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F 000 INITIAL COMMENTS F 000

This report is the result of an unannounced
Quatity Indicator Survey conducted at Tacoma
Lutheran Home on 6/16/14, 6/17/14, 6/18/14,
6/19/14, 6/20/14, 6/23/14, 6/24/14, and 6/25/14. A
sample of 56 residenis was selected from a
census of 152. The sample included 48 current
residents and the records of 8 former and/or
discharged residents.

The survey was conducted by:

Marilyn Edwards RN, MN

Ruth Futch, RN, BSN, MBA

Candice Mohar, PhD, RN, MS, MSN, APFNS
Michelle Scollard, RN, BSN

Johnathan Berliner, RN,MN, CPG

Tammey Thompson, RN, BSN

The survey team is from:

Department of Social and Health Services
Aging and Long Term Support Administration
Residentiai Care Services, District 3, Unit A
P O Box 45819 MS: N27-24

Olympia, Washington, 88504-5819

Telephone: (253) 983-3800
Fax: {253} 589-7240
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Any deficiency statement ending with a&ﬁﬁéﬂ?ﬁeﬁbtes a deficiency which the institution may be excused from gp”rrecting providing it is determined that 7

other safeguards provide sufficient protection to thesatients. {See instructions.) Except for nursing homes, the findirigs stated above are disciosable 90 days
following the date of survey whether or notaplarrof correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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F 1584 Continued From page 3 F 154
| There was no documentation in Resident #196's
| medical record indicating informed consent was
given indicating the risk and benefits and/or
alternative treatment prior to these medications
being initiated and/or changed.
In an interview on 6/20/14 at 12:45 p.m., Staff S
stated prior to initiating or changing a
psychotropic medication, the LN obtained
approval from the resident and/or responsible
party. Staff S was asked to verify Resident #196's F-159 SS=RB. FACILITY
responsible party was notified of the initiation and MAN A(“El\/iENT OF
changes of the psychotropic medications. Staff S N * '
was not able to verify this was done. PERSONAL FUNDS
The medication informed consent book was How will the nursing home
reviewed in the Alpine LN office. The above correct the deficiency as it
medications were not listed in the book. relates to the residents?
F 159 483.10(c)2)-(5) FACILITY MANAGEMENT OF F159|  The facility converted the
§5=B | PERSONAL FUNDS ' existing checking account that

Upon written authorization of a resident, the
facility must hold, safeguard, manage, and
account for the personal funds of the resident
deposited with the faciiity, as specified in
paragraphs (c)(3)-(8) of this section.

The facility must deposit any resident's personal
funds in excess of $50 in an interest bearing
account {or accounts) that is separate from any of
the facitity's operating accounts, and that credits
all interest earned on resident’s funds fo that
account. {In pooled accounts, there must be a
separate accounting for each resident's share.)

The facility must maintain a resident's personal
funds that do not exceed $50 in a non-interest

contained resident trust funds
from a non-interest bearing
account to one that paid interest.
The effective date of this move
was July 1, 2014. The facility
will refroactively post interest (o
the affected resident’s accounts
back to March 1, 2014 or the
date the resident account was
established, whichever 1s later.
The current interest rate on the
interest bearing checking
account will be used to calculate
interest for each individual
account.
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How the nursing home will act

F 158 Continued From page 4 F 159 . o
bearing account, interest-bearing account, or fo protect residents in similar
petty cash fund. sitnations?

As of July 1, 2014, the facility
The facility must establish and maintain a system deposits resident personal funds
that assures a full and compiete and separate (irust funds) in an interest
accounting, according to generally accepted bearing account and credit
accounting principles, of each resident’s personal interest earned for Medicare
funds entrusted fo the facility on the resident's recipients with balances in
behalf. excess of $100.00 or for Non-

Medicare recipients with

The system must preclude any commingling of
balances of $50.00 or more.

resident funds with facility funds or with the funds

of any person other than another resident.
What measures will be put into

The individuat financial record must be available place or what systematic
through quarterly statements and on request to changes will you make to
the resident or his or her legal representative. ensure that the deficient

" . Ny . - practice does not recur?
The facility must notify each resident that receives This issue was the resulf of a

Medicaid benefits when the amount in the
resident's account reaches $200 fess than the
S8l resource limit for one person, specified in

change in banking relationships
and as such was isolated in

section 1611(a)(3)(B) of the Act; and that, if the nature.

amount in the account, in addition to the value of

the resident's other nonexempt resources, How will the nursing home
reaches the 5SSl resource limit for one person, the plan to monitor ifs

resident may lose eligibility for Medicaid or SSI. performance to make sure that

the solution is maintained?
The Chief Financial Officer will
review the resident irust funds

Based on interview and record review it was on a quarterly basis and assure
determined the facility failed o deposit resident that interest 1s posted to each
personal funds (frust funds) in an interest bearing resident’s account.

aceount and credit interest earned for Medicare
recipients with balances in excess of $100.00 or
for Non-Medicare recipients with balances of
$50.00 or more. Fallure to deposit resident
personal funds in an interest bearing account

This REQUIREMENT is not met as evidenced
by:

,,,,,,
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Continued From page 5

affected 14 out 28 Sampled Medicare Residents
(fs 1, 2, 8, 10, 12, 23, 26, 37, 58, 89, 104, 115,
184, & 338} and 11 out of 18 Sampled
Non-Medicare Residents (#s 5, 28, 32, 121, 127,
138, 158, 181, 219, 240 & 361) during April 2014
and/or May 2014 of the 56 residents who were
included in the Stage 2 review, This prevented
residents from receiving potential accrued
interest to their personal accounts held in frust by
the facility.

Findings include:

On 6/20/14 beginning 9:07 a.m., during review of
business office resident trust fund procedures,
Staff K provided a list of residents in the facility
that had trust accounts and corresponding
balances as of 6/20/14. Staff K also provided
bank statements for the frust account for March
2014, Aprit 2014 and May 2014. Ending batances
in the frust account between March 2014 and
May 2014 ranged between $23,810.12 and
$25,903.65.

At this time, Staff K reported the facility computer
system could compute the amount of interest
paid on each resident's trust account
automatically. When asked if the facility posted
interest for any of the residents who had trust
accounts {(Medicare beneficiaries with balances in
excess of $100.00 and Non-Medicare
beneficiaries with Balances in excess of $50.00),
Staff K reparied, when the facility switched banks
in April 2013 or May 2013, resident trust funds
were deposited in a checking account that did not
hear interest. Staff K confirmed residents with.
trust funds did not receive interest posted to their
accounts.

F 159
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Records provided by Staff K indicated on 6/20/14,
12 out of 27 Medicare beneficiaries who had trust
accounts had balances in excess of $100.00. On
6/20/14, 10 out of 21 Non-Medicare beneficiaries
with trust accounts had balances in excess of
$50.00 in their accounts.

On 6/25/14 at 2:30 p.m. Staff L confirmed
resident trust funds were not deposited in an

.interest bearing account. Staff L also reported a

concern if resident trust funds were deposited in
an interest bearing checking account, monthly
fees would exceed the amount of interest earned
with an average balance of $30,000. Staff L
provided additional information to identify frust
fund balances for residents during April 2014 and
May 2014. The facility identified which residents
were Medicare and Non-Medicare recipients.

Fourteen Sampled Medicare recipients with trust
account balances greater than $100.00 included
several residents with balances greater than
$1000.00:

1. Resident #10 had a halance of $1770.256 as of
4/30/14; $1727.54 as of 5/31/14 and $1784.82 as
of 6/20/14.

2. Resident #104 had a balance of $1391.70 as
of 4/30/14; $1448.98 as of 5/31/14 and $1506.26
as of 6/20/14.

3. Resident #339 had a balance of $1320.49 as
of 4/30/14; $1354.49 as of 5/31/14 and $1349.49
as of 6/20/14.

Eleven Sampled Residents who were
Non-Medicare recipients had trust account
balances that ranged between $50.50 a month up

-
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F 159 Continued From page 7 F 159
to $500.00 a month during April 2014 and May
2014.
Bank statementis provided by the facility identified
l the bank did not post interest to the resident trust
account or prorate interest to individual resident
trust balances during the months of March 2014,
April 2014 or May 2014.
F 278 483.20(g) - (j) ASSESSMENT F 278
$5=D | ACCURACY/COORDINATION/CERTIFIED

The assessment must accurately reflect the
resident's status.

Aregistered nurse must conduct or coordinate
each assessment with the appropriate
participation of health professionals.

Aregistered nurse must sign and certify that the
assessment is completed. '
Each individual who completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.

Under Medicare and Medicaid, an individual who
wilifully and knowingly certifies a material and
false statement in a resident assessment is
subject to a civil money penalty of not more than
$1,000 for each assessment; or an individual who
willfully and knowingly causes another individual
to certify a2 material and false statementin a
resident assessment is subject to a civil money
penalty of not more than $5,000 for each
assessment.

Clinlcal disagreament does not constitute 2
material and false statement,

F-278, S5=D, ASSESSMENT
ACCURACY/COORDINATION/CERT
IFIED

How will the facility correct the
deficiency as it relates to the resident?
The diagnosis of depression and
diabetes was added to Resident #217°s
diagnoses list. Modifications to correct
these 1item coding errors for this
resident’s Minimum Data Sets (MDS’s)
dated 2/20/14 and 5/5/14 was completed
on 7/11/14 adding theses diagnoses to
the assessments,

How the facility will act to protect
residents in similar situations?

Staff GG will receive a written reminder
regarding his/her responsibility to
certify the accuracy of his/her portion of
the assessments completed on all
residents that he/she is assigned to.
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F 278 | Continued From page 9 F 278
{chronic/long-standing depression] and borderfine
personality disorder.
Review of several comprehensive assessments
completed for the resident since admission and
the MDS' for 2/20/14 and 5/5/14, failed o indicate
diagnoses of depression or diabetes.
Noted in the records and confirmed during llj jﬁ%é%;gﬂiﬁ%%\m CARE-
interview with the resident on 6/20/14 ai 2:00 REVISE CP
p.m., she acknowiedged being diabetic and
having long-standing/chrenic depression and
feels the anti-depression medication does not How will the facility correct the
heip her. The assessments further indicated she deficiency as it relates to the resident?
had lost interest in normal activities, frequently Resident #217 was offered time to
tearful, feels low self-esteem and usually feels discuss all concerns with SW and
down. nursing. She will have an upcoming
o . ) care conference within the month and
During interview with the Staff E on 6/24/14 at staff will ensure that the resident has 5
10:00 a.m., it was learned no diagnoses of mental d d od notificati £
health problems had been documented on the ays advanced noll lc.d ton o care.
MDS' for the resident since admission. conference date and time, The resident
F 280 | 483.20(d)(3), 483.10(K)(2) RIGHT TO F 280 Will have opportunity for input into who
ss=0 | PARTICIPATE PLANNING CARE-REVISE CP will be invited to the care conference per
her preferences. Social Services and
The resident has the right, unless adjudged Nursing will document the resident’s
incompetent or otherwise found o be concerns and what actions will be taken
incapacitated under the laws of the State, fo to address them fo]}@wing the care
partioipatg in planning care and treatment or conference.
changes in care and treatment.
Acomprehensive care plan must be developed Resident #24 had a SChedEﬂ?d care
within 7 days after the completion of the conference on 06/25/14 which he
comprehensive assessment; prepared by an participated in along with his family.
interdisciplinary team, that includes the attending His concerns as well as his family’s
physician, a registered nurse with responsibility concerns have been clearly documented
for the resident, and other appropriate staff in in his record with what steps would be
disciplings as determined by the resident's nseds, taken to address them.
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planning conference meeting right then at 10:00
a.m. She agreed and met with the weekend
nurse and SS. She stated she does not reaily
participate in the conferences but listens to what
they [staff] tell her has been decided.

When asked if issues discussed in the
conferences included her fall in January 2014,
statements made by caregivers regarding her
weight in April 2014 and how she feels about not
being toileted to prevent urinary incontinence and
refusing a medication because it caused her to
toilet too often, she said "No" because she is
afraid to bring up care issues, "l don't want to get
anyone in trouble.” She stated she was not
asked, nor aware, of others she might like to
attend the conferences such as the restorative
aldes, physician and/or dietitian to help in the
process of planning her care and treatment
related to her care needs.

During interview with S8 and resident at 2:30
p.m., 8§ stated facility residents/family members
previously had been notified of care conferences
by letter but now notification is in person or by
phone calls. When informed of the
documentation regarding the resident's fall
resufting in being transferred by one aide instead
of two; statements by staff members in front of
her regarding difficuity moving her in bed and
toileting her because of her size/weight and i
care planning changes were discussed such as
her toileting needs, depression or diabetes, she
said she was not aware of these issues coming
up during care confergnces.

Review of care conference summaries provided
by 85 on 6/24/14 indicated a conference on
31914 and the restorative programs {including
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the maximum extent practicable o avoid
dupficative {esting and effort. :

A nursing facility must not admit, on or after
January 1, 1989, any new residents with:

{i) Mentai illness as defined in paragraph (m)(2)
(i} of this section, unless the State mental health
authority has determined, based on an
independent physical and mental evaluation
performed by a person or entity other than the
State mental health authority, prior to admission;

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

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

(i) Mental retardation, as defined in paragraph
{m}2)(if) of this section, unless the State mental
retardation or developmental disability authority
has determined prior to admission--

{A) That, because of the physical and mantal
condition of the individual, the individual requires
the tevel of services provided by a nursing facility;
and

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

For purposes of this section:

(i) Ar individual is considered to have "mental
illness" if the individual has a sericus mental
illness defined at §483.102(b){1).

(il} An individual is considered to be "mentally
retarded"” if the individual is mentatlly retarded as
defined in §483.102(b}(3) or is a perscn with a
related condition as described in 42 CFR 1009,
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F 285 Continued From page 14 F 285, How the facility will act to protect

residents in similar situations?
Social Services Staff will ensure that
PASRRs are corrected and updated
following MH evaluations as well as
upon admission, quarterly and upon
change of condition.

Measures the facility will take or the
systems it will alter to ensure that the
problem does not recur.

Sacial Services Staff will review the
PASRR process and the procedure for
review and correction of PASRRs .

How the facility plans to monitor its
performance to make sure that
solutions are sustained,

The Director of Social Services or
designee will conduct random audits of
PASRRSs to ensure compliance with the
regulations for the next three months.
The results on this audit will be
provided to the Quality Assurance
Committee. Education, corrected
practice, and initiation of monitoring
process will be completed on or before
8/8/14.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event |D: BEUN11

Fachity ID: WATS700

i continuation sheet Page 15 of 50









DEFARTMENT QF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/08/2014
FORM APPROVED
OMB NO. 0938-0391

| {¥3) DATE SURVEY

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION 1 IDENTIFICATION NUMBER: A BULDING COMPLETED
! 505435 B WING I[ 06/25/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 7P GODE
1301 N HIGHLANDS PARKWAY
TACOMA LUTHERAN HOME TACOMA, WA 98406
0683 10 SUMMARY STATEMENT OF DEFIGIENCIES o) PROVIDERS PLAN OF CORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
GEFICIENGY)
How the facility will act to protect
F 302 Continued From page 17 F 309 residents in similar situations?
identified the resident received oxygen therapy The registered nurse who wrote the
and hospice services. incident report involving Resident #19
: : o will receive a reminder to fully assess
Treatment records for May 2014 identified staff any resident in a similar situation at the
administered oxygen through a nasat cannuia to time of the incident, to take a full set of
-+ maintain oxygen levels greater than 92%. Staff . . N .
documented oxygen levels were checked every vital signs aftel_r an incident (including
shift, three times a day. oxygen saturations), observe the
technique used to transfer the resident,
The facility initiated a care plan (#42) on 4/14/14 and the environment to identify any
related to potential/actual impairment 1o skin potential staff teaching needs or
infegrity. The care plan identified on 5/1/14 the environmental factors that could impact
resident had actual bruises and an abrasion to resident safety. Staff education on these
the right hip and skin tear to the right wrist. safety measures will be conducted with
An Activities of Daily Living care plan initiated the remaining nursing staff as well
4/14/14 identified Resident #19 required . . s
extensive staff participation with transfers. Secondly, Staff J will receive a reminder
Resident Care Guidelines for nursing aide staff to due to her failure to initiate a new
follow dated "4/3" identified for staff to pivot incident report when notified on 5/15/14
transfer the resident with one person assistance of the change in the wound at the right
using a gait belt, lower extremity by the
' Medication/Treatment nurse. The
On 6/1 ?/14 at 10:11 a.m. Resident #1909 satina remiﬂder Will includ@ the need to
wheelchair and wore clothing that exposed both properly report the changes in care
Iower IGQS' .A targe bandage Coveredl the needs to the Attending Physician for
resident's right lower leg and protective sleeves i e
covered both arms. The resident reported he/she updates with the treatment regimen as
did not know what happened to his/her leg. - needed. Staff education will be
conducted to remind siaff that a new
On 6/19/14 at 8:22 a.m. Staff TT prepared to incident report is required when a
change the dressing on the resident's leg. significant change occurs at an existing
Approximately 14 steri-strips covered a long site to ensure resident safety.
narrow wound that measured approximately 10
inches long. A dried scab coverad the lower
portion of the wound. A shorter upper section of
the wound clesest {o the knee remainad openad
and measured approximately one inch wide.
i i
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Anincident report provided to the surveyor by
Stalff B on 6/18/14 at 12:30 p.m. Staff B reparted
the resident had very fragile skin. The incident
report documented on 5/4/14, when staff assisted
Resident #19 {o bed, the resident verbalized pain
in the right leg and staff noted some blood. The
report identified the resident had a 5 cm by 2.5
cm crescent shaped skin tear fo the right lower
leg.

| The report indicated the resident "either leg hit
the wic {wheelchair) during transfer or the bed"
and noted the injury reasonably related and origin
of injury established,

A summary statement documented Resident #19
was weak at the time of the injury and Staff WW
picked up the resident’s legs to position the
resident in bed to prevent sliding. "It is
reasonable that the w/c {wheelchair) was not far
enough away when (staff) lifted” the resident's
legs and "may have bumped" the resident’s skin.
An environment assessment section of the report
identified the resident's wheelchair contributed to
the injury.

No evidence was found in the record staff
observed how Staff WW transfarred the resident
to ensure leg rests were removed prior to transfer
and if staff followed the plan of care. The record
did not contain evidence how the wheelchair
contributed to the injury or if staff examined the
wheelchair, bed or environment to rule out
potential unprotected edges that may have

| contributed to the injury.

The record did not contain evidence staff
assessed ihe resident following transfer and
discovery of the leg skin tear for a change in vital

F 309| Measures the facility will take or the
systems it will alter to ensure that the
problem does not recur.

This isolated occurrence will not require
system alteration.

How the facility plans to monitor its
performance to make sure that
solutions are sustained,

Nursing Administration will audit the
incident reports summaries thoroughly
to ensure that they include a full
assessment of resident status at the time
of an incident involving transfers and
vital signs after an injury. Nursing
Administration will also ensure that the
summaries include an evaluation of how
a resident’s environment may have the
potential to contribute to resident injury.
Education, corrected practice, and
initiation of monitoring process will be
completed on or before 8/8/14.
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Review of the MDS assessment dated 1/3/14,
3/25/14 and 5/3/14 Special Treatments and
Programs revealed the "Restorative Nursing
Program” was for passive and active ROM with
no splint or brace device in use.

Continued review recorded the Functional Status
for Resident #8 as extensive assistance with
transfers, iocomation on and off unit, eating, toilet
use and personal hygiene with physical
assistance of 1-2 person(s). Total dependence
(full staff performance), needed for bed mobility
with 2+ person physicat assistance with functiona
fimitation in range of motion related to impairment
on both sides of upper (shouider, elbow, wrist,
hand) and lower (hip, knee, ankle, foot}
exiremities.

Review of the Care Plan dated/initiated 1/9/14
records, "Palm protector on 2 hours daily,
increase to 4 hours in next 30 days 6 times/week
each occasion. When folerate palm protector 4
hours daily, will add a washcloth or roil to
increase finger extension. Will re-evaluate on
quarterly assessment to iry adding wrist
support/splint once patient used to wearing hand
splint." The care plan did not identify what time/s
and/or shift staff should apply the palm protector
{palm guard).

On 6/17/14 at 10:50 a.m. Staff FF said Resident
#8 receives ROM, hand massage and cleaning
daily - 6 days a week. Staff FF confirmed the
resident was to wear a hand splint and
demonsirated use of the device and how io be
worn. Staff FF said the resident "does not ke fo
wear the splint and often refuses.” Resident #8
confirmed with shaking of head that does not like
? {o wear.

i
i

_nurse over the next 3 months. The DNS

| completed on or before 8/8/14.

TACOMA LUTHERAN HOME 1301 N HIGHLANDS PARKWAY
TACOMA, WA 08408
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. : How the facility will act to protect
F 311 Continued From page 20 F 31 residents in similar situations?

Staff R and Staff GG will receive
reminders and training on the
importance of accurately writing
restorative programs and thoroughly
reviewing them with each MDS cycle to
ensure appropriate plans and resident
participation with their programs are
charted by the nursing assistants and
restorative aides. They will be reminded
to report any declinations from the
residents that they are working with to
ensure that the programs properly
evaluated and revised if necessary.

Measures the facility will take or the
systems it will alter to ensure that the
problem does not recur.

This isolated occurrence will not require
a system alteration.

How the facility plans o monitor its
performance to make sure that

solutions are sustained.

The Health Records Supervisor will
conduct a random audit of restorative I
programs for completion and evaluation
of resident participation by the assigned

or designee will ensure that any
identified issues are corrected, and
produce a summary report for the
Quality Assurance Committee of this
audit after the quarter is completed.
Education, corrected practice, and
initiation of monitoring process will be

FORM CMS-2567{02-89} Previous Versions Obsolete Event D: BEUN11

Faci

lity 13 WA19700 If continuation sheet Page 21 of 50




PRINTED: 07/08/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
505435 B WING 06/25/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1301 N HIGHLANDS PARKWAY
E
TACOMA LUTHERAN HOME TACOMA, WA 98406
X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION iX5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 311 | Continued From page 21 : F 311

immediately following the interview with Staff FF,
Staff EE reviewed the restorative schedule log for
Resident #8, and confirmed the resident did not

| like to wear splint (palm guard) and "refused most
of the time." Staff EE reported documentation of
Restorative activity was found in the computer
under the "task tab”.

Review of the Restorative documentation under
the "task tab” in the computer for 6/1/14-6/23/14
for Resident #8 documented the resident wore
the palm guard. Restorative docmentation did
not identify how many hours a day the resident
ware the palm guard or if and when the resident
declined o wear i.

On 6/20/14 at 9:48 a.m. Resident #8 was
observed to have bilateral hand contractures with
no splint device on left hand and again the same
on 6/23/14 at 10:25 a.m. The resident was able to
verbalize/show {raised 4 fingers on right hand)
that wears splints on hands 4 hours a day. Sthe
said wears "sometimes”. Resident was not able
to verbalize when those times were or how long,

| A review of the Progress Notes for "Nursing
Maintenance/Restorative Program Updatas” on
6/20/14 at 10:38 a.m. recorded the resident
continued passive range of motion {ROM) and
gentle stretch of left upper exiremity that were
done 6 times a week for approximately 15
minutes and wear palm guard up to 4 hours a
day.

Although Staff FF and Staff EE reported Resident
#8 often refused fo wear the palm guard,
documentation did not reflect reported history of
!refusals. Further review of chart notes did not i
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reveal documentation of staff interventions when
the resident refused to wear the palm guard or
reassessment to evaluate possible decline of
finger extension due to frequent refusals. The
record did not contain evidence staff reassesed
Resident #8 for possible addition of a wrist splint
as indicated in the care plan dated 1/2/14.
These failures placed the resident at risk for
fnctonal doo n ROMof e oxtemiy and F-315, $5-D, NO CATHETER,
function and well-being. PREVENT UTIL RESTORE BLADDER
F 315 483.25{(d) NO CATHETER, PREVENT UTI, F 315 . -
55=D RESTORE BLADDFER How will tk(?fﬂ()lhty correct the ]
deficiency as it relates to the resident?
Based on the resident's comprehensive Resident #195°s and Resident #217’s
assessment, the facility must ensure that a ~ candidacy for a toileting program were
resident who enters the facility without an assessed on 7/14/14. A scheduled
indwelling catheter is not catheterized uniess the toﬂeﬁng program was initiated for
resident's clinical condition demonstrates that Resident #195. Resident #217°s
cathgtgrtzatiqn was necessary,; anfd a resuderzt- toileting program was revised without
who is incontinent Qf bladder receives appropriate the need to change this resident’s room
freatment and services to prevent urinary fract ) . R
infections and to restore as much normal bladder . during the survey, which eliminated the
function as possible. resident’s concern about the timing of
the nursing assistants’ break times on
the current hall. This program was
This REQUIREMENT is not met as evidenced discussed with the resident who
by: consented to the times outlined in the
Based on observation, interview and record new schedule.
review the facility failed to maintain urinary status !
at the highest practicable level for 2 of 4 Sampled - .
Resideﬂ?s (#s F‘?95 & 217) reviewed for urinar;) H()fv the f .aal_lty .WIH ‘.mt ﬂ? protect
incontinence of the 30 residents who were residents in similar mmtt_ﬂnS? .
included in the Stage 2 review. This failure had Staff GG, the MDS Coordinator, will
| the potential to diminish restoration of normal receive a reminder to alert the Unit
bladder function and increasead risk for Manager when she identifies a decline
development of urinary fract infections. in a resident’s urinary status,
Event [ BEUNTY Facifity ID: WA14700 if continuation sheet Page 23 of 50
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‘| resident and if the times were implemented. The

| indicated continued compiaints regarding the

toilet upon rising and every two hours during
waking hours. Assist to the bathroom. Stand by
while she grabs the bar fo stand ... " The plan
faifed to identify toileting times most helpful to the

assessments indicated "no improvement" of
urinary incontinence and "continue the plan.”

On 6/20/14 at 1:30 p.m., during interview and
observation of the resident's toileting program,
she was assisted by two nursing aides (NAs) to
use a mechanical lift [sit-to-stand] to fransfer to
the toilet. The resident stated she was abie to
ambulate/stand until a fail in January 2014. She
frequently complained of being incontinent
because of the lack of assistance to toiflet when
she needed. She stated she stopped taking a
medication because she had to use the bathroom
too often as noted on a fax to the physician on
5/22/14 requesting the medication be
discontinued. She also stated there continued fo
be issues with the NAs who do not like helping
her as often as necessary because of her
size/weight.

Review of the nursing notes {NN) and additional
records dated 4/11/14: "Resident afleges that
when NA's were taking care of her ...one of them
complained the resident was too heavy/big to
move around in bed or get her up to the
commode ...". Anote dated 4/21/14 indicated:
"Restorative therapy ordered but they are
refuctant to start it because of the possibility of
hurting themselves...".

The NN's for January 2014 indicated the resident
was being foileted by one NA to use the bedside
commaode and incurred a fall. A June 2014 note
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F 3251 483.25(i) MAINTAIN NUTRITION STATUS
s5=D | UNLESS UNAVOIDABLE

Based on a resident's comprehensive
assessment, the facility must ensure that a
resident -

{1) Maintains acceptable parameters of nuiritional
status, such as body weight and protein levels,
unless the resident's clinical condition
dermonsirates that this is not possible; and
{2} Receives a therapeutic diet when there is a
nuiriticnal problem.

i This REQUIREMENT is not met as evidenced
by: ‘
Based on observation, interview and record
review it was determined the facility failed to
provide comprehensive nutritional services for 1

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES : 1o PROVIDER'S PLAN OF CORRECTION x5)
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F 3151 Continued From page 26 F 315
NA's not getting her up and not toileting her in a
timely manner. Staff notes dated 6/18/14 and
6/19/14 proposed a hall change and that one NA
might delay her break in order to toilet the
resident when needed. The care directive
indicated fo use "heavy wetter” briefs at night and i
did not mention the times for toileting that may be |
most helpful to the resident to maintain urinary
COﬂt}'nence/restore as much bladder function as F-325, $S=D, MAINTAIN
possible. NUTRITION STATUS UNLESS
Without accurate comprehensive and revised UNAVOIDABLE
care plans for maintaining the resident's urinary
continence, the resident continued to be at risk How will the facility correct the
for decline and diminished quality of life. deficiency as it relates to the resident?
Resident’s care guidelines were updated
See F 280. on 7/16/14 to include current level of
325/ feeding assistance. The resident #248

continues to require extensive assistance
with feeding, including hand over hand,
prompting, cuing and reminding,
Dietary assessment was completed on
6/25/14 with recommendations to
provide small cups at meals. Another
dietary assessment was completed on
7/8/14 once the resident was admitted to
hospice services. At that time, the
resident’s dietary goals were updated as
weilght maintenance was no longer an
appropriate goal. New resident’s dietary
goal is oral intake for pleasure and as
tolerated,

The definition of extensive assistance
with feeding was clarified with staff BB
and does not include 1:1 feeding
throughout mealtime.
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of 3 Sampled Residenis (#248) who had specific
dietary inlake needs and continued weight loss of
the 30 residents who were included in the Stage 2
review. This fzilure placed the resident at risk for
poor nutrition and continued weight loss.

Findings include:

The Minimum Data Set (MDS - an assessment
tool) Quarterly Assessment dated 4/9/14 lisis
diagnosis to include non-dementia Alzheimer's,
depression, memory loss, general muscle
weakness, dehydration, and delusional disorder.

Further record review reports Resident #248's
functional status with meals as extensive assist
with eating requiring cne (1} person physical
assist. Dentai issues were not identified in the
assessment.

The Resident Care Guidelines for nursing aids to
follow, located in the closet of the residents room,
dated last reviewed 1/16/14 lists the resident's
Eating/Feeding needs as "set-up and verbal
cueing". The guidelines did not reflecting the
“current assessment change on 4/9/14 the
resident required extensive assist with eating.

Review of Resident # 248 Care Plan dated
7/24{13 records the resident had nutritional
problems related to diet restrictions, mechanical
soft, poor appetite and weight loss. The goal was
to maintain adequate nutritional status as
evidenced by maintaining waight within 118+/- 5%
... and consuming at least 75% of all meals daily.
! One infervention was to report significant weight
Hloss: 3 pounds in 1 wesk.

- How the facility will act to protect

residents in similar situations?

Staff RR and DD will receive reminders
regarding the need to refer to residents’
care guidelines to determine the level of
assistance needed for feeding residents.
A reminder will also be provided for the
Speech Therapist who failed to
document that resident #248 was
assessed prior downgrading the diet.
Per policy, when referred by
physician/nursing, the registered
dietitian will complete thorough dietary
assessment as appropriate.

Measures the facility will take or the
systems if will alter to ensure that the
probiemt does not recur.

While this was an isolated occurrence,
the facility will revise the residents’ care
guidelines form to reflect levels of
eating/feeding assistance in a detailed
manner by August 8%, 2014.
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On 5/19/14 nursing reguested a speech therapist
evaiuate and treat the resident for refusing to
chew or eat any food but would drink liquids. The
reguest aiso stated the resident currently did not |
accept a mechanical soff diet and was losing
weight.

On 5/22/14 the speech therapist wrote a
telephone physician order for the following:
"discharge order for speech therapy evaluation
and treatment. May try diet texture downgrade
first 2° {secondary to) pts (patients)} cognitive
status and lack of dentition; if
agreeable-nursing/dietitian."

A dietary Note on 5/23/14 documents "received
RN consutt for possible downgrade of diet texture
212 resident refuses to chew foods but will drink.
SLP evaluation recommended diet downgrade.
Wt down 6% x 3 months, po intake 0-25% meost
meals.”

On 5/23/14 dietary staff wrote a physician
telephone order to change and downgrade
Resident #248 to a " full liguid plus diet”. The
resident’s record did not contain documented
report of the speech therapist's assessment.

On 6/20/14 at 9:07 a.m., Staff BB reviewed the
resident's record and reported the resident was
started on z full fiquid diet on 5/23/14. Sthe
expiained the assessment recorded the resident
refused solids, and with the recommendation of
speech therapy was placed on full liguid plus diet
{plus=designed to provide adequate nutritional
neads). Staff DD added, Resident #248 was also

performance to make sure that
solutions are sustained.

The registered dietitian or designee will
audit a random sample of residents’
charts to ensure that care guidelines for
eating/feeding are consistent with
residents’ care plans. The registered
dietitian or designee will ensure that any
identified inconsistencies are promptly
corrected, and will present the results of
the audit at the Quality Assurance
Committee at the end of this quarter.
Education, corrected practice, and
initiation of monitoring process will be
completed on or before 8/8/14.

{
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UU helped the resident during the meal. When
niot being helped, the resident sat in her chair at
the table and made no attempt to perform eating
on her own. The meal had several liquids, and a
Resource drink. With assistance of staff, the
resident ate about 75% of meal.

During an interview on 6/20/14 at 9.07 a.m., Staff
BB, said the resident’s intake had been 25-50%
the last few days, sometimes less than thai. S/he
was provided extensive assist with meals and
explained extensive assist was hand over hand
guidance and extensive support such as cutiing
food to bit size or cueing for chewing or
swallowing. This was the same as 1:1 assistance
with the expectation there would be a person who
stays with the resident throughout the meali.

On 6/24/14 during observations between 7:00 -
8:00 a.m., Resident #248 was observed sitting at
the dining room table with eyes closed. At 7:07
a.m. Staff UU began assisting the resident with
holding a cup of juice and the resident drank
without assistance. When offered hot cereal the
resident took a spoon full, moved it around on
tangue in mouth before swallowing. When offered
another spacnful, the resident shook head "no”,
and would not open his/her mouth. The resident’s
tray contained 2 smailer cups of juice and 2 larger
cups of health shake.

Staff UU handed the resident a large cup with
health shake, then left to assist another resident.
Resident #248 made several attempis fo {ift and
drink tiguids on own. S/he was able to lift the
small juice cups, but had difficulty titing the larger
cuips of healih shake {o her mouth to drink, At
7:22 a.m. and multiple times after, Staff UU,
placing the health shakes in hand before leaving
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again to assist another resident. Each time the
resident had difficully tilling the larger cup of
health shake to her mouth.

At 7:33 a.m. Staff DD sat with Resident #248 and
offered health shake, and supported the cup to
| help the resident to drink. Whife staff supported
the cup the resident was abie to drink some of
the heafth shake, encouraged and assisted
him/her to drink. With continuous assistance from
Staff DD, Resident #248 consumed most of the
liquids on the tray.

At 7:45 a.m. when asked how staff knew how
much assistance residents needed during meals,
Staff RR reported residents are observed to know
how to assist them. Residents were observed for
feeding difficuliies, sounds, cough and notify the
nurse if issuas were idendified. Staff RR further
explained 2-3 staff were assigned to the dining
room, one person for every 4 residents.

At 7:55 Staff DD reported Resident # 248 drank
almost 2 health shakes, juice, and water. She
stated she was surprised at how awake the
resident was during the meal. The resident's level §
of assist was varied. When she was asked how

i she knows level of assist for residents, she said it
| is by knowing the resident and looking around the
room. There was no documentation to guide
persons not familiar with residents about level of
assist needed. Neither staff reported the need to
review the resident’s care plans or resident care
guidelines for directions to identify how much
assistance Resident # 248 needed during dining.

RE-ASSESSMENTS

: A dietary assessment dated 6/25/14 indicated the
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residents food consumption varied between
0-50% with each meal. The Summary of the
Nutritional Diagnosis reported: "Inadequate oral
intake related to PO <50% at most meals as
evidenced by significant weight loss 12% x
180days.”

The speech evaluation was discontinued without
documentation to identify the resident was
assessed before downgrading the diet.

The record did net contain evidence staff timely
reassessed to determine all factors that may
have limited the resident's oral intake such as
amount of assistance needed from staff to
attempt {0 increase the resident's intake or if
smaller cup size would encourage the resident {o
self-feed more succassfully.

Resident #248 was identified by the facility to
have dietary intake needs and a gradual weight
loss trend followed by weekly weights. Though
the resident was identified to require extensive
assistance during the [ast three quarterly

- assessments, staff were unaware of the level of
assistance the resident required for meals. The
care plan did not reflect the amount of assistance
staff should provide during meais.

Review of the records did not contain a thorough,
detalled documentation {o fully and clearly
understand the various aspects of Resident
#248's care. On 5/21/14 staff recommended a
hospice referral due to the resident's declining
staius.

Failure to timely assess, monitor and reassess,
and/or to consistently provide the care planned
level of assistance with meals to ensure the
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resident received adequate intake, had the
potential to piace Resident #248 at risk for F-329, $S=D, DRUG REGIMEN IS
continued weight loss and declining health status. FREE FROM UNNECESSARY
F 329 483.25(1) DRUG REGIMEN IS FREE FROM F328| pruGs
$8=D | UNNECESSARY DRUGS How will the facility correct the

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
dupticate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above,

Based on a comprehensive assessment of a

resideni, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to freat a specific condition
as diagnosed and documented in the clinical
record; and residenis who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort fo discontinue these
drugs.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
raview the facility failed to ensure staff
adequately monitored and considered gradual
dose reductions of medications for 1 of 8

deficiency as it relaies to the resident?
Resident #143°s medication regimen
will be reviewed by the facility’s
pharmacy consultant for
recommendations related to this
resident’s drug regimen. Any
recommendations from the pharmacist
will be reported to the attending
physician and to the resident’s legal
representative. Implementation of the
recommendation will begin once
informed consent has been granted by
the resident’s legal representative. The
Unit Manager for the Dementia Unit
will update Resident #143°s monthly
psychoactive monitors.

How the facility will act to protect
residents in similar situations?

The Unit Manager will review/update
the monthly psychoactive monitors for
all other residents on the Dementia Unit,
where this problem was identified.

Measures the facility will take or the
systems it will alter to ensure that the
problem does not recur.

This isolated occurrence will not require
a system aiteration.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: BEUNT1

Facility 1ID: WA18700 If continuation sheet Page 34 of 50







PRINTED: 07/08/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
l STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
E AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

505435 5. wine 06/25/2014

NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

TACOMA LUTHERAN HOME 1301 N HIGHLANDS PARKWAY

TACOMA, WA 88406
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
i ' DEFICIENCY)
‘:
F 329 | Continued From page 35 F 329

being restless. There is documentation on the
May behavioral sheet the resident was
yelling/screaming one time and was restless once
in June. There was no evidence Resident #143's
other behaviors described ahove were being
monitored.

Resident 143's record was reviewed for evidence
| of psychoaciive medication monitoring. There
was no evidence of any monitoring for the last
nine months or attempts at possible dosage
reductions for the Seroquel and Clonazepam..

fn an interview on 6/20/14 at 12:12 p.m., Staff CC
stated Resident 143's psychotropic medications
were discussed at the quarterly care conference.
Staff CC was asked about the monthly monitoring
as outlined in the facility's policy and procedure.

1 Staff CC confirmed Resident 143 had not had a

| monthiy review monitoring the effectiveness of
the psychoactive medications,

Three care conferences (3/2014, 1/2014 and
10/2013) were reviewed. The care conferences
oniy discussed what medications Resident #143
was receiving, and lacked sufficient monitoring of
the medications.

Thare was no evidence the facility monitored the
use of the Seroquel and Clonazepam towards
therapeutic goals, monitored targeted behaviors,
assessment of interventions which were effective
in meeting the residents mood and behavioral
needs. Nor was there evidence of a gradual dose
reduction for these two medications placing this
resident at potential risk for receiving
unnecessary medications.

F 334 ; 483.25(n) INFLUENZA AND PNEUMOCOCCAL F 334
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S5=8 | IMMUNIZATIONS IMMUNIZATIONS

The faciity must develop policies and procedures
that ensure that —

(i} Before offering the influenza immunization,
each resident, or the resident's legal
representative receives education regarding the

How will the facility correct the
deficiency as it relates to the resident?
For every resident named (2, 12, 76 &
125) documentation of informed consent

benefits and potential side effects of the will be completed in the resident’s

immunization; record.

{ii} Each resident is offered an influenza

immunization Cctober 1 through March 31 How the facility will act to protect

annudlly, unless the immunization is medically ' residents in similar situations?

contraindicated or the resident has already been O Lo .
Audits of all other resident’s charts will

immunized during this time period;

(iii) The resident or the resident's legal
representative has the opportunity to refuse
immunization; and ‘

(iv) The resident's medical record includes

be done and missing documentation for
informed consent received during the
previous flu season will be completed.

documentation that indicates, at a minimum, the Measures the facility will take or the
foliowing: _ ) . systems it will alter to ensure that the

{A) That the resident or resident's legal problem does not recur.
representative was provided education regarding Education will be siven to all Unit
the benefits and potential side effecis of influenza Ménagers & Unis g oordinators

immunization; and

{B} That the resident either received the
influenza immunization or did not receive the
influenza immunization due to medical

regarding their responsibility to
document when informed consent is
received, education given including the

contraindications or refusal. ' Vaccine Information Statement and
person giving the consent and
The facility must develop policies and procedures relationship if not the resident.

that ensure thaf --

{i) Before offering the pneumococcal
immunization, each resident, or the residant's
legal representative receives education regarding
the benefits and potential side effects of the
immunization;

{it) Each resident is offered a pneumococcal
immunization, unless the immunization is i
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medically coniraindicated or the resident has
already been immunized;

{tii} The resident or the resident's legal

| representative has the opportunity to refuse
immunization; and

{iv) The resident's medical record includes
documentation that indicated, at a minimum, the
following: '

{A) That the resident or resident's legal
representafive was provided education regarding
the benefits and potentiai side effecis of -
pneumecoccal immunization; and

(B} That the resident either received the
pneumococeal immunization or did not receive
the pneumococcal immunization due to medical
contraindication or refusal.

(v) As an alternative, based on an assessment
and practitioner recommendation, a second
pneumococcal immunization may be given after 5
years following the first pneumococcal
immunization, unless medically contraindicated or
the resident or the resident's legal representative
refuses the second immunization.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review # was

| determined the facility failed to provide
documented evidence staff provided education of
risks and benefits prior to administration of flu
vaccines for 4 of 8 Sampled Residents (#s 2, 12,
76 & 125) who received the vaccine. This had the
potential to place these residents or their
surrogate decision makers from having
information necessary to make an informed
choice to determine if they wanted to acceptor |

F 334 How the facility plans to monitor its
performance to make sure that
solutions are sustained.

Infection Control nurse or designee will
audit informed consent and
resident/family education given during
flu season and quarterly for compliance.
Education, corrected practice, and
initiation of monitoring process will be
completed on or before 8/8/2014.

FORM CMS-2867(02-99) Previous Versions Obsolete Event I BEUN1T

Facility 1D: WA19700 if continuation sheet Page 38 of 50




PRINTED: 07/08/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULLDING COMPLETED
505435 B. WING 06/25/2014

STREET ADDRESS, CITY, STATE, ZIP CODE
1301 N HIGHLANDS PARKWAY

NAME OF PROVIDER OR SUPPLIER

TACOMA LUTHERAN HOME
' TACOMA, WA 984086
(x4) 1D SUMMARY STATEMENT OF DEFICIENGIES ! 0 PROVIDER'S PLAN OF CORRECTION 1 {xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
F 334 Continued From page 38 334

decline the vaccine.
Findings include:

On 6/19/14 at 2:19 p.m. Staff O reported
residents were provided flu immunizations during
the past fiu season beginning 10/1/13 through
3/31/14. Staff O reported residents or surrogate
decision makers were given a Flu Vaccine
Information Statement (VIS) sheet obtained from
the CDC (Centers for Disease Control and
Prevention.) Vaccine VIS sheets educate
regarding flu symptoms, potential complications
of the flu, when individuals should not get the
vaccine, risks and types of vaccine reactions and
specific potential side effects and benefits
associated with the vaccine.

Staff O also reported staff documented in
resident computerized records when they provide
a copy of the VIS and educate regarding risks
and benefits associated with the vaccine.

RESIDENT #12

Resident #12 resided in the facility during the
previcus flu season. Resident diagnoses
indicated in the most recent quarterly assessment
dated 6/14/13 inciuded cancer, anemig, a heart
condition and diabetes.

The assessment also identified the resident had
impaired vision and required large print to read
and had the ability to understand others.
Compuler records indicated staff obtained
consent and administered the vaccine on
10/10/13.

Resident #12's medical record did not contain
| evidence staff provided the VIS sheetin a large
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administering the flu vaccine.

On 6/20/14 &t 2:16 p.m. Staff | reported Resident
#76 was unable to make informed decisions on
own and a family member would have been
contacted regarding education prior to
administering the vaccine. The resident's record
did not contain evidence staff provided education
to the family member.

The facility Policy and Procedure titled “Influenza
Vaccination” stated "prior to the vaccination, the
resident (or resident's legal representative) will be
provided information and education regarding the
benefits and potential side effects of the influenza
vaccine."

On 6/24/14 at 7:33 a.m. Staff O reported staff
needed further training regarding how to
document provision of education provided prior o
administration of flu vaccines. \

RESIDENT #125

Resident #125 received the influenza vaccine on
10/10/13. !
There was no documenation in the medical.
record indicating the Vaccine Information Sheet
was given to the resident and/or healihcare
decision maker discussing the risk and benefits
of the vaccine.

In an interview on 6/20/14 at 9:15 a.m., Staff B
stated on 10/4/13 the Unit Manager gave the
informed consent to the family but did not “check”
the box in the computerized medical record
indicating the consenf was given. There was no
other supporting documentation in the medical
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record indicating the consent was given.
F 441 4853.65 INFECTION CONTROL, PREVENT F 441 F-441, SS=I, INFECTION CONTROL,
sS=£ | SPREAD, LINENS PREVENT SPREAD, LINENS

 » The facility must establish and maintain an H . .
; . . How will the facility correct the
infection Conirol Program designed to provide a deficiency as it relates to the resident?

safe, sanitary and comforiable environment and
to help prevent the development and transmission
of disease and infection.

Every staff member named (C, D, 17,
HH & NN) will be educated, counseled
with a written waming and care

{a) infection Confrol Program observed for compliance.

The facility must establish an Infection Control

Program under which it - How the facility will act to protect
{1) Investigates, conirols, and prevents infections residents in similar situations?

in the facility; .

(2) Decides what procedures, such as isolation, , Measures the facility will take or the

should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

systems it will alter to ensure that the
problem does not recur.
Education will be given to all nursing

(b) Preventing Spread of infection staff regarding their responsibility for
(1) When the infection Control Program hand washing before and after direct
determines that a resident needs isolation to contact with each resident during
prevent the spread of infection, the facility must mealtimes including washing hands
isolate the resident. o ' , before meals, after direct contact with
(2) The facility must prohibit employees with a residents, in-between residents when

cemmunicable disease or infected skin lesions

from direct contact with residents or their foed, if - : N .
direct contact will transmit the disease. preparing meal trays involving touching

(3) The facility must require staff 1o wash their food items or taking lids off cup. Will
hands after each direct resident contact for which continue yearly education related to
hand washing is indicated by accepted proper hand washing procedures.
professiconal practice.

feeding them, wearing gloves when

{c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

i
H
| i
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This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, it was
determined the facility failed to ensure 5 of 10
staff (Staff # C, D, JJ, HH, & NN) washed hands
according to accepted professional standards
before and after direct contact with each resident.
This failure placed residents at risk of infection,

Findings includa:

PACIFIC DINING ROOM

On 6/19/14 between 7:00 a.m. and 8:10 a.m.
during Pacific dining room observations, 10
residents were seated at three tables and noted
to be dependent on Nursing Assistant (NA) C and
£ to help them with some or alt of their meals.

Nursing Assistant C was ohserved to deliver
trays, cui resident food, feed residents, assist one
resident who was coughing, repiace clothing
protectors, take trays to the hall cart, return and
fouch residents at two of the three tables without
performing hand washing. Both NAC and D
continued fo rotate tables, wipe residents’ faces,
assist with food/drinking cups and use residents'
utensils without hand washing between direct
resident contact when moving from table {o table/
resident fo resident.

ALPINE DINING RGOM

Observations were made of the noon meal in the
Alpine dining room on 6/16/14 from 11:45 a.m.
untid 12:15 p.m.

AL 11:47 am., Staff JJd assisted a female resident
with her positioning by moving the wheelchair

performance to make sure that
sodutions are sustained.

Unit managers and Unit coordinators
will monitor mealtimes for staff
compliance. Infection Control nurse will
monitor staff during infection conirol
rounds for proper hand washing before
and after direct contact with each
resident. Audit results will be reviewed
by QA commiltee to assess the need for
further problem solving. Education,
corrected practice, and initiation of
monitoring process will be completed on
or before 8/8/2014.
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| positioned the resident back up to the {able. Staff
JJ then did the same action to a male resident.

rims. At 11:58 a.m., Staff JJ washed her hands.

Simitar observations were made on 6/20/14 from

Continued From page 43
away from the table, removed bath foot rests and

Staff JJ, without washing her hands, refrieved a
tray and remaved the lids of the cups, touching
the cup rims with her bare hands and delivered
the tray to a male resident. Staff JJ was then
observed, with the same contaminated hands,
assisting a female resident with her lunch tray by
touching the resident's sandwich, placing the
sandwich in the resident's left hand and rubbing
the resident's back. Staff JJ then proceeded, with
the same contaminated hands, retrieve ancther
tray, removed the cup Hds while touching the cup

7:52 - 8:12 a.m. with Staff HH.

In an interview on 6/20/14 at 11:04 a.m., Staff HH
was asked regarding what is her process when
she touches resident while serving food. Staff
HH stated she would wash her hands after she
touched a resident. Staff HH was made aware
this was not done during the breakfast
observation.

HALL

On 6/16/14 at 11:48 a.m., Staff NN was observed
celivering the hall trays on the 700 hall, Staff NN
removed a iray off of the cart, picked a glove up
off of the floor and walked into another resident's
reom to throw the used giove away. Staff NN,
with contaminated hands, proceeded to another
resident's room to deliver the food tray and then
was observed to wash his/her hands.

483.70(f) RESIDENT CALL SYSTEM -
ROOMS/TOILET/BATH

F 441

F 463
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i This REQUIREMENT is not met as evidenced

The nurses’ station must be equipped to receive
resident calls through a communication system
from resident rooms; and toilet and bathing
facilities.

by:

Based on observation, interview and record
review it was determined that the facility failed to
implement a system to systematicatly and
roufinely check call lights in each resident's room
and bathroom 1o ensure ¢all light malfunctions
were timely identified. As a result, the facility
failed to identify call lights for 3 Sampled
Residents (#s 67, 96 & 142) and in 1 of 3 Nursing
Units (Aipine Unit) was fully functional. Failure to
have a consistently functional communication
system had the potential {o place residents, staff
and visitors at risk to not receive timely
assistance when needed.

Findings include:

ALPINE UNIT
A call light check was dene on the Alpine unit on
6/16/14 from 4:00 - 4:30 p.m.

Roor 1101-1, the resident was not in the room.
The call light was wrapped around the light fixture
above the bed, wedged behind the dresser, was
not accessible and unable to aclivate.

Room 1102-2, the resident was not in the roocm.
The call light lit outside of the resident's roocm
(above the doorway), but there was no sound in
the hall or at the nursing station.
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SYSTEM — ROOMS/TOILET/BATY
How will the facility correct the
deficiency as it relates to the resident?
Call light buttons will be provided and
placed within reach for every resident,
excluding those on the Alpine Unit.
There, the call lights will remain coiled
above the beds and staff will be trained
to use the call light if they need
assistance, The call light system has
been repaired and reprogrammed so that
all call lights in resident
rooms/toilets/baths are fully operational.

How the facility will act to protect
residents in similar situations?

All call lights in the facility will be
checked to determine they are operating
properly. All staff in the Nursing,
Housekeeping, and Therapy
departments will be instructed to check
for accessible placement of call light
buttons for each resident when entering
and departing from resident
rooms/toilets/baths.

Measures the facility will take or the
systerns it will alter to ensure that the
problem does not recur.

Maintenance staff will daily check the
Nurse Station monitor panel for service
or error messages. Nursing staff will be
instructed to report call light
malfunctions on maintenance logs fo
request service.
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F 483 Continued From page 45 F 463| How the facility plans to monitor its
Room 1108-2, the resident was not in the room. performance to make sure that
The call light was coiled up, hanging down from solutions are sustained.
the wail, and nof accessible to the resident. The The Environmental Services Director or
call Iight lit outside of ‘the resi-der}t room, but did designee Wlll Con_duct aq Comp}ete audit
not sound at the nursing station. of all nurse call lights to create a base

line. Random audits will be conducted
monthly. The results of audits during the
next three months will be provided to
the Quality Assurance Committee. |

Resident 179's did not have a call light available
next {o his/her bed to be used.

In an interview at 4:04 p.m., Staff QO was asked

about Resident #179's call light. Staff QQ stated Education, corrected practice, and
the Resident had a bed afarm would sound if the mitiation of monitoring process will be
Resident needed assistance. completed on or before 8/8/14.

Simifar findings were found in the remaining 14
resident rooms.

in an interview at 4:15 p.m., Staff OO stated most
of the residents do not use their call lights to ask
for assist. Staff OO further statad, the
emergency bathroom caif fights do make an
audible noise, but not the call lights in the resident
rooms.

In an interview at 4:45 p.m., Staff KK was asked
how he/she asked for help when there was no
accessible call light in the resident's room. Staff
KK replied he/she would call aut for help, if
he/she was not able to leave the resident
unattended.

in an interview at 5:20 pm, Staff PP staied when
2 call light was activated, it would sound at the
nursing station (and pointed to a call light monitor
sitting on the nursing desk). The surveyor
activated a call fight and went back to the nursing
station, there was no sudibie socund noted.

At 5:49 p.m., Staff PP alerted the surveyor the : :
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call light monitoring system in the Alpine unit was
unplugged and was plugged back in and was
working properly.

RESIDENT # 96

On 6/16/14 at 5:45 p.m., Resident #36 was not in
the room. The surveyor activated the cali light
and the bathroom emergency light. The call light
did not sound or register at the nursing station,
but did tight outside of the Resident's room.

RESIDENT #142

On 6/16/14 at 5:45 p.m., Resident #142 was not
in the room. The surveyor activated the call light
and the bathroom emergency light. The call light
did not sound or register at the nursing station,
but did light outside of the Resident's room.

On 6/20/14 at 8:32 a.m., Resident #96 and
#142's call lights and bathroom emergency light
were checked. All three call lights did light
outside of the resident's room, but did not-sound
or register at the nursing station. It was chserved
the call light system at the Ocean nursing station
read "service" was required, and was not
registering any cail lights throughout the facility.

At 8:27 a.m., Sfaff‘} sleried the maintenance
department of the call light system not registering
at the Ocean nurses station.

in an interview on 6/23/14 at 8:00 a.m., Staff P
was asked about the call light system. Staff P
stated hefshe was not aware of Resident #67 call
tight not working prior to 6/16/14, but has since
fixed the call light when made aware on 6/16/14.
Staff P was aware Resident #36 and #142's call
lights were not sounding or registering at the
Ocean nursing station for about & month. Staff P
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{ Staff P was asked how he/she was made aware

stated the call lights in this room did not work due
to the facility was changing call lights systems.

of a resident's call light was not working. Staff P
responded, there was no system in place o
check the call lights on a routine basis, but staff
would netify him/her of any call light concerns.

In an interview at 10:00 a.m., Staff J stated the
current call light system did not alert the staff if a
call light was not functioning properly. Staff J was
asked what he/she does when there is g call light
concern. Staff J responded, hefshe is alerted by
the staff or through his/her own ebservation, and
if there was a concern hefshe notified Staff P right
away.

RESIDENT #67

On 6/19/14 at 832 Resident #67 satin a
wheelchair in room with legs on footrests facing
the bed. The residen{'s call light cord lay on the
floor behind the bed out of reach. The resident's
eyes were closed and did not respond when
spoken to. Staff were not present in the room at
this time.

On 6/16/14 at 4:10 p.m. Resident #67 satin a
wheelchair with a cali light placed on the
resident's lap. The resident did not respond when
asked if he/she could use the call light. When the
surveyor attempted to activate the call light it did
not register a light outside the room door or make
an audible sound at the nursing station,

During a second attempt to activate Resident
#57's call light on 6/16/14 at 5:10 p.m., again it
did not activate outside the room door or make an
audible tone at the nursing station.

At this time, Staff U confirmed Rasident #67 did

H
i
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not use the call tight. Staff U also reported when
residents could not use their call lights staff
conducted visual checks every 15 minutes and
anticipated their needs.

On 6/16/14 at approximately 6:25 p.m. the survey
team reported concerns related fo call lights not
functioning to Staff B before leaving the facility.

On 6/17/M14 at 1:52 p.m. the resident lay in bed
with the cali light clipped to a blanket that covered
the resident. The call light did not function during
an attempt to activate it

On 6/20/14 at 8:00 a.m. Maintenance Staff P
stated he did not know previously Resident #67's
call light did not work. Staff P reported an outside
company had been notified to complete repair to
the call light system and the resident's call light
now signaled at the nursing station but the repair
company sfill needed to reprogram the call light
system. '

6/20/14 at 8:20 a.m. Resident #67 fay in bed with
call light draped on the covers across the foot of
bed. The resident's call light did not light up
outside the room door. Staff T entered the room
at this time and moved the call light within the
resident’s reach.

On 6/24/14 at 9:33 a.m. Staff A reported call fights
that did not register a light outside the room door
or signal an sudible tone needed o be manually
identified and reported. Staff A did not know how
long Resident #67's call light did not work.

Later that marning at approximately 10:30 a.m,,
Administrative Staff A reported the facility
obtained assistance from an outside company o

F 463
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repair reported call ight concerns and further
work was need to repair Resident #67's rcom call
light.

On 6/24/14 at 9:00 a.m. Staff Q reported nursing
staff did not conduct routine maintenance checks
on call lights and thought "someone should.”
When asked how nursing staff knew if a call light
did not work, Staff Q reported the signal and
visual digital pad at the nursing station would
maintain an audible tone and not turn off.

On 6/24/14 at 9:07 a.m. Maintenance Staff P
reported staff needed to actually push the call
light to activate it in order to know if it did not
work. Staff P reported call light maifunctions did
not register at the nursing station and
maintenance relied on rursing to "pay attention
to that.

Staff P reported roufine maintenance checks
were not conducted on call lights addressed
congcerns only when reported by staff and work
orders were requested.

On 6/24/14 at 9:33 a.m. Staff A reporied nursing
staff were advised fo note call light malfunctions
on maintenance logs to request service.
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