with S

In an interview on 10/23/13 at 8:53 a.m. Staff £
said the resident fell frequently, "at least two to
three times a month", as recently as "yesterday"”. ' ' RECEIVER
Staff E said Resident #5 "just looses her balance
and doesn't tell anybody, she hides it until we find

the bruises or skin tears.” When asked what HOW g 13
Resident #5 was doing prior to falling, Staff &
replied "She is fixing things, kneeling on the DEHSMpbsA RCS

ground, cleaning things." Staff E indicated "She is
oh every two hour assistance to the toilet and
supervision, but still (she falis).”
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The post fall investigations were reviewed. The
08/24/13 11:05 a.m. Unusual Occurrence Report
(UOR) indicated the resident was reaching up
high to get a plastic box when she lost her
balance, fell backwards and hit her4ill# and
il 01 the floor. According to the UOR the
resident was last seen at the "time of fall”

According to the 07/11/13 Fall care plan (CP},
approaches included "Monitor resident frequently,
does not always use her call light", "Check
resident frequently” and "tends to not use call
light or call for help first, and forgets o use her
walker." The 08/24/13 UOR, and similarly the
09/19/13 and 09/30/13 UORs did not include
investigations thorough enough to determine
when the resident was last monitored, checked
on or care provided prior to the fall to ensure staff
implemented the ptan of care designed to prevent
continued falls. In an interview on 10/28/13 at
11:05 a.m. Staff A indicated the expectation of the
intervention to monitor a resident "frequently” was
"at least three times a shift." With the facility
identified factors which placed the resident at risk
of falls, and a lack of a thorough investigation, the
facility was left unabie to determine if the amount
of supervision being provided was sufficient to
prevent falls or if more was needed.

On 10/25/13 at 9:18 a.m. Resident #5 was
observed sitting on the side of her bed. Staff F
was observed to enter the resident's room and
ask "Did you use your call light?" to which the
resident responded, "no why should §, | don't
need anything”. Prior to leaving the room, Staff F
told Resident #5 to call before getting up to
prevent falls. The 08/24/13 UOR indicated
interventions to prevent reoccurrence included

F 323
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"Remind resident that she needs to call for
assistance with transferring and ambulation”
despite the prior assessments that indicated
facility awareness that the intervention was not
sufficient to prevent Resident #5 from falling.

| On 10/23/13 at 248 p.m. Resident #5 was

observed standing in her room fiddling with
objects on the overbed table. Although there was
a caregiver in the room, the caregiver was
assisting Resident #5's roommate and was not
observed to intervene with Resident #5.

According to the 09/14/13 8:00 p.m. UOR, an
aide (NAC) reported that she heard a thump
sound. She turned around and the resident was
on the floor. The resident got up on her own and
stated "} am fine." The resident statement was "l
was looking for something, 1 just don't remember
what" and "My leg got caught on carpet”. Listed
behavior issues prior ta the fall included RERGG_G.
keep getting up to talk to roommate without
walker. Constantly reminded and encouraged to
use walker." According to the UOR an agency
NAC was in the room at the time helping the
roommate.

Review of the 07/11/13 Fall CP revealed
approaches including "Monitor resident for unsafe
acts or falis, report to LN" and "Remind resident
to use her call light and to ask for assistance with
transfers and ambuiation prior to starting task."
The investigation of the 09/14/13 fall indicated the
resident was [ast seen "a minute prior to fall" but

did not inciude a staterent by the agency NAC in |

the room at the time to determine what the NAC
observed the resident doing prior to the fall and if

| the NAC identified the act as unsafe, and what if

anything was done, leaving the facility unable to

F 323
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implement an appropriate approach to prevent
reoccurrence,

Additionally, according to the 07/11/13 ADL CP
the resident had a tendency to g her #llF
foot. Raview of the resident’s record reveated an
08/08/13 Physical Therapy note indicating the
resident had a SN positioning device and
"will need nursing assistance {o secure
appropriately each morning.” The CP was not
revised untit 09/27/13 to include "Make sure
resident is wearing adaptive device on ¥l
with shoe insert to decrease resident's tendency

to WD W (Helps to lift Q"

The 09/14/13 UOR indicated the resident
reported catching her leg on the carpet prior to
the fall, but an investigation was not conducted to
determine with which foot or if the resident was
wearing the adaptive device the resident was
assessed to require to prevent fails.

On 10/25/13 at 10:18 a.m. Resident #5 was
observed lying on top of her bed reading a
newspaper. The resident had tennis shoes on
both feet, but was not observed wearing the
adaptive device. When questioned, Resident #5 |
replied, "I've lost the inner part of it. It's in this é
room somewhere” and added "they took my
shoes off here", pointing under the bedside table
where the adaptive device was observed still
attached to a shoe.

Additional review of the 09/14/13 UOR revealed
the facility was "Unabie to determine if
medications side effects are contributing fo
unsteadiness. Will discuss with ARNP at next
visit." A 09/03/13 Pharmacist Consultation Report
recommended the physician re-evaluate

F 323
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| 09/30/13 UORs

Continued From page 27

continued concomitant use of two
as it "may increase the potential

for adverse event{s.” in an interview on 10/28/13
at 11:23 a.m. Staff A said she asked the physician
to review the resident's medications and the
physician did not think the SNEGNG. were
contributing to the resident's #illils Staff A
indicated no changes had been made to the

medications because the
physician felt the resident was stable on the
medications as they were. Staff A acknowledged
it was unknown if the resident was receiving the
lowest effective dose of the medications, or how
the physician had concluded the

S e SO’ the TN

According to the 2011 Davis Drug Guide, located
at the nurse's station, side effects of the
antidepressant Il which the resident
received, included dizziness, confusion,
weakness, and urinary frequency. Review of the
UORs revealed for each of the fails experienced
on 7/08, 08/24, 09/19 and 08/30/13 the resident
said she lost her balance. Review of the Fall Risk
Assessment form revealed staff failed to conduct
post fall ' pressure readings to
determine if § N h contributed to
the falis on 07/08 09/19 and 09/30/13. In an
interview on 10/28/13 at 11:05 a.m. Staff B said
"On the fall assessment they are supposed to do

the SUNGG—_-"

Review of the 08/16/13 UOR revealed at 5:00
a.m. Resident #5 had an unwitnessed fall in her
aathroom. According to investigative documents
the resident was not last toileted by staff as the
resident was deemed "Independent”. Similar
findings were noted on the 09/14, 09/19 and

|
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| require.

According to the 07/11/13 Elimination CP, "Staff
to offer to assist resident with toileting tasks at
least 2.3 times per shift and prn (as needed)." In
an interview on 10/25/13 at 14:32 a.m. Staff H
indicated the resident was on a toileting program
which included staff assistance o the tollet when
the resident got up in the morning, before and
after meals, and in between times when the
resident needed to go. Staff H said "} {oilet her
frequenily so she won't fall.”

in an interview on 10/25/13 at 9:15 a.m, when
asked about toileting Resident #5, the NAC, Staff
F said "She'll let me know" and "l go in and check
on her."

Review of the facility's computerized Care
Tracker documentation revealed the resident was
"Toileted per toileting plan” on 08/15/13 at 9:49
p.m. and not again until 08/17/13 at 10:31 a.m.
The facility failed to ensure the resident was
toileted according to the plan of care which may
have contributed to the resident's fall in the
bathroom. In an interview on 10/28/13 at 11:05
a.m. Staff A indicated the resident "seems so
independent” and "the aids need to check on her
more often”. Staff A acknowledged staff should
assist the resident in the bathroom.

The facility identified preventative measure
implemented after the 08/16/13 fall was "Will
continue to monitor resident, reinforce safety
awareness, will keep reinforcing resident to catl
for assistance when getting out of bed, assist with
transfers to prevent falis.” it did not include
interventions {o ensure the resident received the
toileting assistance the resident was assessed to
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On 10/25/13 at 10:18 a.m. Resident #5 was
observed with a bruise to her il and
three staples further back on the (il of her
il Resident #5 said "That's from one of the
falis" and described an incident as "My walker
deserted me, | didn't have it latched so it fell over
when | moved to grab the bar in the bathroom. |
fell over it and hit my 8"

Review of the 10/22/13 UOR revealed the
resident was noted to have a Wil I 1o her
A bruising on and

4B and 2 S to her I The resident
staterment at the time was "l must have fallen, my
brakes on my walker weren't locked.” The
resident had last been seen at 4:15 a.m. with the
skin tear. The plan to prevent reoccurrence listed
was for the caregiver to check the resident
several (three to four) times at night.

Review of the 10/23/13 UOR revealed the
resident sustained a NI laceration
when she had an unwitnessed fall in her room at
5:15 p.m. According to the UOR the "resident got
out of bed without using call light ot notifying staff.
NAC was in the bathroom with her roommate and
had seen resident moments prior to hearing the
crash. Resident had not fold NAC that she
needed anything.” According to the resident
statement at the time, she tripped on her own
feet. The investigation indicated the resident was
wearing shoes, but not if the adaptive device was
in place. In addition, the employee statement
directed the NAC to answer "What was the fast
type of care that you provided to the resident?
(For example. .. took to the bathroom)?" to which
the NAC responded, "The resident is

. independent.” To the question, "What level of A ;
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assistance does the resident usually require with
transfers?", the NAC replied "independent.” The
facility failed to ensure staff provided the
supervision, care and assistance the resident was
assessed to require to prevent recurrent falls.

RESIDENT #1

Observation of Resident #1's room on 10/23/13 at
B:59 a.m. revealed a sign posted above her bed
which stated, "Thin liquids only with one on one
supervision. Use straight straw and chin fuck.”
Resident #1 was observed in bed with a breakfast
tray that contained unthickend orange iuice and
cranberry juice, without staff present. In addition,
the resident had a water pitcher with a bent straw.
An NAC was observed to enter the room, remove
the tray, and bring in fresh ice water with a bent
straw. In an interview on 10/24/13 at 1.33 p.m.
Staff B said "l don't know who made this sign. I'lf
make a new one and put it up there. They always
said she couldn't have a straw.”

: Review of the resident’s record revealed

Physician's Orders, dated /13, for a
.

"Patient may have (8l with 1.1 supervision
for (NNGG—_—

| A @/13 SLP (speech therapy) treatment

. encounter note indicated the resident was "seen REC
for 1:1 NN (ireatment). PT unable to CElvep
follow 1 step directions today or accept PO (oral)
trials of GNMNEE. Pt to be placed on medical MOV 10 opys
hold and to be reassessed for appropriateness of e 13
skilled intervention in one week". No further notes DShg
were found in the resident's record. e “//‘%DSAjgﬁq

According to the 08/10/13 MDS the resident
received a therapeutic @ik The MDS did not ! ‘~
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indicate the resident had a ﬁ%}@isorder
and was on a mechanically altered

According to the 08/20/13 Nutrition CAA the
resident was diagnosed with a new on
/13 and a in an interview on
10/25/13 at 11:565 a.m. Staff H indicated the MDS
should have identified the resident's status

accurately 1o include the and

Review of the 08/13/13 Nutrition CP revealed
approaches that included ' items
each meal, Resident needs one person extensive
to total assist with all food/fiuids intake due to
declining condition and has meals in her own
room due to inability to sit up in wheelchair for
long periods.” In an interview on 10/24/13 at
12:55 p.m. Staff B said "We just need to update
that, she's not that weak and debilitated now.” In
addition, according to Staff B "She's not always in
the bed, she gets up to eat.”

in an interview on 10/25/13 at 10:09 a.m. Staff J
said the resident was discharged from SLP
services on /13, but the discharge summary
was not printed out and placed in the resident's
record. At the time of discharge Resident #1 was
to receive a "NNGEG_—_—G—_—GEEEGGG_
o S ith 11 supervision, to
facilitate safety and efficiency, it is recommended
the patient and/or caregiver use the following
strategies and/or maneuvers duting intake
bolus size modification, alteration of

and rate modification and ) and "fo
intake 1.1 supervision.”

On 10/24/13 from 12:37 p.m. to 12:565 p.m.
Resident #1 was observed in bed, eating soup
and drinking thin juice without a straw or staff

F 323
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present. The resident's lunch tray also contained
glasses of unthickened water and juice. Staff B
was summonsed to the room and said "she's
been swallowing a lot better”. When asked how
Staff B determined that, Staff B replied "Because
she hasn't been having chocking episodes." Staff
B added, "we should probably have speech
therapy in here and reevaluate her fo upgrade her
diet.”

Staff B was observed to raise the head of
Resident #1's bed and told the resident "You need
to be up to drink.” She then offered the resident
more to drink without a straw. When questioned,
Staff B replied, "She's not supposed to have a
straw.”" and left the room to review the resident's
record with the thin liguids still within reach of the
resident,

At 1:04 a.m. the NAC, Staff D, entered the room,
and removed the resident's lunch try. Staff B who
had returned to the room informed Staff D "She's
supposed to have i 6 unless
you're in here.” Staff D responded, " 7l thought
that (WINIE) was changed... because she was
doing well by herself, she eats a little on her own."

On 10/24/13 at 1:33 p.m. Staff B confirmed the

last SN received was in§iilF 2013, and

indicated staff failed to provide the fevel of

supervision that was ordered.

F 325 483.25(i) MAINTAIN NUTRITION STATUS F 325

ss=£ | UNLESS UNAVOIDABLE NOy 70 2015
AN

Based on a residen{'s comprehensive "
assessment, the facility must ensure that a QSHS/AD SA/RC G
resident - : Cs
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(1) Maintains acceptable parameters of nutritional
status, such as body weight and protein levels,
unless the resident's clinical condition
demonstrates that this is not possible; and

{2) Receives a therapeutic diet when there is a
niritional problem.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review it was determined that the facility failed to
implement interventions to prevent weight loss or
encourage weight gain when indicated for three
(#s 28, 5 & 30) of three residents reviewed for
Nutrition and two (#s 1 and 31) supplementat
residents. The facility also failed to ensure
weights and meal monitors were accurate in
order to assess a resident's nutritional
parameters.

Findings include:

RESIDENT #1

According to the 08/10/13 MDS Significant
Change MDS, the resident's weight was #il lbs
and experienced a significant weight loss of ik
or more in the last month or 4 in the last six
months. The 08/20/13 Nutrition Care Area
Assessment {CAA) indicated that since 07/21/13
the resident had an ongoing overall decline in
condition, refused to eat most of the time or ate

i very little, required staff assist with all intake and

had a new significant #jifl#loss. The CAA noted
"staff continue to encourage resident to eat more
and supplements are being offered. Will update

andg continue with care plan.”

[

1630 43RD AVENUE EASY
PARK SHORE
SEATTLE, WA 88112
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F 325 Maintain Nutrifion Status Unless Unavoidable

F.325 Maintain Nutriion Stafus Uniess LNave

The physician has chan ed the order for Resident #1
10 ndicate she should h per day
amd the medication administration record has been
updated to reflect the change. Resident #31 has beetr
rewsighed and thofllliinake is being recorded
accurately. The care pians for residents #28 and #5
have been revised to address with
appropriate interventions. Resident #30 bas
discharged from the facility.

The nutsing staff will be in-serviced on the irgpomnce
of obtaining weights as ordered and re-weighing
residents if there is a weight loss oF gain of 5% or
more. The nursing and NAC staff will ba in-seyviced
on oblaining and recording meal monitors with
accuracy. The nursmg staff and the registered
dietician will meet to discuss mterventions that

can be implemented to prevent weight loss.

“The medical records coordinator will audit weights
once & week 1o ensure the weights have been
obtained and recorded for each resident. ifno
re-weiglit has been obtained for a weight change
of more than 5%, medical records will inform the
Director of Nutsing Services who will ensare that
staff gets a new weight. The medical records
coordinator will also audit meal monitors for
completion on a bi-weekly basis and report &ITors
1o the Director of Nursing Services.

The quality assurance committee will monitar on

& quarterly basis. The Director of Nursing Services
will ensure that the tasks in the correction plan are
completed by December 6. 2013

RECEIVED
OV 19 2013

DS HE/MES AR Cs
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: notiifiismall meals a day as ordered.

Continued From page 34

The 08/05/13 Quarterly Nutrition Review indicated
the resident's IBW range 4l ibs. The
analysis included "Wt @i meals low currently.”
The plan was to "continue diet order, advancing
as possible, encouraging meal compietion,
suppiementation as necessary, monitor wt and
meal %",

Review of the POs revealed a 08/07/13 order to
"Feed ptlf small meals a day even if she says
she is not hungry - try."

The 08/13/13 Nutrition CP listed problems
including significant weight! g (prior admission)
and recent weight e due to decline in condition
{started 07/21/13) with very poor appetite. The
tisted goal was "Resident will consume adequate
nutrition as evidenced by no further weight "
Approaches included tray monitor, RD eval PRN,
diet as ordered and weight every week. The CP
did not include the instructions to provide six
meals a day, a plan o provide supplements, or
instructions to encourage meal completion.

The August Medication Administration Record
{MAR) inciuded instructions to staff to provideg
small meals a day at 7:00 a.m., 10:00 a.m., 1:00
p.m., 4:00 p.m., 6:00 p.m. and 8:00 p.m. which
were documented as offered from 08/08 through
08/31/13. The order was not carried over to
September or October's MAR.

Throughout the survey Resident #1 was observed
to receive standard breakfast and lunch trays and

in an interview on 10/24/13 at 1:33 p.m. Staff B
said "They (the kitchen) were only sending three

F 325
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. Review of Resident #31's weights revealed the

Continued From page 35

meals a day and we would have to subsidize with
shacks. They would give her bananas and orange
juice." Staff B said Resident #1 was sick in
August and September and now ate 100% of her
lunch so she was not able to eat six small meals
a day. The facility failed to provide the diet as
ordered or reassess the resident to determine the
need for the continued order.

Review of the September Meal Monitor revealed
the resident was offered breakfast, lunch and
dinner. The AM snack, PM snack and bedtime
shacks were not documented as offered or
refused. The documented meal % intake was
variable, with a range from 0% to 100%. The
Resident's intake was less than % on 38
occasions without supplements offered.

Review of the Weight Flow Sheet revealed the
weights were not completed on a weekly basis as
planned and the resident sustained continued
weight @il The weights were documented as:
08/02/13 SN, 08/23/13 WINNR. 08/31/13

SIS 00/20/13 S, 09/27/13 Wiikibs,
10/04/13 "Unable" and 10/18/13 was blank. In an

interview on 10/24/13 at 1:33 p.m. Staff B said
she would have the staff weigh the resident using
the hoyer lift and later reported the resident's
current weight was 4lbs.

In an interview on 10/28/13 at 11:34 a.m. Staff A
indicated Licensed staff were expected to notify
the RD of weight 488 and the RD was expected
to make recommendations. Following the weight
W on 09/27/13 the only dietary recommendation
was to re-weigh the resident.

RESIDENT #31

F 325

FENSADE AR S

RECHVED

TG 701

FORM CMS-2567(02-99) Previous Versiens Cbsclete Event ID: tWCE11

Faciiity iD: WAZ5040

if continuation sheet Page 36 of 60



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/05/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CL!A
AND PLAN CF CORRECTION IDENTIFICATION NUMBER:

505493

(X2} MULTIPLE CONSTRUCTION
A. BUILDING

(X3 DATE SURVEY
COMPLETED

B. WING

16/28/2013

NAME OF PROVIDER OR SUPPLIER

PARK SHORE

STREET ADDRESS, CITY, STATE, ZiP CODE
1630 43RD AVENUE EAST
SEATTLE, WA 98112

(X4) D
PREFIX
TAG

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

4] PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 325

Continued From page 36

following: 09/10 7N, 09/20/13 TR
09/27/13 4R 10/04/13 S 10/19/13 SN
and 10/25/13 @B A PO, dated TII/13,
identified the anti-depressant T as

added for 4N and low 4NN,

In an interview on 10/28/13 at 8:56 a.m., Staff B
stated the 10/04/13 weight was "probably
inaccurate”. She stated staff should have
re-weighed the resident as the weight was over a
@ pound difference from the previous one.
She stated there was no indication a re-weight
was done.

Review of meal monitors revealed staff frequently
documented a resident's meal intake on a paper
form. They would then input that data into the
facility's computerized CareTracker system.
However, data for the same meat did not always
match. For example, on 09/27 staff noted on the
paper monitor the resident consumed 50% of
breakfast, but in the CareTracker they noted
100% consumed. On 08/29/13 they noted 50%
intake on paper but 75% on the computer. On
10/05/13 they noted 25% intake for breakfast but
100% on the computer.

Discrepancies in weights and meat intake
monitoring prevented the facility from accurately
determining the resident's nutritional status as
well as impaired the facility's ability to monitor the
use of SR «hich was initiated for a poor

RESIDENT #28

Resident #28 was admitted {o the facility on
@1 3. The 01/21/13 Nutrition Screen and
Assessment listed the resident's 1BW (Ideal Body
Weight) at @il pounds (Ibs) and an actual

F 325
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admission weight of 4 lbs with a BMI (Body
Mass index) of Wl The analysis included
"Meals appear good to fair - perhaps enough to
gain weight with encouragement.” In an interview
on 10/28/13 at 9:26 a.m., when asked about the
BM!, Staff | said "I would be concerned at less

; than @8 When asked what Resident #28's BM]

| was, Staff | said "Initiaily it was 4l

A 04/19/13 quarterly Nufrition Review indicated ]
the resident's weight rermained below the IBW
range at Wl and meal intake was "fair". The
plan included offering evening snacks and
monitoring meal intake and weights. Review of
the August and September Meal Monitors
revealed no documentation staff offered evening
snacks as planned. In an interview on 10/28/13 at
9:26 a.m. Staff | said "if a resident was to get
snacks it would be ordered through a diet slip as
a beginning, but | see nurses take it over and they
will just offer. | don't know if that is recorded or
not, it should be."

The 07/16/13 guarterly Nutritional Assessment
listed the resident's current weight at Wl with
an average meal intake of 50-70%. The plan was
the same, o continue diet as ordered, encourage
meal consumption and monitor meal intake and
weights.

According to the 07/20/13 Minimum Data Set | RECEIVED
assessment (MDS) the resident required set up | _
and supervision of one staff for eating, was ? ROV 107 (13
inches tall and weighted The resident o
had experienced no significant weight loss or gain IS,

EME/A M
and received a mechanically altered diet. HS/A"«JS#VRQ&?

The 07/22/13 second quarter Nutrition Care Plan
| (CP) Review indicated the appetite stimulant
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?was discontinued on 05/16/13 due to
ineffectivenass as the resident continued to eat
50-60% of meals and maintained a weight at
around 4B In an interview on 10/28/13 at 11
39 a.m. Staff A indicated the resident was on
for a while, but it was discontinued on

Y13 at the Pharmacist's request and "she did

gain weight afterwards.”

According to the 07/23/13 Nutrition CP the
resident had "poor appetite at times, potential for
weight loss and below IBW". The listed goal was
"Resident will continue to be able to feed self
after set-up and consume adequate nutrition aeb
(as evidenced by) no s/s (signs or symptoms) of
weight loss.” Interventions included Tray monitor,
RD evaluation PRN (as needed), weekly weight,
and set up food items each meal. The CP did not
“include the goatl of weight gain or the
interventions to offer evening snack or encourage
intake.

Review of the Weights Floor Sheet revealed the

resident's weights were not monitored weekly as

planned. The weights were as follows: 08/02/13
F08/16/13 , 09/06/13 , 09/13/13

¥ 09/16/13 10/04/13 ¥ 10/18/13 104

and 10/25/13

In an interview on 10/28/13 at 9:26 .am.. Staff]
said "1 have her at @ Ibs on the 18th, that is on RECENVED
the bottom of the ideal range.” In reviewing the
weights, Staff | said "l think that weight of lbs
was a mistake, at that point the scale was not
very accurate”,"She has been as low as Sl
several times." DSHSIADSARCS

NOV 187613

[

A 10/16/13 quarterly Nutrition Review listed the
| resident's current weight at (i, "weight
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Continued From page 39

remains at low end of IBW range or slightly below
her usual”. The plan remained the same,
"continue diet order, encouraging meals, extra as
possible, continue to monitor wt and meal %."

Review of October physician's orders (POs)
revealed the resident's regular diet with
S and had been in place since
@R/ 13. In an interview on 10/28/13 at 9:26 a.m.
Staff | said the resident admitted with a S
mechanical diet with but she
refused so she was put on a general diet with
"She went well with that, | was
hoping she would come up and she did, then she
went down again, we should have done
something about it at that time, if we did it's not
recorded."

The 01/18/13 Nutrition Screen and Assessment
indicated a plan of "supplements". Review of the
October PO revealed the resident had no current
orders for supplements. In an interview on
10/28/13 at 9:26 a.m. Staff | said "if (resident is)
eating less than 50% they are offered
alternatives, if refuse then we offer supplement,
often is Yl some think too sweet, may be
offered at end of meal or between meals. | always
ke to offer between meals for a start.” In an
interview on 10/28/13 at 12:21 p.m. Staff £ said
of Resident #28 "Sormetimes when we feel she is
not eating we offer her I supplement, but
she doesn't always take it." Review of the
September Meal Monitor revealed the resident
ate 25% of her meal on four occasions and 50%
of meal on 25 occasions without a supplemen
offered. :

On 10/28/13 when asked what interventions had
been put in place to promote weight gain, or

F 325
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prevent weight loss, Staff | said "l have talked to
her about eating. .. | believe she was going to
make some changes, like have mitk with her
meals. She's open to things, she doesn't follow
through very well. She seems to want to help
herself." When asked how the facility ensured the
resident was offered milk at meals, Staff | said
"I'm not sure how detailed we got with that,
obviously it should have been written down...
figuids are cffered in the dining room, | was
hoping she would take that up on her own."

On 10/28/13 at 12:21 p.m. Resident #28 was

| observed in the dining room for lunch, drinking

Fanta orange soda and water. The resident did
not have milk and when asked why not, replied,
"No, | didr't want any.”

RESIDENT #5
Similar findings were noted for Resident #5 who
had a BMI of 4§iFwith a wt of $illB. The
Nutritional Assessment identified an IBW of

- The weights were not obtained on a
weekly basis as care planned and no
interventions were planned or implemented to
promote weight gain and/or prevent further weight
loss. !

RESIDENT #30

Review of Resident #30's record revealed she
was not on a planned weight loss program. The - i
resident's admission weight (wt) was recorded as RECEIVED
WP pounds on @B/13. Her weight on 09/03/13
was recorded as ##pounds (ibs) and then on M 0 i
09/06/13 her wt was recorded as : - o

The 09/03/13 MDS identified the resident
experienced a a wt gain of @k or more in the past
. month. There was no indication in the resident's
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record staff assessed the resident's weights as
potentially being inaccurate or that they assessed
the reported pound weight gain and then
pound weight loss in 21 days.

In an interview on 10/25/13 at 1:26 p.m. Staff B
stated she did not believe the weights were
accurate, as there was no indication the resident
had the significant weight changes the weights
indicated. She stated the @il weight was likely
a mistaken weight. She expiained the facility's
policy was staff were to reweigh the resident if a
three pound difference was noted. She
acknowledged that had not been done.

Failure to accurately monitor the resident's
weights prevented the facility from monitoring
Resident #30's nutritional status.

in an interview on 10/28/13 at 9:50 a.m., Staff |
stated accurate weights were "very important to
be able to monitor a resident’'s ongoing nutritional
status".

F 329| 483.25(]) DRUG REGIMEN IS FREE FROM F 329
ss=t | 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
dupiicate therapy); or for excessive duration; or _
without adequate monitoring; or without adequate RECEIVED
indications for its use; or in the presence of
adverse conseguences which indicate the dose ‘ Pr, U e
should be reduced or discontinued; or any SR At
combinations of the reasons above.

Lrd o s mpt i 08
Based on a comprehensive assessment of a
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resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs uniess antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, uniess clinically
contraindicated, in an effort to discontinue these
drugs.

This REQUIREMENT is noi met as evidenced
by:

Based on observation, interview, and record
review, it was determined that the facility failed to
ensure four of five residents (#s 11, 31, 27 & 5)
reviewed for unnecessary medications and two of
two residents (#5 & 24) reviewed for continence
decline were free of unnecessary medications
related to adequate indications for use, consistent
monitoring of the medication, and gradual dose
reductions when appropriate.

In addition, medications were administered fo
Resident #11 in excess, outside of physician's
orders, making them unnecessary medications.

Findings include but are not limited to:

Refer to:

CFR 483.25, F-309, Provide Care/Services for
Highes! Well-Being

CFR 483.25(h}, F-323, Free of Accident Hazards
/ Supervision

CFR 483.25(i), F-325, Maintain Nutrition Status

PARK SHORE
SEATTLE, WA 98112
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F 326 Drug Revimen js Free From Unnecessary Drugs

The physician orders and MARs for resident #24 have
been revised reflect an accurate diagnosis and to
monitor the medication JilNSRe. The physician will
be approached again regarding discontinuing the
ﬁ, or monitering for its effectiveness if the
physician will not d/c it. The facility will contact the
physician for resident #11 and request documentation
of a failed GDR or an order for a GDR of the Wi
The facility will also request physician to reconsider -
pharmacy consultants’ recommendations for the ‘
- o1 and will monitor for the
effectiveness of these medications. Resident #30 is no
longer in the facility. The psychotropic monitoring
sheets for resident #31 will be revised with more
objective behaviors, and a correct diagnosis has been
obtained for the § For resident #21, facility
will request further graduval dose reductions o
For resident #3, the facility will re-approach the
physician to request GDRs of the antidepressants and
will ask the medical director to intervene if the primary
physician refuses,

The facility will train nursing and NAC staff about the
faciiity’s policy on unnecessary drugs inctuding
identifying and monitoring for objective behaviors and
potential side effects. The stafl will be in-serviced on
the mood and behavior module in Care Tracker,

Once per month, the Director of Nursing Services
and the Behavior Management Team will review
medication admigistration records to ensure that
specific farget behaviors are listed psychoactive
medication administration sheets and that
non-medicaticn interventions are listed on the
PRN medication sheets.

The quality assurance commitiee will monitor on

a quarterly basis. The Prrector of Nursing Services
will ensure that the tasks in the correciion pias are
completed by December 6. 2013,
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RESIDENT #24

the was for

identified the was used "for

observed asleep at that time.

. monitoring of her sieep patterns.

re-eval." The physician responded on
“The indicaticn (for the }is
not...

Review of Resident #24's record revealed a
physician's order (PO) for #illlE " at bedtime
and as needed for 4NN The 06/07/13
Pharmacy Consultation Report identified the

was used for AN which was "not
an approved use"”, it was requested the physician
"re-evaluate continued SN use and consider
discontinuation”. The physician responded, on
S/ 13, "the NI is being used for ST
issues...". On 06/19/13 the as needed {prn) dose
was discontinued, however the PO again stated

'The 08/M12/13 Psichotmpic Drug Use care plan

In an interview on 10/24/13 at 11:25 am., the
resident's family member stated the resident was
often sleeping when he visited. The resident was

it appears to work well". The
resident's record revealed no indication of
AR o that WY was monitored, nor was
there any indication of why the physician altered
the reason for which the medication was
administered. Failure to monitor the reasons for

| Review of the resident's record revealed no

The 10/04/13 Pharmacy Consultation Report |
again notified the physician that ¥y "is not L
indicated for 4ililige#®.. No sleep monitor found,
No complaints of e found... Piease

re-evaluate continued use of i .. for
. Suggest#® day sieep monitor then

/13,

F 329,
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necessity of the medication.

for whom a 413 Pharmacy Consultation

| Reduction {GDR) of every other night dosing. The

term.” Review of the facility's behavior monitors

Continued From page 44

which a medication was used and failure to
ensure medications were used only as indicated
placed this resident at risk to receive an
unnecessary medication.

In addition, the resident received SING_G_o_G
since @/12, according to a @/13 physician's
note. The @M/13 Pharmacy Consultation
Report indicated the manufacturer recommmended
re-evaluation of continued use of HEENG_—G—_—_ in
individuais with a creatinine clearance of less
than @ The resident's estimated creatinine
clearance was noted to be #f The pharmacist
also identified there was no indication of fasting
lipids in the resident's recard, which could be
used to determine the effectiveness and/or

The physician responded on /13 that the
resident was "olerating” the . There
was no monitoring of the medication nor did he
provide any rationale to continue the medication
despite the manufacture's recommendations.
There was no indication how the resident's
tolerance to the medication was measured, which
put her at risk to receive an unnecessary
meadication.

RESIDENT #11
Similar findings were identified for Resident #11

Report identified the resident received the
anti-anxiety medication ¥l every night for
anxiety and recommended a trial Gradual Dose

physician declined to implement the
recommendations and noted the resident was
"very stable on low dose medication for long

F 329
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for August, September and October revealed no
indication anxiety was exhibited. Failure to
provide supporting documentation the resident
was receiving the lowest effective dose of the
medication, such as a failed GDR, in the absence
of documented target behaviors andfor mood
indicators, placed this resident at risk to receive
an unnecessary medication.

Additionally, o @I/ 13 PO directed staff to
administer SIS twice a day for "UEIEGEG_—_GE

and (NN Side effects
of SR included nervousness and trouble
sleeping. There was no indication the facility
considered these side effects in light of the
resident's continued use of the anti-anxiety
medication.

A 10/04/13 Pharmacy Consultation Report :
identified the resident received &daily !
since 07/26/13 for B, which the pharmacist
noted was not a supported diagnosis in the
resident's record. The physician responded on

S 13 that the medication was for "l
W anc G

tn an interview on 10/24/13 at 2:23 p.m., Staff G
stated SR was a medication that "should be
short term and re-examined" as one's body can
get hypersensitized and addicted. She stated
was considered "hazardous" and should
be reduced. She further stated GEGGG0ogG-as :
typically used short term and then a decrease _ KOy 74 701
should be attempted. CeEh

RECEIVER

The 2010 Drug Handbook identified the ***’S%/&m:wcg
recommended usage of (NN =S four to
eight weeks, depending on the person's
symptoms.
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Continued From page 46

Failure to ensure medications were used for
appropriate durations, with consideration of side
effects, and with supporting monitoring placed
this resident at risk o receive unnecessary
medications.

According to the September 2013 MAR, Resident
#11 received N ‘ N
09/28/13 at 1820 and the resuits were "effectlve"
The resident received Wl again on 09/30/13 at
1800, however the PO directed staff tc administer
if no bowel movement in three days.

Similar findings were identified for Resident #10
for whom staff noted the administration of il
on 05/27/13 at @ and 05/28/13 at W8, aiong
with a on 05/28/13 at S8,
Physician's orders directed staff to administer
l* . for three days and a
#P ot effective in 8 hours".
Failure to follow POs resulted in this resident
receiving an unnecessary dose of

RESIDENT #30
Review of Resident #30's closed record revealed
she admitted to the facility on -/ 13 with

and a SN .
S Nursing progress notes revealeci the
anti-psychotic medication Jilliill was ordered
on G 13 due to the resident not sleeping at
night and restlessness. A nursing progress note,
dated 08/24/13, indicated the resident
complained of §i§ pain for which il was
administered with fittle refief. The resident was
noted to be "very restless, cannot sieep." The
nurse contacted the physician who increased the
dose of

F 329
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- from 4NN disorder.

Continued From page 47

A 08/30/13 progress note revealed the §INENGTF
was "not effective for behavior management” and

so the physician discontinued the 1@
initiated the SN Medication

as needed for "anxiety / agitation." On 08/05/13
the SN was increased to routinely at night in

addition to the as needed doses.

On 09/03/13 the Pharmacy Censultation Report
identified agitation was not an approved use for
SN The physician responded the ST
was for 'ﬂdisorder", despite a lack of
indication in the resident’s chart that she suffered

Behavior Tracking forms revealed staff monitored
the resident for agitation, restlessness and
anxiety. Nursing progress notes revealed the pr

was administered when the resident
attempted to get out of bed or her wheeichair or
was restiess, on 08/31, 09/01, 04, 05, 06, 07 and
(8/13. There was no indication staff considered
the resident's restlessness and attempts to get up
might be related to pain despite other times when
the resident was treated with Wil for similar
behaviors.

In addition, review of Progress Notes on 09/01/13
revealed staff noted the resident was "Settled and
Calm", but family member "requested to give

and R or the night." Staff
documented administration of as needed
and D concurrently, at the request of the
resident's family member, despite lack of
assessed pain or target behaviors. On 08/05/13
staff noted they administered as needed
and SR together as the resident was
“restless... would not stay in bed... holding 4§
leg".

F 329
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Continued From page 48

Failure to ensure the resident received an
SRR cdication for a diagnosis which
was supported in her medical history, that she
was monitored for the reasons the medication
was administered and that the resident received
an as needed SN dose only when
clearly indicated placed her at risk to receive an
unnecessary medication and to have her pain
untreated.

RESIDENT #31

Review of the resident’s record revealed she was
admitted to the facil%lm with a PO for
the anti-depressant On 10/08/13 the
anh—depressant“ was added 1o her
regimen due to GRS 2nd TR

The Behavior monitor, located in the MAR,
identified the resident was monitored for
irritability, persistent low mood and a disinterest in |
activities. Staff were directed to "monitor target
behavior scale 0-3". In an interview on 10/25/13
at 9:19 a.m., Staff E explained the scale was
designed so if the resident exhibited no behaviors
staff documented a "0". If the resident exhibited a
"severe"” behavior, staff would documenta "3".
Any tesser manifestation staff wouid record as a
1" or "2" depending on how the staff subjectively
measured the severity of the behavior. She also
explained as all three behaviors were listed
together, if staff noted a behavior occurred, there
was no way to determine based on the behavior
moniior which of the three behaviors it was. She
stated typically if the behavior was new or
extreme the nurse would write a progress note to
identify the behavior.

Staff documented a ‘* on the day shift on 09/12

F 320
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| negative statements was not identified as a target

Continued From page 48

and daily on 09/14 through 09/30/13. The evening
shift documented a '® on 09/12, 13, 14, 15, 22,
25, 26, 27 and 28/13. Staff £ stated she
deocumented a % on one occasion, however
review of the progress note for that date referred
o pain, not a mood or behavior. Staff E stated,
“so she {the resident) was probably anxious". She
acknowledged the progress note did not refer to
the resident's mood or behavior and therefcre
there was no indication of why a severity levei of

was charted or for what mood/behavior it
referred.

Review of the mood and behavior monitor in the
facility's computerized CareTracker system
revealed staff documented the resident exhibited
no mood or behaviors since her admission.

in an interview on 10/28/13 at 8:35 a.m., Staff C
reviewed the behavior monitor and stated the 0-3
scale was a subjective way in which to measure
mood and behaviors. He acknowledged that if the
CareTracker, progress notes and MAR did not
include the information related to specific
behaviors, there would be no way to monitor
which behaviors the resident exhibited or their
severity.

In an interview on 10/28/13 at 11:10 am., Staff B
stated the second anti-depressant, =was
started because the resident was not good
when she first admitted to the facility. She stated
it was also started due to nagative statements
such as . She then acknowledged
behavior so staff did not monitor for them,

Review of the meal monitors and the resident's
weights revealed discrepancies and inaccuracies,

F 329
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! leaving the facility unable to accurately assess

the effectiveness of the SR as it related to
the resident's decreased appetite.

In an interview on 10/28/13 at 8:56 a.m., Staff B
stated the weight obtained by the faciiity on
10/04/13 that showed an 888 nound weight il
in one week was "probably inaccurate" and the
resident shouid have been re-weighed. At 11:17
a.m., Staff B further stated the paper meal
monitors and computerized CareTracker meai
monitors should match. She acknowledged if
there was a difference in what staff recorded
without some indication of why, the facility would
have no way to accurately monitor the resident's
meal intake.

Failure to ensure monitaring of the resident’s
mood, behaviors, weight and meal intake
prevented the facility from determining the
effectiveness and necessity of i
anti-depressants the resident received.

Additionally, according to the September MAR,
the resident received the medication
due to a diagnosis of . The 10/04/13
Pharmacy Consultation Report noted "please
consider clarifying the indication for use of

'On 4/ 13 the MD wrote "Will have

staff ask to verify diagnosis of 4G
followed t& said W s for
I The facility failed to obtain the proper

indicator for the medications use for a month,
leaving them unable to monitor its effectiveness.

RESIDENT #27
Record review revealed Resident #27 received

the same dose of the anti-depresswfrom
/12 until a dose reduction on /13 and

RECENVED
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Continued From page 51
remained on that dose since.

The @I /12 Quarterly Psychoactive Review
indicated the resident's symptoms were "
Sy The @R/ 13 QPR identified his
symptoms were "IN . he was eating
and sleeping weil, his weight was stable and a
GDR was not clinically contraindicated. However,
there was no indication a GDR was considered at
that time.

The 10/04/13 QPR identified the "successful
GDR 6/12/13" and noted a further GDR was not
contraindicated. The facility noted "Trial dose

was attempted in 4jji# 2013. Resident
has not experienced any of the behavior
symptoms and seems to be happy and stable”
The pian was to "continue to monitor” the
anti-depressant, however there was no indication
a further GDR was considered based on the
resident's continued lack of observed mood or
behavior problems and a lack of indicators for its
use.

RESIDENT #5

According to the Sill8/13 MDS the resident had
diagnoses including SN and was
assessed with a mood score ofif§ indicating
minimal SN related to little interest in

feeling #ilor having littic @y on several
days. According to the @il 13 Psychotropic
Drug Use Care Area Assessment {CAA) the

resident received CHINRER and SRR to

manage signs and symptoms of {ijjjililiie. Both
medications "had been working fairly well,

however with recent nursing home placement,
viewed as a permanent move due to increased

F 329
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care needs and safety issues, resident has been
exhibiting some (IR issues (resistance to
N Sl i, cic). Hopefully as resident
setties into HCC (Health Care Center) routine she
will become more content with her surroundings.
Will proceed with care pfan.”

The GIIR/13 and 4§il8/13 Psychotropic Drug

Use CP listed the goal of "Resident will be on the

lowest effective dosage of

medication as evidenced by Resident's Jlllll and
" Alisted approach was "Moniter for

adverse effects of anfi-depressant usage."

A‘/?S Pharmacist Consultation Report
recommended the physician re-evaiuate
continued concomitant use of W
AR -s it "may increase the potential
for adverse events." In addition, the pharmacist
recommended that if the medication was to
continue "the prescriber document an
assessment of g versus ¢, indicating that
it continues to be a valid therapeutic intervention”
and "the facility interdisciplinary team ensure

ongoing monitoring for effectiveness and potential |

adverse consequences.” On@iii#/13 the ARNP
responded no @RS were to be made pending
discussion with the resident's
TR O W13 it was documented
that the Sl indicated the resident had "been
very R ) her A
changes and this combination has worked best,

W stcady "

According to the 10/05/13 MDS the resident's
assessed ¥ score had improved to¥¥with no
listed signs or symptoms of e for which
the resident continued to receive daily
medications. The MDS indicated

F 329
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the resident had susfained ‘falis since the
pricr assessment, two of which caused injuries.

Review of the investigation after the resident's fall
on (/13 indicated the facility was aware of the

and noted "Unable to
determine if medications side effects are
contributing to GIMIENANENR. Vi discuss with
ARNP at next visit."

In an interview on HIMB/13 at 11:23 am. StaffA
said she asked the physician to review the
resident'zs and the physician did not
think the contributed to the resident's
ongoing #ll. Staff A indicated no changes had
been made to the GGG Mcdications
because the physician felt the resident was (il
on the medications as they were. Staff A
acknowledged it was unknown if the resident
received the lowest effective dose of the
medications, or how the physician concluded that
the NGRS - s of the
medications.

Further review of the resident's record revealed e,
Resident #5 again fell on %Wl /13 and sustained TECENER
a wmmmsiais 2nd fell on #MM/13 and sustained
2 e 1 qLiring S KOV 1g e

F 332 483.25(m)(1) FREE OF MEDICATION ERROR F 332 OSHs, .
s5=D | RATES OF 5% OR MORE ADS AR

The facility must ensure that it is free of
medication error rates of five percent or greater.

This REQUIREMENT is not met as evidenced
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by:

Based on observation, interview and record
review it was determined that the facility failed to
ensure a medication error rate of less than 5%.
One of two nurses {Staff £) failed to follow
physician's orders for two of twenty-five
medications which resuted in a medication error
rate of 8% with one {#14) of seven residents
reviewed experiencing medication errors. These
faiiures placed residents at risk to experience
adverse side effects or less than the intended
therapeutic effects of medications.

Findings include:

RESIDENT #14
Observation of medication pass on 10/28/13 at
7:35 a.m. revealed Staff E prepare and

administer multiple medications to Resident #14
including h and a
S i QR in the dining room

where Resident #14 was actively eating
breakfast.

Record review revealed a Physician's Order (PO)
which directed staff to administer the

" According to the
Nursing 2010 Drug Handbook iocated at the
Nurse's Station, the Sl should be
administered, " NG_—_——G——_— ¥ Failure
to administer the medfcatnon accordmg to the PO
and manufacturer's recommendations placed the
resident at risk for reduced effectiveness of the
medication and constituted a medication error.

In an inferview on 10/28!13 at 8 D am Staff £
acknowledged the ¢ '
administered TNE—
scheduled and saad "tt’s not reaiiy possable We

1

F 332 Free of Medication Error Rates of 5% or More

The time for administering G to resident
#14 will be changed fo ‘The ypiigiliiaie:
with S and the afm resident #14

will be separated for administration by at least
hours,

The facifity will review all physician orders and
audit all MARs and will change ensure that all
medications are given according to manufacturer’s
recommendations. The facility will in-service the
nursing stafi on the importance of giving medication
within the pararmeters issued by the manufacturers.

The facility will monitor this at least monthly
during care plan reviews and at the end of the month.

The quality assurance commitiee will monitor on

a guarterly basis. The Director of Nursing Services
will ensure that the tasks i the correction plan are
completed by December 6, 2013,

FECEy,
ROV o,
DSkiss,,.
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{day shift nurse) get here at 6:30 a.m ., get repott,
and start (passing medications) at 7.00 a.m.
Breakfast comes at 7:30 a.m., but (the residents)
get fruit {beforehand).”

In an interview on 10/28/13 at 11:02 a.m. Staff A
said "l didn't know that was an issue for them”
and indicated in the future, the RNGGn—_G-—_— vould
be scheduled to be given by the night shift.

Additionally, record review revealed POs which
instructed staff to administer the SENERGE__—_—_G—_—_—
hours apart from WEEENGEGEE and SN

l'in an interview on 10/28/13 at 8:3% am. StaffE
 acknowledged the SENIEGG_GGg:G©vas
administered simuitaneously with the SRR
with HNE. At 10:22 a.m. Staff E said she had
spoken to the pharmacy and the HEREEGNGR
given contained QNESENGRENGED of WPNNN:
and ¥ of Wl Failure to administer the
medication according to POs constituted a
medication error.

In an interview on 10/28/13 at 11.02 a.m. Staff A
indicated staff had recently completed a thorough
audit and "must have missed that”

F 431 483.60(b), (d), (¢) DRUG RECORDS, F 431 RECEIVED
ss=E | LABEL/STORE DRUGS & BIOLOGICALS |

The facility must employ or obtain the services of NOY 1Y 7013
a licensed pharmacist who establishes a system
of records of receipt and disposition of all . .
controlled drugs in sufficient detail to enabie an USHSIADSARGS
accurate reconciliation; and determines that drug
records are in order and that an account of all

controlled drugs is maintained and periodically
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reconciled.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
approptiate accessory and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facHity must store all drugs and biologicals in
focked compartments under proper temperature
controls, and permit only authorized personnet to
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule Ii of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses singie unit
package drug distribution systems in which the
guantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced

| by:

Rasad on observation, interview and record
review it was determined that the facility failed to
iabel, date and discard medications as indicated,
in two of two medication carts and one of one
medication rooms. This failure placed residents at
risk to receive medications that lacked potency
due to being expired.

in addition, the facility failed to ensure
medications at Resident #12's bedside were

F 431

F_431 Drug Records, Label/Store Drugs & Biologicals

The medication carts and medication room will be
inspected and any expired medications will be
discarded. Any eve-drops or injectable medication
that is not labeled with a date opened sticker will be
discarded. The medications in the room of resident
were immediately removed. The Direcior of Nursing
Services spoke with the resident’s Sifijiilir who
confirmed that she had brought in those medications
and left them at bedside. The Director of Nursing
Services asked W to not bring in medications
and feave them at bedside.

The facility staff will be m-serviced about labeling
medications when they are opened and about
discarding expired medications. The Disector of
Nursing Services will assign a nusse to inspect
cach medication cart and the medication reom
ance per month to identify medications that need
o be discarded.

The guality assurance committee will monitor on

a quarterly basis. The Director of Nursing Services
wilt ensure that the tasks 1n the comection plan are
compieted by December 6. 2013,
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secured which placed residents at risk of
medication errors.

Findings include:

FACILITY POLICY

The Facility's Storage and Expiration Dating of
Medications, Biologicals, Syringes and Needies
policy, dated May, 2010, identified the "Facility
should ensure that medications and biologicals
that: {1) have an expired date on the label, (2)
have been retained longer than recommended by
manufacturer or supplier guidelines... are stored
separate from other medications until destroyed
or returned to the supplier.” In addition, "Once

i any medication or biological package is opened,
Facility should foliow manufacturer/supplier
guidelines with respect to expiration dates for
opened medications. Facility staff should record ' F
the date opened on the medication container ‘
when the medication has a shortened expiration
date cnce opened.”

Observation of the "first medication cart” on
10/22/13 at 9:25 a.m. revealed TNG_ for
Resident #33 that was open and not dated and a
box of (NN with a manufacturer's
expiration date of 09/13. Additionally, #EG_. g
S were opened and not dated for a former ‘Cﬁi?g/
resident and a medication with a manufacturer's 4 '
expiration date of 1/12 for another former resident . Mo ey
was observed. Staff B stated the medications - I
should have been removed from the cart. Q&gg ” ""

Observation of the "second medication cart”
revealed a bottie of JIININGE with 2
manufacturer's expiration date of 06/12,
S 2t expired 05/13 and a bottle of
AN ith an expiration date of 11/06.
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Staff E confirmed the above medications were all
past their manufacturer's expiration dates and
should have been discarded.

Observed in the medication room was a vial of
W < at was open and not dated and a vial
of that was open and not dated.
At 9:31 a.m. Staff B confirmed the observations
and stated "Those shouid be dated when
opened.”

UNSECURED MEDICATIONS

Observation on 10/22/13 at 11:44 a.m. revealed
Resident #12 with the follownng medicat:ons at
her bedside: # N W that was
open and not dated with amanufacturer s
expiration date of 03/13; ¥ I (it
were open and not dated, and a “
S that was folded in half but not dated or
labeled in any manner.

On 10/24/13 at 9:48 a.m. the 4llINS and .
4 remained at the resident's bedside. The
- 4 was no longer present.

Review of the resident's record revealed no |

physician's orders (PO) for either the S NGTEINGPG )

or the . The 08/05/13 Visua! Function !

care plan identified the re5|dent w1th |
and . . he

08/05/13 ADL care plan included an approach of

"Resident has (il and SRNIEMENEINGNG.
monitor her for N as needed”.

An “!13 PO directed staff to place a
- S P = day for
remove. Review of the 10/13 Medication
Administration Record revealed the il was
| scheduled to be removed at S
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In an interview on 10/24/13 at 2:27 p.m., Staff A
stated the §NGE_—__G_G_GGNGGGRGATRR
P in the . She acknowledged
staff should have removed the medications as
they were not properly stored.
R,
: Ery
Moy "
F i) B
&Af’&;;q .
23
5‘15;%,
z‘%(-. .
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