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F 000 INITIAL COMMENTS 

This report is the result of an unannounced 
Abbreviated SUrVey-eonducted at Evergreen 
Nursing and Rehabilitation Center on April 3, 
2013. A sample of 4 current residents and 4 
dis~arged residents was selected from a. 
census of 98.. . .. 

. Th~ n;1I~~g 'oo~plai~ts were i~vestigated.· ". 
# 2776658 . . :'1':' : .' . '.' 

#2760774 
#2780766 
#2780785 
#2782198 

The survey was conducted by. 

_--__ R.N., B.S.N., Investigator 

.The Complaint Investi~ators were from: 

'Department of Social & Health Services . 
Aging & Long-Term SupPOrt Administration 
Division of· Residential Care Selvices, 
District 3. Unit C . 
P.O; Box 45819 . . 
Olympia, Washington 98504-581'9 
Telephone: 360;664~8420 
Fax; 360.664~8451 
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F 241, 483.15(a) DIGNITY AND RESPECT OF 
SS=D INDIVIDUALITY 

The facUity must prom~e care for residents in a 
manner and in an environment that maintains or 
enhances each resident's dign,ily and respect in 

\ full recognition of his or her individuality. 

, ' 

.. ' "ThiS"REQUIREMEtfr is not rnet.~ evidenced 
by: :'; , 

Based on observation', interview and record 
review the facility failed to 'promote and enhance 
dignity for 2 of 3 sampled residents (#2 & 3) 
reviewed for environment that maintains or 
enhances each ~i~nt's digJ)ity and respect in 
~nition of their individualitY. This failure' 
placed all residents at risk for reduced, quality of ' 
life. 

Findings include: 

All interviews took place 41312013. 

<Resident #2> 

'j Resident #2 was admitted to the facilify on 
_12 with diagnoses to include • 

J ' •• i ',. • ... 
2 • I of an 3 anda_._' 

ild __ Resident #2 was able to communicate, 
her needs to staff. 

The resident's Minimum Data Set CMOS), an 
assessment tool dated 1/10/13,·documented·the 

. resident was c6gnltively in'tact and,was 
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F241 - Dignity and Respect 

1. Residents #2 and #3 have been 
assessed for psychological harm 
and documentation reflects findings. 
Care plans have been updated with 
interventions as nceded, 

(X5) 
COUPl.ETlON, 

DAlE 

2. Residents with al1cgations in the last 30 
days have been reviewed for ' 
documentation ' ' 
o~ PS!chological harm and care plans updated " 
With Interventions as needed. 

3. Nursing and Social Service staffwill be 
re--educated on the need to monitor 
of psychosocial harm, Auditing of the 
documentation 
will occur during the center's clinical 
meeting processes to ensure documentation 
reflects .asses~mcnt. Care plans will be updated 
at that time Wlth any needcd interventions. 

4, The above audits will be 
reviewed by the lDT and trends 
identifled will be presented to the 
QPI meeting monthly x 3 months 

Date of Compliance: 04130/13 

DNS/ Admin, responsible for 
compliance. 
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F 241 Continued From page 2 
dependent on staff. She required extensive 
assistance of two staff persons for bed mobility. 
transfers. toiJeting and hygienic care. 

On 3124/13 at 2:30 p.m., ,a entry in the progress 
notes documented that Resident #2 was 
observed with_ in her brief. The facility 
determined that she was not checked or changed 
for ) r from the previous night snift. The 
progress note also doCumented Resident #2 was 
observed ·visiblyshaken and tearful.". , 

A fax to the phySician documented Resi.dent #2 
stated she "wasn't checked or changed since last 
ev.ening," The fax also documented the resident 
would be ·placed on alert at this time for ' 
psychosocial well- being;" 

The physician order for Resident #2 included to 
nave her psychosocial well-being monitored and 
for the licensi3d nurses to co-sign a 2 hour· 
check/change schedule every 2 hours to ensure 

'the "brief Check/change was being completed as 
the plan of care directed staff. . 

The facility care plannect included direction to the ' 
Iicerised nurses to co-sign the 2 hour check and 
changing program. Although there was a 
physician order to monitor the resident's 
pyscho-social reaction to the incident there was 
no evidence the facility developed implementation 
of nursing and social services care plan to ensure 
Resident #2's psychosocial ~II being was 
assessed or monitored to ensure harm did not 
occur .. 

Resident #2 was in her room and acknowleged. 
·there wer.e some ·problems" with her Care, her 
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F 241 "Continued From page 3 
move during the construction to another hall, and 
that the nursing assistants (NA) didn't know her 
as well as the NAs from her other wing. Resident 
#2 declined to elaoo'rate further on the I , 
InCident because she Wanted to remain residing 
in the facility . 

. Resident #2 would not make eye contact. and 
appeared upset When the investigator brought up 
the 2 r I incident, but would make eye 
contact When other issues (food service, shower 

. schedules) were discussed-

<Resident #3'>' 

Resident #3 was admitted to the facility on 
_12 with diagnoses to includ.e . , 
de; .' . .-., 0.' .,. r 
and i •. Residen\ #3 was able to 
communicate her needs to·staff. 

The resiclenfs MlnimllM Datp Set CMDS). an 
assessment tool dated 1/31/13, dOCumented the 
resident was cognitively. infact and required an 
extensive assist of two staff persons for bed 
mobiflty, transfers, toileting an~ hygienic' care .. 

On 3124f13 a person not associated with the 
facility reported they heard a staff member "yell at 
the resident to shut up," 

\ Resident #3 was In her room and. recalled the 
incident. She stated the NA spoke to her in an 
inappropriate' tone, but she did not feel she was 
abused. ReSident #3 stated the NA knew her 
routine well, an!:! that she did not know if the NA . 
was allowe~ ~ work With her. ever again. " . 
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F241 Continued From page 4 
Resident #3 stated the Director of Nursing 
Services (DNS) discussed the incident, but did 
not notify Resident #3 of the outcome of the 
facility investigation. 

Resident #3 stated she felt an emotional'"lpss" 
not having the NA, return to care for, or speak 
,with her, or by not being made aware of.the 
outcome of the incident. Resident #3 stated, she 
felt like she Was part of a "groupu with the 'NA.and 
two other named staff. 

The l'acllity incident report documented the 
. physician was notified with orders to monitor the 

reSident, and the facility action to the incidl!!nt was 
to be documented for 72 hours. 

The Mood and Behavior Symptom 
AssessmentlPlan of care, dated, 3124113, 
docu"!lented the incident where ~statJ were heard 
yelling at the resident to shut up." The goal ~ 
documented as, "resident will have no evidence 
of ps~, harm related to the- incidenl" The 
interventions were documented as "alert, SS 
(Social ~ervices) intervention, Lantern group" 
directing Social Services and nursing to provide, 
those interventions. 

On 3125/13 an entry on the facifity alert charti,ng 
book documented Resident #3's last name, her 

.- room number, and the reiilson as ')railing out/staff 
yelling/verbal abuse" as the reason the resident 
was on alert. The column Where it directed what 
shift to document was blank. 

Licensed Nurse (~N) A and Resident Care 
Manager (ReM) A stated the facility procedure is 
to chart every shift for 72 hou~ for what each 
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F 250 Continued From page 6 
All interviews took place 41312013 

<Resident #3> 

Resident #3 had diagnoses.to include 
r : 7 f~' and· i. The 
resident was cognitively intact and was 
dependent on staff for bed mobility, transfers, 
toileti~ anCil hygienic care. 

On 3124113 a person not associa~ with the 
facility reported they heard a staff member "yell at 
the resident to shut up." 

Resident #3 was in I'Ier room and recalled the 
incident. She stated the NA spoke to her in an 
inappropriate ~ne, but she did not feel she. was 
abused. Resident #3 stated the NA kn&w her 
routine well, and that she did not know if the NA 
was allowed to work with her ever again. 
Resident #3 stated she felt a "loss· not having the 
NA. or reaDy knowing the' outcome Of the incident 
as she felt like she was part of a "group" with the 
NA and two other named staff. 

Resident #3 stated In the past she had been ., 
offered to speak with someone in the past from 
the "Latem Group· but was not made aware of 
what services they provided for residents. 
Resident #3 indicated if there was someone to 
speak with in regards to.her feelings, frustrations 
and the new loss she experienced With the 
incident, she ~uld be in~rested. 

The facility incident report documented the 
, physician ~s notified with orders to monitor the 
resident, and the facility action to the' incident was 
documentation for 72 hours. 
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psychological adjustment 
difficulty/harm following an 
incident with a staff member. 
The resident will be documented 
on per facility policy and 
lllterventions put into place by 
the JOT to alleviate the 
residents emotional distress 
regarding the incident if 
indicated. 

4. Residents who have been 
identified as needing 
inLerventions for psychological 
adjustment following an 
incident with a stlff member 
will have their records reviewed 
by the lOT through the daily 
clinical meeting. 

Trends identified from the audits 
will be presented to the QPI 
comxnillce x 3 monrhs. 

Date of Compliance: 04130/13 

DNS/Admin. Responsible 
for compliance. 
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alert the resident is being monitored. 

The medical record was reviewed. There was no 
evidence of nursing or Social services 
documentation until 7 days later on 4/1/13, where 
the LN docUmented ReSident #3 as "upset due to 
favorite aide moved to different wing today.". 

There was no ~dence of any interventions 
offered to alleviate the residenfs emotional. 
distress regaming the incident. ~ 

Refer to F250 ,. 
F 250 483.15(g)(1) PROVISION OF MEDICALLY 
SS=q RELATED SOCIAL SERVICE 

The facility must provide medically-related social 
services to attain or maintain the highest . 
practicable physical, mental, and psychosocial 
well-being of each resident 

This REQUIREMENT is not met as evitlenced 
by: 
Based on interview and record review the facility 

failed to provide medically-related social,services 
to attain the highest- practicable mental arid 
psychOSocial ~II-being for 1 of 3 (#3) residents 
revIeWed for Psychological adjustment . 
difficulty/harm •• This failure placed Resid~nt 'Ij3 at 
risk for unrecognized depression andfor . 
wo.rser:ling depression. . 

Findings include: 
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1. Resident #3 has been a.qsessed 
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pSychosocial harmby Social Services. 
Care plan has been updated as needed. 

2. Residents who are at risk for 
suffering emotional distress 
following an incident will 
have their records reviewed 
to ensure there are interventions 
in offered to alleviate the 
residents emotional distress 
regarding the incident. 

3. Nursing and SOcUll Service 
staff will be rc-educated on 
assessing residents for 
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The Mood and Behavior Symptom 
AssessrrientIPlan of care, dated 3124113, 
documented the~nciden,t where "staff were heard 
yelling at the resident to shut up." The goal was 
documented "resident will have'no evidence of. 
psych harm related to the incident. n The 
interventions Were documented as "alert. SS 
(Social ~r.vices) intervention. lantern group" 
directing SOcial SeMces.and nursing to provide 
those interventions.' 

The medical record was reviewed. There was no 
eVidence of nursing or Social services . 
documentation untIl1 week'later on 4/1/13, where 
the LN dooumented Resident #3 as "upset due to 
favorite aide moved to different wi.ng today." 

There was no evidence of any 'interventions 
. offered to alleviate' the resident's emotional 
distress regarding. the in~dent 
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