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This report is the result of an unannounced
Abbreviated Survey conducted at Seattle Keirp
on OB/G2/2013. Asample of 5 residents were
selected from a census of 145

I The following compiaints were investigated as |
part of this survey: !

2847752

The survey was conducted by:

I N BSN

The surveyor is from;

Department of Social and Health Services
Aging & Disability Services Administration
Residential Care Services

20425 72nd. Ave. S, Suite 400

Kent WA 98032

Phone: (253) 234-6000
Fax: {253} 385-5070

Residential Care Services © Date '
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Any deficiency stalement ending with an asterisk () denotes a deficiency which the institution may be excused from correcting providing it is determinad that
other safeguards provide sufficient profection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosabie 80 days
following the date of survey whether or not @ plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
daye fellowing the date these documents are made availabie to the facility. If defisiencies are cited, an approved plan of corraction is requisite to continued
program participation. - .
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The assessment must accurately reflect the
resident's status.

A registered nurse must conduct or coordinate
gach assessment with the appropriate
participation of health professionals.

Aregistered nurse must sign and certify that the
assessmeant is completed.

Each individual who completes a portion of the
that portion of the assessment.

Under Medicare and Medicaid, an individual who
willfully 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 a material and false statement in a
resident assessment is subject to 2 civil money
penalty of not more than $5,000 for each
assessment.

Clinical disagreement does not constitute a
material and false statement.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and recordg
review, the facility falled to accurately assess, and

assessment must sign and certify the accuracy of |
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develop a plan of care for one resident (Resident | Accuracy/Coordination/
\ | v )
H#1) of & sampled residents who sufferad a fail. Certified

Faiiure to accurately assess for fall risk and
implement a plan of care for fall prevention Resident #1 remai
resulted in the Resident suffering a fall on e;z_ ent rf,maips @
0711512013 which resulted in bruising to his resident of the facility and
shoulder, ) has suffered no falis or

injuries since the fall on
Findings include: | 07/15/2013. Resident #1°s

] fall assessment has been
‘ updated to accurately
Resident #1 was admitted in 2012 with multiple reflect fall risk, The care
diagnoses inciuding mine vith m— plan and care directive have

e yperiensicn {hgh blood pressure), decreased been updated 1o accurately

cognitive ability, and I | - reflect the resident’s status.

I obiem resulting in NI The nursing assistant has
YT PT———— ;—f;e §e5|dent . been re-educated on the
also had a history of wandering and had a ' i o
"WanderGuard " alarm on his right wrist requirement of timely
reporting of a bruise and
On 08/02/2013 the Resident was observed other injuries to a licensed i
ambulating with a cane. He was noted to have o nurse. The nurses who ]
some foot drag on the ieft side and used the cane completed the fall

for stability with walking. He stated he has !
trouble walking from time tc time and that his faet ﬁ
just “slipped out from under me" .at the time of '

assessments on 05/06/2013
and 07/15/2013 have been

the fall on 07/15/2013. in-serviced on how to
- A accurately complete a fall
A review of the fall Investigation showed the assessment. All licensed

Resident suffered an cbservad fali on 07/15/2013 |
when he was in the dining room.  The Resident |
was assessed by the nurse after the fali and no

siaff has been in-serviced
on the updated facility fall

injuries were found. He was provided with a cans protocol. Direcior of
after the fail. Prior fo that, he was not using any Nursing and/or designee is
assistive devices. respensible for complance.

On 07/20/2013, the Resident's wife came to visit
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nim and found a large bruise méasuring 14X13
CM (centimeters) on his right shoulder. The sta¥

1 was not aware of this bruise. The facility

investigation showed that ons of the CNA
(certified nursing assistant) staff found the bruise
but did not report it to the nurse.

In an interview with Staff A, the Director of
Nursing on 08/02/2013 at 01:00 PM, she
acknowiedged the facility utilizes a "Fall Risk
Assessment” form to assess for fafi fisk. The
assessment done for Resident #1 on 05/06/2013
revealed a fall assessment score of 3. Per the
form, the resident is considered nigh risk for falls
with a score of 10 or greater. A review of the
documentation on this form revealed the
Resident was not accurately assessed. The
Resident had & history of wandering and
decreased muscular coordination. He was on
four medications (insulin, metformin, losartan,
and chiorthaliding) which had the potential to
cause low blood glucose levels and low blood
pressure. The Resident also had three or more
medical diagnoses that placed him at risk for

falls. Had the fali risk assessment been accurate, !

his fall score would have been 14, which wouid
have placed him at high risk for falls. On
07/18/2013 foliowing the fall event, he was
assessed for fall risk with a score of 5, which
again did not include the medications,
coordination, wandering, and medical canditions
which would have made him high risk for falls.

The Resident's plan of care was revised after the
fall and he was provided with 2 cane for
ambulation assistance. Staff A provided the
Resident's care plan dated 07/31/2013. Review of
the care plan revealed the Resident was to have
a mat to the floor, bed afarm, wheelchair alarm,

%

‘ C
05438 b e 08/02/2013
WNAME OF PROVIDER OF SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 16097 EAST VESLER way
SEATTLE KEIRG o
. SEATTLE, WA 98122
X410 SUMMARY STATERENT-OF DEFICIENCIES | i | FROVIDER'S PLAN OF CORRECTION |, | 5
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
Tae REGULATORY OR LSC IDENTIFYING INFORMATION) TaG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
| | |
F 278 Continued From page 3 i F 278 esia %iifi
b= ]

FORM CMS-2667(02-98) Previcus Versions Obsoicte

Event ID: oMTP 11

Facility 1 WAZ5200

i continuation sheet Page 4 of 5




PRINTED. 08/0%/2014%
FORM APPROVED
OME NO. 0838-0329

E ; , ES
CENTERS FOR MEU C F’c E, t/IF:DW“HL ::;E:.T" ES

DEFICIENGIES ;\/ ) PROVIDERISUPBLIE P
LAN OF CORRECTION IDENTIFICATION MUkIE

(21 MULTIPLE CONSTRUCTION

(X2 DATE SBURVEY
COMPLETED

high low bed, and bed in low position. On
08/02/2013, these interventions were not

Care Directive dated 05/09/2013 was found
inside the Resident's closat,

Resident had a recent fall. There was no

07/31/2013.

Staff A and Staff B, the Administrator, both

how staff know about the residents they are

not up to date,

care based on that assessment placed the
Resident at risk for falls and injury.

observed to have been implemented. The CNA

The Care Directive
indicated that he required 2 cane for ambulation/
mobility. There was no information on the form
indicating & diagnosis of diabetes or high blood
pressure. There was no information related to
the use of the Wanderguard or the fact that the

information related i the other fall interventions
that were listed on the updated care plan dated

On 08/02/2013 at 01:00 PM, in an interview with

verified that Resident #1's fall 2ssessments had
not been accurate. Both acknowiedged that the
Resident would have been at high risk for falls if
the assessment had been accurate. When asked

caring for, Staff A stated they get this information
in report. When asked if the CNA care directive
is part of the care plan and is a too! for the CNA
staff to use o know the needs of the residents,
She acknowledged care directives were part of
the care plan and the Resident's plan of care was

Failure to accurately assess the Resident for fall
risk and to formulate a comprehensive plan of

I,
i
| A BUILDING
C &
I 506428 B WING O8/02/2013
NAME GF PROVIDER OR SUPFLIER STREET ADDRESES, CITY E ZIFCODE |
1601 EAST YESLER V\!AY
EATTLE KEIRO ‘ Y
SEATTLE, WA 88122
. (KaYID SUMIMARY ETATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION ()
" PREFIX (EACH DEFICIENCY MUST BE PRECEDERD BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCORY OR LEC IDENTIFYING INFORIMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| . DEFICIENCY)
F 278 | Continued From page 4 F 278 leslagln

FORM CMS-2567(02-89) Previous Versions Obsolete

Event 1D eMTR 11

Facilizy 1D: WA25200

If continuation sheet Page 50f 5




