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F O~OINITIAL COMMENTS. 

This report is the-result of an unannou~ced 
Abbreviated Survey conducted at Evergreen 
Nursing and Rehabilitation Geflier on ~arch 21, 
:2013. A sample of 4curre~t rQSidentsand 1 
discharged resid_~nt was:'seleCt'ed frOm' a census 
of 109. . . 

\ 
\ 

The foUowing oomplaints;were investigated. 
#2771922 
#2767872 
#2773500 
#2773119 
#2772765 

The survey was. conducted by: 
) 

••••• .- R.N., B.S.N.. Investigator 

I 

The Complaint Invest1gat~ were from: 

Department of Social & Health ~iCeS 
Agi!19 &: Dlsabmty Service!) Adtrii,nistration 
Residential-Care SerVices, 
District 3, Unit C . 
P.O. Box 45819 
O1ympia, Washington 9850~5819 
TelePhone: 360.664.8420 
. Fax: 360.664.8451 
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'F 309 483.25 PROVIDE CARE/SERVICES FOR 
5$=0 HIGHEST WELL BEING 

Each resident mU$~ receive and the faoility must 
, provide the necessary care, $nd serviCes to attain 

or maintain the highest practicable physical, 
mental, and psychosocial well-being;' in 
~dCotdan~ withthe comprehensive assessment 
and plan of care~ 

ThisREQUI~EMENT is not met as evidenced 
by: 

Based on observ~ion, interview apd repord 
review, th~ faqiUty faDed to toc:msure restdents 
r~iVed the.neb.essary ¢lare ~nd setVi(,es to 
attain orma'intaJ'nthehjghe$fleve1 of phySIcal, 
mental and psyohosociaf well.oein§ faT 20f 3 
r~idents (#1 & 2) whenas~ssmentS were not 
·CQfTlpl~~.~er fcill irt.cidents in acoordaAOe with, 
faCility protocol and physiCiandiredieinegarding· 
l\1eurOlqgical checks. ThesefaHures placed 
'reSidentS at risk for not' havjng their needs' being " 
met \ 

Findings include: 

<Resident #1 > 
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1. Resi1kmt II 1 has di~harged 
from the facility. 
Resident #2 experienced 
no negative outcome from 
from this event. 

2. Residents who have experienced 
falls in the last 14 days have 
had their records reviewed 
for completion of Neurological 
Assessments and Pain 
Assessments if indicated. 

3. Nursing staff will be re-educated 
On completion of Neurological 
Assessments and Neurological' 
Flowsheets following facility 
Policy as well as documentation 
and Physician notification of 
changes in pain following an 
event. 

(X5) 
COMPlETION 

. DATE' 

4. Residents who have been identified 
as needing Neurological 
Assessments and Neurological 
Flowsheets completed will be 
audited by the IDT through the daily :_ 

JasonY
Highlight
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F 309 Continued From page 2 
assessment tool, dated 212211 a documented 
Resident #1. require~ an extensive assist of one . 
pe(l;on for transfers, dressing, eatil)9, and 
requirect two persons for toUeting and hygienic 
care. 

On 3113/13 at 11:40. a.m., a mirsing Progress 
notedQcumented the Licensed Nurse A (LN),was 
calied, into Re5id~nt #1 's roqm when a theraPY 
staff ,person heard the resident catlingout and 
was found on the floor. 'R~sident #1 had 
sustained an injury to his head and'shin. 

The.tacility medical qirector, ncit the resident~s 
primary rJhysician who managed flieresident's 
care since he was admitted to thefacirJty,was' 
documented 'as being notifledand ordered 
neurological checks to be performed per facilitY 
policy, to monitor the resident's injuries and a 
dressing for open areas. 

The facility protocOl after residents' had fallen and 
. sustained an injury to the head, was to do a ' 
. Neurological Assessment. The facility . 
Neurological ~essmerit Ftowsheet direoted 
nursing staff to do a AeurolQ§lical,assessrrient 
every 15 minutes x 4Jimes until stable, then 
every 30 minutes x 41im~SJ untli stable then, j 

every 1 hour x 4 hours until stable, then every 4 
hours x 4 times then ev~ 8 hours. The, nursing 
staff were to doCUment the resideilt1s vital signs, 
... ~., .. _, including if the of each f3ye were 
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The ID't"Will reviewttmdents 
pain records for changes in reSidents 
pain level and ensure physician 
notification as well as nursing 
interventions to alleviate the pain 
through the daily clinical meeting 
until pain is controlled. 
Results of these audits will be 
reviewed by the IDT and trends 
iden~ed will be presented to the QPI 
meetmg monthly x 3 months. 

IDTIDNSI Admin responsible for 
compliance. 

Date of Compliance: 04/30/13 

/ 
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staff had performed the neurological ass~ssment 
thoroughly as directed. 

A Pain data collection and assessment form 
dated ~/13113, documented Resi,dent #1 's current 
condition that might be associ~ted with pain was 
a (blOOd filled areabeQe~th the' skin) 
to the forehead, a laceration to his :Ieft shin, and 
. 'there was a pr;evious hiStory of fractures. 

Resident #1 was documented ~s not having any 
limitations in his day to dayactlvities for the past 
5 days because of pain or difficulty sleeplAg. 

Resident #1 's documented ~xpected level of pain 
was 0 (none),snd that it was "extremely 
irilportal1t" 'to him to completely eliminate his pain; 

Resident #1 verbalized his' pain as a "2" on a 
verbal numeric pain scare (0-10, 0 defined as no 
pain, and 1 0 being ,the "most intense pain 
imaginable"), a secol1d pain scale, the ( 

, . Wong-Baker Face Scale, a series of 6 drawn 
faces that ranged from the face' smiling; to a faGe 
crying; each with a numerical value underneath it. 
The smUingface was a 0(" no hurt ") and the 
crying face was a 10 (" hurts wOr$t ")" The , , 
directions documented to ~ve the resident to 
point to the appropriate face and explain the 
numerical value underneath it Resident #1' was 
documented as a "2" (hurts little bit), although 
Resident #1 was blind. 
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doculJlented, "Resident usually does not' , 
complain of pain. Fell-hematorna lo.foreheadand 
laceration' to leftlower jeg. Gave i . . mg 
which seems to helped. Resident satisfied with 
cUlTentpain medication orders which isprn (as 
needed) " 

On 3/14/13 at10~0 a.m., aPtogress note 
dOCUri1ented-"fall with tnjuIY, resident campl~ned 
of pain x 1." There,was nocevidlitnce the resident 
had any further assessment of, thatpaln,9r if.any 
nursing interventions were provided to alleviate 
'that pain although IN A had done Resident #1's' 
pain assessment the daY,prior where he . 
verbatizedit was eKtremety Important to him not 

. to have any pain. 

At 7:00 p.m" Resident #1 rated his p,ain as 5 out ' 
of 10, and was given j. which was . 
documented as being "helpful" but no further 
numerical v8lueWasglv~n or description ,of pam 
·relief level. 

On 3i15/13 at 12:00p.m.', the re~dentwasgiven 
TyleT;l01.650 rng for complaints of pain rated as 5· 
Olitof 10. 

At 8:00 p.m., it was documented Resident #1 
refused to e~t. At 10:00 p.m., the resident 
complained ofpain ra,ted as 5, out pf 10 and was 
given j I. again. The effectiveness of the 

. medication ~s not documented, althoughUlis 

;:~l3ij.g;.~~-~·')~~t·.··. 
_.' ... _ ·1 __ _ - :.;.;, .... - .•. 
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F 309 Continued From page 5 
On 3/16/13, at 3:40 a.m., the resident was found 
.Viithout a pulse or respiration, and was ' 

There was no evidence Resident #1'$ ,\ 
neurological assessments were completed 
thoroughly as the facility protocol and form 
directed staff to 'do, the resident's physician Wets. 
tu~tified6f his' increase of pain-from a' level ' '" 
documented after the bead injury as a "2" ' to a 
"S" in the'24 hours after his injurious faU that 
'continued until he.. " 

<Resident #2> 

Resident #2 was admitted to the facility on 
_132 with diagnoses to inClude , 
~=~'2 ., (walk), a history of falls and _ 

The resident's Minimum Data Set (MDS). an 
assessment'Qol, dated 3/6/13~ocumented 
~esident #2, required an extensive assist of one 
.person for hygienic cares, dressing and required 

~ two persOns for toileting, transfers and lO:iletihg; 
Resident #2 was documented as moderateJy 
impaired'in his decision making wfth known 
memory~eficits. 

, On 3/7/13 at 4:15, p.m .• Resident #2 was 
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101.5 Fahrenheit (F). The physician was notified 
by fax. Orders were received to monitor the 
resident for, the next 72 hours. 

The facility protocol after residents had fallen and 
sustained an injury to the head, was to do a 
INE~urc)log~caIAssessment The facility ,. 

Na1LlrollogilC<. al·.Assessment Flowsheet directed 
'nursing sta~·to dp a n~ro1ogi~1 ass~sr:t:ler:lt 
every 15 minutes x 4 times until staQie, then. 
every 30 minutes x 4 times .. until tUsblethan, 
every 1 hOUf x 4 hours until stable, then every 4 
hours x 4 times then every 8 hours. It direQted the 
. nursing staff to document the resident's vital 
signs, pupils, including if the pupil of each'eye 
\Vere equal and reactiVe to light. Motor functi9n 
'Was'to be documented after assessing hand .' 
grasps and all extremities, level ofconsciti)usness 
and the resident's pain response was to be 
documented. . 

There was no documentation to show the· staff 
hadperforlned tne neurological assessmen( 
thoroughly as tile form directed which was facility 
protoCol. 

Record review revealed' Resident #2 had had 
three previous f~lIs since .J,anuary 201,3, where 
the resident had struck hish~ad'requiring 
neurological monitoring :per the facility protocol 
and a tota1 of 9 faUs-since his admission to the 
facility. There was'no evidence the facility had 
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SS=D HAZARDS/SUPERVISIONIDEVJCES 

The facility must ensure that the resident i 

environment remains as free of accident hazards 
as is posslbJe; and each resident receives. 
adequate sUJjervisionand'aS$istance devices to 
prevent accidents. 

, 
This HEQUIREMENT is not met as evidenced 
by: '. 
Based on observation, interview and record 

review, the facility failed to provide sufficient 
supervision, monitoring 'CitRd interventions to 
prevent falls lOr 1 .of 3 residentS (#2) reviewed for 
accidents and incidents. This failure placed 
residents at risk for continued accidents that 
could cause harm. - . 

Findings include: 

<Resident #2> 

Re~ident #2 was admitted to the'facllity on I' 

~32 With. diagna.ses to include' •• " 
. t . !. )(walk), a history offalfsand •• 

The resident's MirtimUrtl Data Set (MDS); an 
.. tool.,' . '. 
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1. Resident #1 e~ no decline in 
condition or cbang..e ~'his ADL' s as 
a result of this event. 

! 2. R 'd est ents who have been identified as a 
Fall. risk by a fall assessment will have 
. therr Care Plans reviewed to ensure 
mterventions are in place to reduce 
the resident's risk of falling. 

.3. Nursing staffwill be inserviced on 
identifying residents who are at risk 
~or falls and initiating individualized 
m.tervemions that will reduce the 
res~t risk of falling. 

--.~:::,- =~i';_-~- - _. 

; .... ." . 

::~i,~~t~i.:.~~~~:,;c~" .c ••. 
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short term memory deficits. 

. Resident #2's FalVlnjury Asse~sment Prevention 
and Management Plan of Care documented 
Residerit#2 had prior falls on 9/11/12,10/4/12, 
10/23/12,1215/12,1/2113,2124/13 and 313113. 

Resident #2's care planned fall prevention' 
nUfsmg interventions were documented. 01'1 the 
care plan far the resident td' haVe non-skid socks, 
n~urologlcal checks perprotaqOl; therapy consult 
by nursing referral, encOuraging the rSsident-to 
keep. briefs in dresser, rerrroval of the resident's 
cane from his room, reminding the resident to 
lock his wheelchair brakes when getting up and 
re-orienting the resident tOhi~, room and call light. 

On 317/13 'at 4:15 p.m., R~'std~nt #2 was 
observed in his room pushing a wheelohak 
baqkwards wh~n it tipped. toward the resident and 
he feU onto the floor Striking· his head, At the time 
of the fall, the resident's vital signs were taken 
and he was found with injuries,tohi~.head and 
left f()rearm. The physician was notified. by,fax. 
Orders were received to monitor the resident for 
the next 72 hours. 

:The facility protocot after residents had fallen and 
sustaine<fan injury to the head, was to do a 
Neurological Asses.sment. Tlie facillty 
Neurological" Assessment. Flowsheet dirett~ 

staff tQ:d,o.a neurological assessment 
until . tlJ~n __ ,~_, 
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4. R.esidem who have ~ identi6Cd ' 
as having a fall will ba~ their Care 
Plans audited by the IDT to ~e 
Completion of their Neurological 
Assessments and individual 
Interventions have been added to 
their Plan of Care to reduce the 
risk of further falls. 
Trends identified from the audits 
will be presented to the QPI 
committee x 3 months. 

IDTIDNSI Admin responsible for 
compliance. 

Date of compli1mce: 04/30/13 
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F323 Continued From page 9 F 323 
were equal anq reactive to light. Mqtor function 
was' to be documented after asseSsing hand 
,grasps al')d all extremities, level·of consciousness 
and the resident's pain response was to be 
documented. . 

Licensed Nurse (LN) B, Resident Care Manager 
(RCM) A: the AsSistant .DIrector of Nursing 
(AONS). and the Director of Nursing'Serviqes . 
(DNS) ,Stated the facility prOtoCQl forl1eurofogical 
checks was to follow the form ~nd·continue 
neurological 'checks for 72 hours: 

There was rio documE,'tntation to Show the staff 
had performed the neur~logical as~essme~t .. I 
thgroughly as the form directed which was'facllity 
protocdJ: 

The care planned intervention after the fall on 
3/7/13 to prevent Mure falls was documented as 
"Frequent visual chepk while in room." . 

There was no direction tolhe staff what was 
considered "frequent" or docUmentation 10 show 
"frequent" checks were done. .. 

RCM B stated the intervention was not specific 
and coufd not be assess~as effective in 
prevention of falls. 

RecOrd review revealed Residentl#2 had had a 
total ~bf niAefalis since his admission to the 

of falls he 

'. 
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interventions to prevent further falls. 

Reside.nt#2 was knoWn tohave' altered cognition, 
thought processes and impaired memory and a 
previous fall history. The care planned nurSing 
interventions tOJ>revent ,Resident #2 from falling 
were not individualized to the resident's abilities 
or sufficient to prevent falls. 
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