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o Published on CMS.gov website 
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Residential Care Services 

The Aging and Lop.g-Term Support Administration's Residential Care.Services Division is 
i'esponsible to protect and promote the health, safety, and well-being of individuals who are 
vulnerable.and residing in Washin_gton State's 3,700 facilities statewide. These include adult 
family homes, assisted living facilities, nursing homes, intennediate care facilities fo1· 
individuals with int~llectua1 disabilities, certified residentiaVsupp01ted living progr~s, and 
enhanced services facilities. 

Residenti~l Care Services provides comprehensive regulatory.oversight, licensing, and . 
ce1tification of facilities. This includes investigating complaints and conducting timely 
surveys and enforcement activities related to facility/provider practice. These essential 
functions are perf01med using state and/or federal regulations; and in partnership with the 
entities including the Department of Health, the· Washington State Long-term Care Ombuds 
PrO'gram, Law Enforcement, Adult Protective Services, and the Attorney General's Office. 

A professional team, comprised of over 300 nurse·s, ·social workers and managers conduct the 
in-person surveys/inspections, while delivering detailed rep01ts outlining any deficiencies in 
practice ·and enforcement for Residential Cary Services. At the forefront of staff inte~·actions.is 
to transf01m lives by promoting choice, independence, and safety through innovative services. 

To reinforce a strong community safety network, Residential Care Services also relies on help 
. froin clients/residents, families, providers, Tribes, stakeholders and advocacy groups. 

For more information on the Residential Care Services Division, please visit 
https://www.dshs.Wa.gov/altsa/residentiaI~care-services/residential-care-services. 
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Complaint Reporters 

B.fia.~ 
~ ~ ~ 
Provider 

~ 
~ 

Public Family 
Members 

~ 
Calls or contacts the RCS Complaint 

Resolution Unit (CRU) with concern or 
incident 

The facility may remedy the enforcement 
action with a plan of correction. Follow-up 
visits by are made to ensure that regulation 
violations are corrected and the provider is 

back in compliance 

• Q 
Back in 

Compliance 

RCS Complaint Reporting & Investigation 

The Complaint Resolution Unit (CRU} hotline 1-800-562-6078 receives and prioritizes complaints regarding 
provider practice, including suspected abuse or neglect in long-term care settings including adult family 

homes, assisted living facilities, nursing homes, intermediate care facilities for individuals with intellectual 
disabilities, and certified residential/supported living programs. 

CRU Staff triage complaint and it may be 
assigned to the district field office for 

investigation 

J) Ur 
Tri~e 

Depending on the nature and severity of the• reported issue, reports may be referred 
to law enforcement, state professional licensing boards, Medicaid Fraud, Adult 

Protective Services or other state agencies. 

If a v iolation is found, RCS may take 
enforcement action that ranges from imposing 

a monetary fine to revoking the license or 
certification. 

U .1 
ID. ..... ,. .. ' 

............. w 
V10lation 

Complaint Investigation is conducted by 
RCS staff at the facility 

JJ • ~ -

When an invest igation is conducted, RCS 
checks for compliance with specific 

regulations that govern licensed/ certified 
providers. Regulations address many 

important areas, but not a II issues that 
impact a resident are potential regulatory 

violations . 

~ 



Residential Care Services Licensing Overview 

Residential Care Services is responsible for licensing and regulating over 3,600 long-term care residential providers/facilities in Washington State, 

including nursing homes (NHs), assisted living facilities (ALFs), and adult family homes (AFHs). RCS also certifies Intermediate Care Facilities for 

Individuals with Intellectual Disabilities (ICFs/llD) and certified residential/supported living providers. RCS conducts quality assurance activities to 

ensure residents are protected from abuse, neglect and exploitation through surveys, licensing and certification inspections. 

•Providers are required to 
provide care to residents 
that is safe, appropriate and 
promotes their well-being. 

•Providers are required to be 
in compliance with 
regulations and standards at 
all times. 

•Providers are required to 
comply with federa l, state 

and local laws, including 
Department rules. 

• Providers are required to 
provide care to residents 

that is safe, appropriate and 
promotes their well-being. 

• Providers are ultimately 
responsible for the day to 
day operations of each 
certified/licensed 
home/facility and for the 
health, safety and well-being 
of each resident. 
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fact Sheet: P1·ogrart1s and initiatives 

Understanding the Licensing Process 

Overview Under state law, RCS is responsible for licensing and regnlating over 3,600 
long-term care residential providers/facilities in Washington state, including 
nursing homes (NHs), assisted living facilities (ALFs), adult family homes 
(AFHs) and enhanced services facilities (ESFs). RCS also certifies Intermediate 
Care Facilities for Persons with Intellectual Disabilities (ICFs/IID) and certified 
community residential services and support (CCRSS) providers. 

All licensed applicants undergo a thorough process that includes: 
• Criminal background checks on all applicants and on individuals affiliated with 

an applicant who will have unsupervised access to residents. Individuals 
identified with disqualifying crimes will not be able to work unsupervised with 
vulnerable people. For CCRSS, out-of-state background checks are conducted 
for those who have lived outside of Washington state within the past 3 years. In 
ALFs and AFHs, a national fingerprint-based background check is also required 
for certain individuals. 

• Financial assessments to determine whether the applicant has enough funding 
available to operate the business so residents get the highest of care in the safest 
setting. These assessments also include a review of Master Business License 
records, Secretary of State records and IRS records. 

• Review of complaints received from DSHS or the state Department of Health 
(DOH) to identify issues of concern about the applicant; 

• Review of the status of the applicant's professional license, such as a registered 
nursing license, to check for actions taken against the license by DOH; 

• Review of compliance history to dete1mine if the applicant has been a 
previously licensed provider and his or her historical compliance with state 
licensing requirements; 

• Verification that applicants have completed required courses and training; 
• Ensuring that the provider/caregivers have completed required education and 

training; 
• Verification that applicants have met the minimum hours of successful direct . . . 

careg1vmg experience; 

• On-site inspections conducted to ensure facilities/homes are in compliance with 
licensing requirements; 

• Reviews by DOH and the State Fire Marshal of the structural and fire safety of 
NHs and ALFs; 

• Ce1tification approval from the federal Centers for Medicare and Medicaid 
Services to allow nursing homes to care for Medicare or Medicaid clients. 

Information Contact 
Bett Schlemmer, Office Chief of Field Operations 

Division of Residential Care Services 
Phone: (360) 725-2404; Email: bett.schlemmer@dshs.wa.gov 

www.altsa.dshs.wa.gov 
2015 
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Eligibility 

Authority 

Budget 

Rates 

Fiscal Year 
Cost/Numbers 
Served 
Partners 

Oversight 

DSHS is given statutory direction in RCW 43.20B.ll0(2) to charge fees that 
" ... shall be based on, but shall not exceed, the cost to the department for licensure of 
the class of activity or class of activities and may include costs of necessary 
inspection." 

These fees, in combination with state and federal money, pay for state staff to 
perform the required quality asurance activities. Without this revenue, RCS could 
not maintain the staffing necessaiy to cany out these critical activities. The annual 
licensing for nursing homes, assisted living facilties, adult family homes and 
enhanced services facilities may fluctuate each year and are established in the state 
Omnibus Appropriations Act. 

NIA 

Chapter 388-76 WAC - Adult Family Homes 
Chapter 388-78A WAC -Assisted Living Facilities 
Chapter 388-97 WAC - Nursing Homes 
Chapter 388-107 WAC- Enhanced Services Facilities 
Chapter 388-101 WAC- Ce1tified Community Residential Services and Support 

NIA 

NIA 

NIA 

Degartment of Health, Construction Review 
State Fire Marshal 

Inspections are done before the facility/home is licensed. The physical structure is 
reviewed, along with a review of policies and procedures in place to meet residents' 
physical, medical and emotional needs. Some of the licensing activities done during 
inspections include observation of care delivery, transfers, toileting, watching 
assistance given during dining, interviews of residents, families, and staff and 
attending activities with residents. RCS will conduct subsequent inspections if 
problems are identified that require on~site validation of corrections. 

Information Contact 
Bett Schlemmer, Office Chief of Field Operations 

Division of Residential Care Services 
Phone: (360) 725-2404; Email: bett.schlemmer@dshs.wa.gov 

www.altsa.dshs.wa.gov 
2015 
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360 Quality Assurance 
Overview Residential Care Services (RCS) received 24 month funding ( expiring in March 

2016) for 6 FTEs from a Centers for Medicare and Medicaid Services (CMS) 
community living grant in order to develop and implement a structured, 
comprehensive quality assurance management system. 

This is the first time RCS has ever had a formal division-wide quality assurance 
system. The development of this system is critical in accomplishing the mission 
of promoting excellence in RCS. The QA unit is aligned with RCS' objective to 
have a fair, consistent, and efficient regulatory system that promotes positive 
outcomes. Continuous quality improvement of core processes and services 
ensure quality care and life for individuals residing in licensed and certified 
settings. 

The goals of the unit are to: 

• 

• 

• 

• 

• 

Join with our staff and system partners to create opportunities for positive 
program and system change. 
Implement accountability review mechanisms and a universal tool to ensure 
the services provided by the Division are in compliance and consistent with 
federal, state, and agency rules and regulations. 
Develop and deploy essential Quality Assurance tools and Proficiency 
Improvement Plans. 
Schedule and conduct periodic conformance audits of the quality 
management tools and reports. 
Establish effective Quality Assurance benchmarks to ensure robust risk 
management to address potential problems before they occur. 

QA 360 Unit began its first audit cycle in March 2015. QA 360 successes to 
date are as follows: 
• Conducted nursing home Statement of Deficiencies review and audited 

ASPEN tracking system data to identify if Statement of Deficiencies were 
mailed out on time (within 10 days). 

• Conducted audits of adult family home and assisted living facility to review 
SODS to determine if they met the Principles of Documentation (POD) 
standards and to determine if SODs were mailed timely. 

• Conducted a review of Adult Family Home licensing files to determine if 
Criminal Background checks were done during licensed home inspections. 

• Conducted a comprehensive hands-on review of AFH licensing inspections 

Information Contact 
Delores Usea, QA Nurse Manager 

Division of Residential Care Services 

Phone: (360) 485-7893; Email: delores.usea@dshs.wa.gov 
2015 
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Eligibility 
Requirements 

Authority 

Budget 

Rates 

Partners 

Oversight 

files to dete1mine iflicensors followed SOPs related to licensing inspections. 

• Conducted an audit in the ICF-IID program to determine if surveys were 
timely and the SOD was done according the Principles of documentation 
standards. 

• Conducted an audit and re-audit of the Quality Review SOP . 

• Completed RCS' first Customer Service Feedback Initiative . 

Residential Care Services and external stakeholders will benefit from this unit's 
quality assurance activities. Ultimately, residents who live in our licensed and 
certified long-term care settings will also benefit by ensuring the services. 
provided by the division are in compliance with federal, state and agency rules 
and regulations. An ongoing Quality Assurance Unit will be dedicated to 
consistent, measurable quality assurance practices, increased risk management 
practices, and independent internal reviews to ensure state performance 
measures and CMS expectations around quality management are consistently 
met. The QA unit will continue to implement accountability review mechanisms 
and monitor proficiency improvement plans to prevent the recurrence of repeat 
audit findings. 
NIA 

A project proposal for the implementation of a comprehensive quality assurance 
program was submitted and approved by the Centers for Medicare and Medicaid 
Services (CMS). The grant monies received to fund the Quality Assurance Unit 
are part of a larger federal grant managed by the Home and Community Services 
(HCS) Division through the Roads to Community Living Program. Funding is 
for six staff for two years at $720,000 per fiscal year. 
NIA 

360 QA will work with each provider association, as well as consumer advocacy 
groups such as Long-Term Care Ombuds. We are also partnering with Qualis 
Health to exchange information and enhance the quality of life for our Nursing 
Home Residents . 

NIA 

Information Contact 
Delores Usea, QA Nurse Manager 

Division of Residential Care Services 
Phone: (360) 485-7893; Email: delores.usea@dshs.wa.gov 

2015 
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Nursing Homes 
Overview 

Eligibility 

Authority 

The Department of Social and Health Services (DSHS) Aging and Long-Term 
Support Administration (ALTSA) licenses nursing facilities. A nursing facility 
(NF), or nursing home, provides 24-hour supervised nursing care, personal care, 
therapy, nutrition management, organized activities, social services, room, 
board, and laundry. The majority are privately-owned businesses. 

Staff 
The 2015 legislature passed Substitute House Bill 1274 that will require nursing 
homes beginning July 1, 2016 to provide a minimum of3.4 hours per resident 
per day for direct care. Direct care is defined as registered nurses, licensed 
practical nurses and certified nursing assistants. Nursing assistants must meet the 
requirements in WAC 388-97-1660 (2). 

Resident Rights 
Rights oflong-term care residents are found in Chapter 70.129 RCW, including 
the right to exercise reasonable control over life decisions in a safe, clean, 
comfortable, and homelike environment. They also have a right to choose to 
participate and engage in religious, political, civic, recreatiorial, and other social 
activities that foster self-worth and erihance quality oflife. 

Choosing a Nursing Facility 
It's important to thoroughly examine a facility's options to assure it is right for your 
needs. There are cunently 230 nursing facilities in Washington state. These nursing 
facilities can be compared in a variety of ways, including the quality of care 
provided. One comparison tool is available on the national Medicare website at: 
http://www.medicare.gov/NursingHomeCompare/search.aspx, along with a Guide to 
Choosing a Nursing Home. Washington state has also launched a consumer-friendly 
website at: https :/ /www.dshs.wa.gov/ altsa/residential-care-services/long-tenn-care
residential-options to assist consumers in making informed decisions about long-te1m 
care Reports for surveys (inspections) completed January 1, 2013 thereafter and 
complaint investigations that result in a citation are available online upon 
completion. 

Adults who meet certain medical criteria, typically with chronic care needs or 
disabilities that require 24-hour nursing care. 

Chapter 388-97 WAC 

Information Contact 
Amy Abbott, NH Policy Program Manager 

Division of Residential Care Services 
Phone: (360) 725-2581 Email: amy.abbott@dshs.wa.gov 

www.altsa.dshs.wa.gov 
2015 
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Rates 

Partners 

Oversight 

FY14 Expenditures: $8.SM 

For people with limited income and resources, Medicaid uses both state and federal 
money to help pay for nursing facility care. The state bases payment rates on the care 
needs of the individual. Medicare pays for a minimal amount of nursing facility 
care. People who are veterans, or related to veterans, may qualify to have care paid 
for through the Veterans Administration. Each facility determines the amount that 
they will charge private pay residents. Private pay rates may differ. 

Long-Term Care Ombuds Program 
Leading -Age 
Washington Pioneer Network 
Washington Health Care Association 

NFs are inspected to ensure that they meet minimum care and safety 
requirements specified in law and rule. Facility licensing/certification surveys 
are one of numerous quality assurance activities that occur in NFs. On average, 
all nursing facilities are surveyed annually and this may include surveys 
conducted during both regular hours and off-hours. The on-site survey includes 
observation ofresident activities and care, resident interviews, and review of 
resident records. 

Information Contact 
Amy Abbott, NH Policy Program Manager 

Division of Residential Care Services 
Phone: (360) 725-2581 Einail: amy.abbott@dshs.wa.gov 

www.altsa.dshs.wa.gov 
2015 
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Adult Family Homes 
Overview 

Eligibility 

Authority 

Budget 

Adult Family Homes (AFHs) are regular residential homes licensed to care for 
two to six residents. The homes are private small businesses and provide the 
residents with a room, meals, laundry, supervision, assistance with activities of 
daily living, and personal care. Some provide nursing or other special care and 
services. 

Room and board, care and services vary depending on provider qualifications and 
resident needs. Providers are required to have enough staffing to meet the needs of 
each resident. 

Residents may receive home health services or delegated nursing care while in 
the AFH. Staff who have credentials of Nursing Assistant Certified or 
Registered, or Certified Home Care Aides may receive training to perfo1m some 
nursing tasks, such as glucometer testing or medication administration. 

The diversity of AFHs can satisfy different resident preferences. The AFH may be 
run by a family with children, a single person, or a couple. The AFH may also hire 
other employees. Some AFHs allow pets. In some homes, multiple languages may be 
spoken. AFH residents have the right to exercise reasonable control over life 
decisions. See http://www.altsa.dshs.wa.gov/Professional/afh/AFHinfo.htm for 
additional inf01mation on Resident Rights. 

In 2012, new law went into effect regarding long-term care worker training, 
which included increased training and certification requirements and national 
fingerprint-based background checks. With specialty training, providers can 
care for people with developmental disabilities, dementia, or mental illness. All 
AFH providers are required to respect resident rights and preferences, as well as 
provide a safe and healthy environment. 

All AFH providers and staff are required to report suspected abuse, neglect, or 
financial exploitation of residents. 

AFHs are available to anyone over age 18 requiring support and supervision. 
Residents can pay privately or be funded tlu·ough DSHS. 

Chagter 388-76 WAC and Cha12ter 70.128 RCW. 

FY14 Expenditures: $5.4M 

Information Contact 
Sherise Baltazar, Program Manager 

Residential Care Services Division 

Phone: {360} 725-3204;sherise.baltazar@dshs.wa.gov;www.altsa.dshs.wa.gov 
2015 
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Partners 

Oversight 

For the care of Medicaid residents, the Department pays contracted homes using 
a resident need-focused system based on seventeen levels of resident care and 
adjusted for geographic location. Each facility determines th.e amount that they 
will charge private pay residents. Private pay rates may differ. 

Washington State Residential Care Council (WSRCC) 
AFHs United 
Disability Rights WA (DRW) 
Long Term Care Ombuds 

These provider advocacy groups provide member education and legislative 
representation. 

AFHs are required, by law, to be inspected at least eve1y 18 months in addition to 
inspections associated with any complaint investigations. If a home is not in 
compliance with licensing requirements, DSHS enforcement actions ranging from 
civil fines to license revocation to refe1rnl of criminal allegations to law enforcement. 
Registered Nurse Complaint Investigators investigate provider practice complaints. 
Follow-up visits are made to ensure that regnlation violations are corrected and do 
not continue. 

Information Contact 
Sherise Baltazar, Program Manager 

Residential Care Services Division 
Phone: {360) 725-3204;sherise.baltazar@dshs.wa.gov;www.altsa.dshs.wa.gov 

2015 
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Assisted Living Facilities 
Overview An assisted living facility (ALF), formerly called a boarding home, is a community 

setting licensed by DSHS to care for seven or more residents. There are currently 
over 500 ALFs in WA state. The majority are privately-owned businesses. ALFs 
provide housing, basic services and assume general responsibility for the safety and 
well-being of the resident. The majority ofresidents pay for their care privately. 

ALFs allow residents to live an independent lifestyle in a community setting while 
receiving necessary services from staff. ALFs can vary in size and ownership from a 
family-operated 7-bed facility to a 150-bed facility operated by a large national 
corporation. Some ALFs provide intermittent nursing services or may serve 
residents with mental health needs, developmental disabilities, or dementia. 

ALFs that have a Medicaid contract with ALTSA provide one or more of the 
following service packages: 

Assisted Living: 
• Private apartments, with an emphasis on privacy, independence, and personal 

choice 
• Inte1mittent nursing services must be provided 
• Help with medication administration and personal care 

Adult Residential Care (ARC) 
• Medication assistance and personal care 
• Residents may need/receive limited supervision 

Enhanced Adult Residential Care (EARC) 
• Help with medication administt·ation and personal care 
• No more than two people will share a room 
• Intermittent nursing care must be provided 
• Specialized dementia care - requires competitive bid & available funding 

The ALTSA website features a facility locator, which enables a search by county, zip 
code, and specialty care type. Also featured online are numerous publications, such 
as the Guide to Choosing Care (DSHS 22-270X), which includes practical tips on 
how to find a facility, questions you should ask, and steps that should be taken prior 
to placing a loved one in any setting. 

ALFs must ensure staff are trained to meet the needs of cmTent residents. Newly
hired direct care workers (now called long-term care workers) must complete 75 
hours of training, become certified as home care aides and complete 12 hours of 
continuing education per year. 

Information Contact 
Jeanette Childress, Program Manager, RCS Program, Policy Development & Training Unit 

Phone: (360) 725-2591 Email:childik@dshs.wa.gov;www.altsa.dshs.wa.gov 
2015 
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Oversight 

Individuals as characterized in WAC 388-78A-2050, typically ambulatory and 
not requiring frequent presence/evaluation of a registered nurse. 

Chapter 388-78A WAC - Licensing Rules 

Chapter 388-110 WAC - Contracted Residential Care Services 

Chapter 388-112 WAC - Residential Long-Teim Care Services 

Chapter 18.20 RCW - Licensing Statute 

Chapter 70.129 RCW - L TC Resident Rights Statute 

Chapter 74.34 RCW - Abuse of Vulnerable Adults 

FY14 Expenditures: $4M 

For the care of Medicaid residents, the Department pays contracted homes using 
a resident need-focused system based on seventeen levels ofresident care and 
adjusted for geographic location. Each facility determines the amount that they 
will charge private pay residents. Private pay rates may differ. 

Washington Health Care Association (WHCA) 
Leading Age 
State Long-Te1m Care Ombuds Program 
Department of Health Construction Review 
State Fire Marshal's Office 

All ALF staff are required, by law, to repmt suspected abuse or neglect of a 
resident. The Department offers training for these mandatory repo1ters. 
Specially-trained Department employees investigate complaints. Follow-up 
visits are made to ensure that regulatory violations do not continue. 

ALFs are required, by law, to be inspected at least every eighteen months, in 
addition to inspections associated with complaint investigations. If a home is 
not in compliance with licensing requirements, DSHS enforcement actions range 
from civil fines to license revocation to referral of criminal allegations to law 
enforcement. 

Information Contact 
Jeanette Childress, Program Manager, RCS Program, Policy Development & Training Unit 

Phone: (3601 725-2591 Email:childjk@dshs.wa.gov;www.altsa.dshs.wa.gov 
2015 
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Enhanced Services Facilities 
Overview 

Eligibility 
Requirements 

The Washington State Legislature developed Enhanced Services Facilities (ESF) 
in order to provide a community placement option for individuals whose 
complicated personal care and behavioral challenges do not rise to a level that 
requires an institutional setting. Rather than extended and unnecessary stays in 
State Hospitals for residents who are not eligible for inpatient psychiatric 
treatment, residents who have been assessed as discharge ready can be placed in 
anESF. 

The Legislature authorized the Aging and Long-Tenn Support Administration to 
develop this new category oflicensed residential facilities under Chapter 70.97 
RCW. ESFs will support moves from State Hospitals for people who are ready 
for discharge but would not othe1wise have a community placement without this 
level of service. 

Enhanced Services Facilities use staffing ratios and behavioral and 
environmental interventions to serve individuals who are no longer receiving 
active treatment at a state psychiatric hospital. These facilities offer behavioral 
health, personal care services and nursing, a combination that is not generally 
provided in other licensed long-tenn care settings. 

The general eligibility requirements for ESF residents are individuals who are at 
least eighteen years old and require daily care by, or under the supervision of, a 
mental health professional, chemical dependency professional, or nurse; or 
assistance with tluee or more activities of daily living. 

In addition to the requirements above, the individual must have a mental 
disorder and/or chemical dependency disorder, organic or traumatic brain injury, 
or cognitive impairment that results in symptoms or behaviors requiring 
supervision and facility services. 

Eligible individuals are those who do not meet the requirements for active 
treatment at a state hospital, but have not found appropriate placement in other 
community settings due to: self-endangering behaviors that are frequent or 
difficult to manage; intrnsive behaviors that put residents or staff at risk; 
complex medication needs which include psychotropic medications; a history of, 
or likelihood of, unsuccessful placements in other licensed facilities; a history of 
frequent or protracted mental health hospitalizations; and/or a histmy of offenses 
against a person or felony offenses that created substantial damage to property. 

Information Contact 
Claudia Baetge, ESF Policy Program Manager 

Division of Residential Care Services 
Phone: (360) 725-2589 Email:claudia.baetge@dshs.wa.gov;www.altsa.dshs.wa.gov 

2015 
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Facilities are regulated by Residential Care Services under RCW 70.97 and 
Chapter 388-107 WAC. Pmis of Chapters 70.96A, 71.05, 10.77, 11.88 RCW and 
Chapter 388-112 WAC also apply to ESFs. 

Regulation of this program is supported by state funds as well as facility 
licensing fees. ESF residents can be either Medicaid-suppmied or private pay. 

The Department is authorized to establish license fees sufficient to cover the cost of 
licensing and enforcement ofESFs. 
Western State Hospital 
Eastern State Hospital 
Depmiment of Health Construction Review Services 
State Fire Marshal's Office 
Long-Term Care Ombuds Program 

Residential Care Services is authorized to license and regulate ESFs in 
accordance with Chapter 70.97 WAC and applicable WAC. 

Department of Health Construction Review Services reviews facilities for 
compliance with rules as they relate to structural safety prior to licensing and 
when providers make changes to the building. 

The State Fire Marshal's Office inspects each facility on an armual basis in 
accordance with the fire life safety code. 

Information Contact 
Claudia Baetge, ESF Policy Program Manager 

Division of Residential Care Services 
Phone: (360) 725-2589 Email:claudia.baetge@dshs.wa.gov;www.altsa.dshs.wa.gov 

2015 
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Certified Community Residential Services & Support 
Overview Supported living means instruction, suppmis, and services provided to eligible 

clients by service providers, enabling clients to remain living in the community. 
These may include: (1) Supported living services; (2) Group home services;· or 
(3) Services provided in a group training home. 

Certified Group Home: A community-based licensed and ce1iified residential 
program where the provider, who contracts with the Department of Social & Health 
Services (DSHS), Developmental Disabilities Administration (DDA) to provide 
residential services, owns or leases the facility. The majority are privately-owned 
businesses. The homes vary in size, serving from 4 to 10 clients. 

Residential Care Services (RCS) licenses the home as either an Assisted Living 
Facility or an Adult Family Home, and certifies the group home through a separate 
process. This suppmis the provision of services at the levels required by the DDA 
contract. 

Room and board expenses are included in the rate paid by DDA and the clients 
pmiicipate toward their cost of care. DDA contracts with these providers to provide 
24-hour supervision. 

Certified Supported Living Services: Residential services provided to DDA 
clients living in their own homes in the community, which are owned, rented, or 
leased by the clients or their legal representatives. DDA contracts with 
individuals a11d agencies to provide these services. Providers who offer these 
services are certified by RCS. Supported living offers instructions a11d suppmis 
which may vary from a few hours per month to 24 hours of one-on-one support 
per day. Clients pay for their own rent, food, and other personal expenses. 
DDA pays for residential services provided to clients under Department contract 
at the contracted rate. 

Crisis Diversion Services: DDA typically offers these services to clients who 
show a serious decline in mental functioning that puts them at risk of psychiatric 
hospitalization. 

Community Protection Supported Living Services: Provided to clients who 
meet the DDA community protection eligibility requirements. The program 
provides 24-hour supervision in a structured, therapeutic environment for 
persons with community protection issues, in order for the clients to live safely 

Information Contact 
Nicole Vreeland, Field Manager 

Division of Residential Care Services 
Phone: (360) 725-3218 Email:nicole.vreeland@dshs.wa.gov;www.altsa.dshs.wa.gov 
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Eligibility 

Authority 

Budget 

Partners 

Oversight 

and successfully in the community without re-offending, while minimizing the 
risk to public safety. 

Group Training Homes: 24-hour supervision, full-time care, h·eatment and 
training for adults with developmental disabilities. Operated on a non-profit 
basis by a person, association or corporation. Room and board expenses are 
included in the rate paid by DDA and the clients participate toward their cost of 
care. Also known as "Epton Act Homes", the Group Training Home model was 
created by legislation drafted in the early 1970's. There are only two Group 
Training Homes in the state. 
NIA 

ChaQter 388-101 WAC 

FY14 Expenditures: $900,000 

Disability Rights WA 
The ARC of Washington 
Washington State Developmental Disabilities Council 
Community Residential Services Association 
Community Protection Providers' Association 

RCS perfo1ms regulatory compliance inspections at least every two years and 
investigates complaints related to provider practice concerns. Follow-up visits 
are made to ensure that regulatory violations have been corrected and the 
provider is back in compliance with WAC 388-101. If a report is substantiated, 
DSHS may take enforcement actions, such as termination of program 
certification. 

Information Contact 
Nicole Vreeland, Field Manager 

Division of Residential Care Services 
Phone: {360) 725-3218 Email:nicole.vreeland@dshs.wa.gov;www.altsa.dshs.wa.gov 
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f'act Sheet: Prog:rm,1s and Initiatives 

Complaint Resolution Unit Hotline 1-800-562-6078 
Overview 

Eligibility 
Requirements 

Authority 

Budget 

Partners 

Oversight 

The Complaint Resolution Unit (CRU) hotline 1-800-562-6078 receives and 
prioritizes complaints regarding provider practice, including suspected abuse or 
neglect in long-tenn care settings including adult family homes, assisted living 
facilities, nursing homes, intermediate care facilities for individuals with intellectual 
disabilities, enhanced services facilities and certified residential/supported living 
programs. The hotline is available 24 hours a day, seven days a week. Public 
callers may choose to speak to a live representative and remain anonymous. CRU 
staff return calls Monday through Friday between 8 a.m. and 4:30 p.m. 

The CRU does not replace 911. If you, or someone you know, is experiencing a 
life-threatening emergency, call 911. 

The CRU hotline is available to the public and facilities. Facilities are mandated 
reporters and are required to report specific types of incidents. 

Chapter 74.34 RCW 

FY14 Expenditures: $1.6M 

Depending on the nature and severity of the repmied issue, reports may be referred to 
law enforcement, state professional licensing boards, Medicaid Fraud, Adult 
Protective Services or other state agencies. 

The Long-Term Care Ombuds advocates for the rights of vulnerable adults in long-
term care facilities Ombuds help residents and their families to address concerns 
with facility owners and administrators. For an ombuds in your area, call 
1-800-562-6028 or visit htto://www.waombudsman.org/. 

Reports are documented in the CRU intake system, triaged, and may be assigned to 
the regional field office for investigation. When an investigation is conducted, RCS 
checks for compliance with specific regulations that govern licensed/certified 
providers. Regulations address many important areas, but not all issues that impact a 
resident are potential regulatory violations. If a violation is found, RCS may take 
enforcement action that ranges from imposing a monetary fine to revoking the 
license or certification. 

Information Contact 
Loida Baniqued, Headquarters Operations Office Chief 

Division of Residential Care Services 
Phone: (360) 725-2405 Email: loida.baniqued@dshs.wa.gov 
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Overview of the Washington State Long Term Care Ombudsman Progrmn 

Prepared by Patricia Hunter October 16, 2015 (LTCOP Director) 

The Washington State Long-Term Cm-e Ombudsman Program (LTCOP) has served under 
federal and state law since 1972 as an advocate and provider of direct referral and assistance to 
residents in long-term care facilities: nursing homes, assisted living facilities, and adult family 
homes. The Program also serves residents who live in Washington State's Veterans Homes and 
in the nursing home sections of Residential Habilitation Centers (RHCs). Initially the LTCOP 
was housed within the Washington State Department of Health and Human Services, but in 1989 
in order to provide the Ombuds and the Program greater independence, the State Legislature 
removed the program from DSHS and located it in a private, non-profit organization. 

The Ombudsman Program was initiated in 1972 as a Public Health Service demonstration project 
in response to concerns about poor quality of care in nursing homes. IN 1978 Congress amended 
the Older Americans Act to require each state to develop a Long-Term Care Ombudsman 
Program. The Act was reauthorized in 1992, and again in 2000, each time with provision to 
continue the program. 

The role of the LTCOP is to assist residents and advocate for improved quality oflife and care. 
This is done through providing infmmation and education materials to residents ( and their 
fmnilies) about their rights and long-term care services, to identify and resolve complaints made 
by or on behalf of residents, and to intervene in problem situations on behalf of consumers, 
residents, and their families involving the long term care delivery system. The authority of the 
LTCOP is set forth in RCW 43.190 and WAC 365-18. 

The Om buds is required to investigate complaints brought by or on behalf of LTC residents, 
including complaints relating to the appointment and activities of guardians. 42 USCA § 3058g. 
The Ombuds must also represent the interests of L TC residents before gove1mnental agencies 
and seek remedies to protect them. 42 USCA § 3058g, RCW 43.190.065. More broadly, the 
LTC Ombuds is required to provide analysis, recommend changes, facilitate public comment, 
and monitor the implementation of federal and state laws and government actions that affect 
LTC residents. 42 USC§ 3058g(a)(3), RCW 43.190.065. 



Nursing Homes - Centers for Medicare & Medicaid Services 

CMS.gov 
Centers for Medicare & Medicaid Services 

Home > Medicare > Survey & Certification - Certification & Compliance > Nursing Homes 

Nursing Homes 

This page provides basic information about being certified as a Medicare and/or Medicaid nursing home provider and 

includes links to applicable laws, regulations, and compliance informaUon. Below !n the downloads section, we also 

provide you related nursing home reports, compendia, and the list of special focus facilities (i.e., nursing homes with a 

record of poor survey (inspection) performance on which CMS focuses extra attention). 

Skilled nursing facilities (SNFs) and nursing facilities (NFs) are required to be in compliance with the requirements in 42 

CFR Part 483, Subpart 8, to receive payment under the Medicare or Medicaid programs. To certify a SNF or NF, a 

state surveyor completes at least a life Safety Code (LSC) survey, and a Standard Survey. 

SNF/NF surveys are not announced to the facility. States conduct standard surveys and complete them on consecutive 

workdays, whenever possible. They may be conducted at any time including weekends, 24 hours a day. \1\/hen 

standard surveys begin at times beyond the business hours of 8:00 a.m. to 6:00 p.m., or begin on a Saturday or 

Sunday, the entrance conference and initial tour should is modified in recognition of the residents' activity (e.g., sleep, 

religious services) and types and numbers of staff available upon entry. 

The State has the responsibility for certifying a skilled nursing facility's or nursing facility's compliance or 

noncompliance, except in the case of State-operated facilities. However, the Slate's certification for a skilled nursing 

facility is subject lo CMS' approval. "Certification of compliance" means that a facility's compliance with Federal 

participation requirements is ascertained. In addition to certifying a facility's compliance or noncompliance, the State 

recommends appropriate enforcement actions to the State Medicaid agency for Medicaid and to the regional office for 

Medicare. 

Toe CMS regional office determines a facility's eligibility to participate in the Medicare program based on the State's 

certification of compliance and a facility's compliance with civil rights requirements. 

The following entities are responsible.for surveying and certifying a skilled nursing facUity's or nursing facility's 

compliance or noncompliance with Federal requirements: 

• State-Operated Skilled Nursing Facilities or Nursing Facilities or State-Operated Dually Participating 

Facilltles - The State conducts the survey, but the regional office certifies compliance or noncompliance and 

determines whether a facility will participate in the Medicare or Medicaid programs. 

• Non-State Operated Skilled Nursing Facilities - The State conducts the survey and certifies compliance or 

noncompliance, and the regional office determines whether a facility is eligible to participate in the Medicare 

program. 

• Non-State Operated Nursing Facllltles - The Stale conducts the survey and certifies compliance or 

noncompliance. The State's certification is final. The State Medicaid agency determines whether a facility is eligible 

to participate in the Medicaid program. 

• Non-State Operated Dually Participating Facilities (Skllled Nursing Facilities/Nursing Facilities) - The 

State conducts the survey and certifies compliance or noncompliance. The State's certification of compliance or 

noncompliance is communicated to the State· Medicaid agency for the nursing facility and to the regional office for 

the skilled nursing facility. In the case where the State and the regional office disagree with the certification of 

compliance or noncompliance, there are certain rules to resolve such disagreements. 

Other Nursing Home related data and reports can be found in the downloads section below 

New Posting - Evaluation of the Quality Indicator Survey (QIS) 

The Executive Summary of the Evaluation Report of the Quality Indicator Survey (QIS) is now available for download. 

The QIS evaluation was funded early in the 5-Slate QIS pilot, and was designed to answer questions about accuracy, 

documentation, changes in the number and type of deficiencies, and whether the QIS process is more efficient. 

Improved consistency Is Inherently embedded Into QIS processes, so this was not evaluated. The Study instead 

assessed whether the QIS also had beneficial effects on other aspects of the survey process, such as improving the 

accuracy of citations. Since the evaluation d!d not find improved accuracy, we conclude that non-QIS factors, including 

(a) survey guidance clarification, (b) training of surveyors, and (c) surveyor supervision are prudent approaches to 

Improvement of accuracy. CMS continues to issue improved surveyor guidance as well as to strengthen surveyor 

training. We also concluded that future QIS development efforts should concentrate on building upon the QIS strengths 

relative to consistency improvement, and giving supervisors more tools to assess performance of surveyor teams. 

See below for: 

Evaluation of the Quality Indicator Survey: Executive Summary 

Special Focus Facility Initiative and Us!- updated October 15, 2015 

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/CertificationandC ... 

Page 1 of2 

10/20/2015 



Nursing Homes - Centers for Medicare & Medicaid Services 

2012 Nursing Home Action Plan 

2013 Nursing Home Data Compendium 

2007 Study of Paid Feeding Assistant Programs 

Downloads 

Evaluation of the Quality Indicator Survey: Executive Summary [PDF 122KB) 

Special Focus Facility Background Info and List~ Updated 10/15/15 (PDF 76KBJ 

2012 Nursing Home Action Plan (PDF 544KB) 

Nursing Home Data Compendium 2013 (PDF 7MB] 

Chapter 7 - Survey and Enforcement Process for Skilled Nursing Facilities and Nursing Facilities {PDF 891 KB) 

Related Links 

Nursing Homes 

Nursing Home Quality Initiative 

Social Security Act Section 1819 

Study of Paid Feeding Assistant Programs - Full Report (PDF 1.4 MB) ir. 

Social Security Act Section 1919 

42 CFR 483.350 - 483.376 

Page last Modified: 10/15/2015 6:52 AM 

Help with File Formats and Plug-Ins 

CMS.gov A federal government website managed by the Centers for Medicare & Medicaid Services 

7500 Security Boulevard, Baltimore, MD 21244 

Page 2 of2 

https :/ /www.ems.gov/Medicare/Provider-Enrollment-and-Certification/Certificationand C... 10/20/2015 



Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICFs/IID) - Cent. .. Page 1 of 1 

CMS.gov 
Centers for Medicare & Medicaid Services 

Home > Medicare > Survey & Certification - Certification & Compliance > Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICFs/11D) 

Intermediate Care Facilities for Individuals with Intellectual Disabilities 
(ICFs/11D) 

This page provides basic information about being certified as a Medicare and/or Medicaid Intermediate Care Facilities 
for Individuals with Intellectual Disabilities (ICFs/11D) provider and includes links to applicable laws, regulations, and 

compliance information. 

The ICF/110 benefit is an optional Medicaid benefit. The Social Security Act created this benefit to fund "institutions" (4 

or more beds) for Individuals with intellectual disabilitles, and specifies that these institutions must provide "active 

treatment," as defined by the Secretary. Currently, all 50 States have at least one ICF/110 facility. This program serves 

over 100,000 individuals with intellectual disabilities and other related conditions. Most have other disabilities as well as 

intellectual disabilities. Many of the individuals are non-ambulatory, have seizure disorders, behavior problems, mental 

illness, visual or hearing impairments, or a combination of the above. All must qualify for Medicaid assistance 

financially. 

Since the implementation of the current regulatlons In 1988, there has been a major shift In thinking in the field of 

developmental disabilities. Emphasis is now on people living in their own homes, controlling their own lives and being 

an integral part of their home community. CMS recognized that the current 1988 ICF/IID regulations and survey process 

needed to be updated and therefore, undertook several major tasks in this program. This web site includes current CMS 

initiatives for the ICF/110 program. 

Downloads 

ICFIID Background {PDF 31KB) 

ICFIID Glossary f PDF 42KB) 

ICFIID Trends {PDF 30KB] 

Chapter 1 - Program Background and Responsibilities (PDF 136KB) 

Chapter 2 - The Certification Process (PDF 1MB) 

Related Links 

Section 1905(a)(16) of the Social Security Act 

Sect!on 1902(a)(33) and {1)(1) of the Social Security Act 

Section 1922 of the Social Security Act 

Related Regulation - 42 CFR 435.1008 - 435.1009 

42 CFR 440.150 and 440.220 

42 CFR 442.118-119 

42 CFR 483.350 - 483.376 

42 CFR 498.3-5 

Survey & Certification - Enforcement 

Page last Modified: 07117/2013 10:39 AM 

Help with File Formats and P!ug-lns 

CMS.gov A federal government website managed by the Centers for Medicare & Medicaid Services 

7500 Security Boulevard, Baltimore, MD 21244 

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/Ce1iificationandC ... 10/20/2015 
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Disability Rights 
WAS HI NGTON 
Washington's protection and advocacy system 

Published on Disability Rights Washington (http://www.disabilityrightswa.org) 

Home > What is DRW? 

What is DRW? 

Page 1 of 2 

Disability Rights Washington (DRW) is a private, non-profit organization that protects the 
rights of people with disabilities statewide. 

Our mission is to advance the dignity, equality, and self-determination of people with 
disabilities. We work to pursue justice on matters related to human and legal rights. We 
provide free advocacy services to people with disabilities. 

Contact us for: 

• Disability rights information and referrals 
• Problem solving strategies for disability issues 
• Community education and training 
• Legal services for"disability discrimination or violation of rights. 

We focus our legal resources on major cases which will improve service systems for 
people with disabilities. We exist because society and service systems are not always fair 
or responsive to people with disabilities. We work for change in policies, laws and systems · 
that promote: 

• Freedom from abuse and neglect 
• Legal rights and responsibilities 
• Adequately funded supports and services 
• Communities that involve everyone 

DRW is governed by a Board of Directors with help from our Advisory Councils. These 
groups are made up of people with disabilities, family members and others wh.o have an 
interest in disability rights. 

If you would like more information, please contact us. 

The following federal funding partners shared in the cost of producing this material: 
the Administration on Intellectual and Developmental Disabilities, AIDD 
(1501WAPADD); the Center for Mental Health Services, Substance Abuse and Mental 
Health Services Administration, SAMHSA (15SMP05397); and the Rehabilitation 
Services Administration, RSA (H240A140048). These contents are the sole 
responsibility of Disabil ity Rights Washington and do not necessarily represent the 
official views of AIDD, SAMHSA or RSA. 

http://www.disabilityrightswa.org/print/126 10/20/2015 



WhatisDRW? Page 2 of2 

This information is current as of: 02/2015 

This information sheet is a service of Disability Rights Washington (DRW). It provides 
general information as a public service only, and is not legal advice. If you need legal 
advice, you should contact an attorney. You do not have an attorney-client relationship 
with DRW. If you would like more information about this topic or would like to receive this 
information sheet in an alternative format, such as large print or Braille, call DRW at (800) 
562-2702. 

Always advocate in a timely manner. Please be aware that there are certain time limits or 
deadlines to file a complaint, a lawsuit, or take legal action. 

DRW cannot guarantee that any individual or organization included in this material will 
represent or assist you. DRW also cannot guarantee the quality of this individual's or 
organization's representation. 

Permission to reprint this publication is granted by the author, DRW, provided that the 
publication is distributed free of charge and with attribution. If you do disseminate any 
DRW document, please send us an email to info@dr-wa.org letting us know the nature of 
the audience and number of people with whom it was shared. 

Disability Rights Washington 
315 Fifth Avenue South, Suite 850 
Seattle, WA 98104 
T: 206-324-1521 or 800-562-2702 
Fax: 206-957-0729 
Email: info@dr-wa.org 
Website: DisabilityRightsWA.org 

Interpreters Available 

DRW is a member of the National Disability Rights Network. 
A substantial portion of the DRW budget is federally funded. 

Source URL: http://www.disabilityrightswa.org/what-drw 

Links: 
[ 1] http:/ /www. d isabil ityrig htswa. org/tools-help-you/about-drw 

http://www.disabilityrightswa.org/print/126 10/20/2015 



Disability Rights of Washington's Role 

Prepared by David Lord, DRW October 20, 2015 

Disability Rights Washington (DRW) is a private non-profit organization that protects the 
rights of people with disabilities statewide. Our mission is to advance the dignity, 
equality, and self-determination of people with disabilities. We work to pursue justice on 
matters related to human and legal rights. 

We provide free services to people with disabilities. We serve people with all disabilities. 
Our constituents contact us for: 

• disability rights information; 
• technical assistance for disability issues; 
• general information about legal rights; 
• strategies about how to become a stronger self-advocate; 
• information sheets on a wide range of subjects to empower individuals with 

disabilities to better advocate for themselves; 
• community education and training; and 
• legal services for disability rights violations. 

We focus our legal resources on systemic cases which will improve service systems for 
people with disabilities. 

We exist because society and service systems are not always fair or responsive to 
people with disabilities. We work for change in policies, laws, and systems that promote: 

• freedom from abuse and neglect; 
• legal rights; 
• adequately funded, appropriate supports and services; and 
• communities that involve everyone. 

DRW is governed by a Board of Directors with help from our Advisory Councils. These 
groups are made up of people with disabilities, family members and others who have an 
interest in disability rights. 

P&A access enforcement 
Protection and advocacy is commonly referred to as "P&A". Disability Rights 
Washington is the non-profit agency designated as the "P&A" for Washington state. 
People with disabilities have access to protection and advocacy services, which are 
defined in federal law. The protection and advocacy system enforces their rights using 
its authority. 

Disability Rights Washington, Washington's designated protection and advocacy 
agency, enforces its access authority through technical assistance, individual advocacy 
and publications and/or videos. 



Congress has given DRW - and all other protection and advocacy (P&A) agencies -
some special authority to meet with individuals with disabilities in almost all living 
environments, including (but not limited to) individual and family homes, group homes, 
supported living homes, rehabilitation facilities, community and state hospitals, nursing 
homes and other institutions and long-term care facilities, and even jails and prisons. 
Protection and advocacy agencies have broad authority to monitor these living 
environments, and can investigate wherever the P&A finds probable cause to believe 
that there is abuse and neglect occurring. The standard for probable cause is lower than 
that used in criminal justice system. 

Subject to available resources, DRW maintains a presence in facilities that serve people 
with disabilities. In facilities, DRW monitors, investigates and attempt to remedy adverse 
conditions. 

For more on P&A mandate and authority: http://www.ndrn.org/about/paacap
network.html 

While DRW seeks to resolve concerns at the lowest level, DRW has the authority to 
bring law suits on behalf of its constituents in order to enforce their rights. DRW has 
been very successful in recent years in the use of class action lawsuits and other 
systemic litigation to address rights violations. 

Relationship to Long-Term Care Ombuds Program: 

DRW maintains a cooperative relationship with the Long-Term Care Ombuds (L TCOP). 
The L TCOP is also federally mandated, with authority to monitor and advocate on 
behalf of residents of long-term care facilities. Because most residents of facilities are 
people with disabilities, the authority of the L TCOP and DRW overlap. Staff from DRW 
and the L TCOP meet frequently, and seek to ensure that their work is coordinated so it 
is effective and efficient, and that their goals are consistent with the choices and 
preferences of their constituency. 

Freedom from abuse/neglect 

Among the most fundamental of human rights is the right to be free from abuse or 
neglect. The protection and advocacy network, of which DRW is a part, was created 
by a federal law enacted on the heels of a 1972 investigative report of the Willowbrook 
Institution. In this facility, made for 4000, 6000 people with disabilities were 
warehoused, in tattered or no clothes, with little food or staff, and subject to rampant 
sexual and physical abuse. Since then, DRW, and its counterparts in all US states and 
territories, are charged with improving abuse response systems and responding to the 
abuse and neglect of people with disabilities. 



Unfortunately, abuse happens everywhere, in community and facility settings. DRW 
investigates and responds to complaints of harm in state and private facilities, 
in hospitals and supported living environments. DRW's collaborative advocacy with 
sexual assault and domestic violence advocates, and law enforcement, is aimed at 
making systems more accessible. DRW works extensively with the state to advance an 
abuse response system that appropriately addresses the needs of people with 
disabilities. 

Resources 

DRW receives funding to accomplish its mandate from the federal government, and also 
accesses some private funding through grants and donations. However, DRW's ability 
to provided advocacy to address rights violations is constrained by funding limitations In 
addition to monitoring facilities and addressing abuse and neglect, DRW devotes 
considerable resource to advocating for inclusive educational programs, financial 

• entitlements, healthcare, accessible housing and productive employment opportunities. 
DRW apportions its resources based on a structured priority-setting process. 



(1 O)(f)(ii) From the provider perspective, and the perspective of a 
state agency, an overview of the process for reviewing and 
responding to findings by Residential Care Services and Centers 
for Medicare and Medicaid Services; 
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Overview of Residential Care Services' Process for Reviewing 
and Responding to Findings 

Residential Care Services (RCS) is responsible for the-licensing, certification and 
oversight of adult family homes, assisted living facilities, enhanced services facilities, 
nursing· homes, certified residential community services (supported living), and 
Intermediate Care Facilities for Individuals with Intellectual Disabilities. Oversight is 
done through inspections and investigations with law and rule enforcement authority. 
RCS conducts provider practice investigations in all of our settings. 
Licensors/suryeyors investigate if there is a system break down in quality of care and 
services provided. Complaints about safety, medication, food, resident rights, and 
quality of lif~ are some examples of provider pradice investigations. RCW 74.39A.060 

Below is a high-level overview of each licensed/certifie9 setting definition, our role in 
inspections and fnvestigations and the enforcement actions RCS is autjiorized to take if 
a provider is not in compliance with the regulations. 

Adult Family Home (AFH) means a residential ,home in which a person or an entity is 
licensed to provide personal care, special care, and room and board to more than one 
but not more than six adults who are not .related by blood or marriage to a licensed 
operator, resident manager, or caregiver, who resides in the home. Adult family homes 
may also be designated as a spee:falty home (on their AFH license) in one or more of 
the following three categories: Developmental Disability, Mental Illness, and Dementia 
if they meet all certification and training requirements. Chapter .388-76 WAC 

• Inspections and investigations: 
o Initial licensing Inspections . 
o Annual Inspections (at least every 18 months with an annual average of 

15 months) 
o Revisit Inspection 
o Complaint Investigations 
o Monitoring Visits (follow-up to sanctions) 

• En.forcement actions: 
o Denial of an appli.cation for a license; 
o Impose reasonable conditions on a license; 
o Impose civil penalties; 
o Order stop placement; and/or 
o Suspens'ion or revocation of license 

Assisted Living Facility (ALF) means any home or other institution, however named, 
which is advertised, announced, or maintained for the express or implied purpose of 
providing housing, basic services, and assuming general responsibility for the safety 
and well-being of the residents, and may also provide domiciliary care, consistent with 
Chapter 388-78A WAC to seven or more residents. ALFs do not include group training 



homes, independent senior living, or continuing care retirement communities which are 
subsidized by HUD. Ch_apter 388-78A WAC • 

• lrtspectjons and investigations: 
o Initial licensing/Preoccupancy Inspections 
o Annual Inspections (at least every 18 months with an annual average of 

15.months) 
o Revisit Inspection 
o Complaint Investigations 

• Enforcement actions: 
o Deny, suspend, revoke, refuse to renew a license; 
o Suspend admissions to a facility; . 
o Suspend admi~sions of a specific category of residents; 
o Impose conditions on a license; • 
o Impose civil penalties of not more than $100 per day per violation; 
o Impose civil penalties up to $3000 per day -per violation for interference, 

coercion; discrimination and/or reprisal by a facility. 

Enhanced Services Facility (ESF) means a facility that provides treatmenf and services 
to persons for whom acute inpatient treatment is not medically necessary and who have 
been determined by the department to be inappropriate for placement in other licensed 
facilities due to the complex needs that result in behavioral and security issues. Chapter 
388-107WAC 

• Inspections and investigations: 
o · Initial licensing/Preoccupancy Inspections . 
o Annual Inspection (at least once every 18 months) 
o Complaint investigations • 

• Enforcement actions: 
o Deny, su~pend, revoke, refuse to renew a license; 
o Suspend, revoke, or refuse to issue or renew a license; 
o Order stop placement; or 
o Assess civil monetary penalties. 

Nursing Home (NH) means any home, place or institution which operates or maintains 
facilities providing convalescent or chronic care, or both, for a period in excess of 
twenty-four consecutive hours for three or more patients not related by blood or 
marriage to the operator, who by reason of illness or infirmity, are unable properly to 
care for themselves. Skilled Nursing Facility (SNF) or "medicare-certified skilled nursing 
facility" means a nursing home, a portion of a nursing home, or a long-term care wing or 
unit of a.hospital that has been certified to provide nursing services to medicare 
recipients under Section 1819(a) of the federal Social Security Act. Chapter 388-97 
WAC ; State Operations Manual, CH 7 

• Inspections and investigations: 
o Initial licensing/Preoccupancy 

( 

( 

( ( 
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o Annual_ Inspections (at least every 15 months with an average 12 months) 
o Revisit Inspection 
o Complaint Investigations 

• Enforcement actions: 
o Stop placement; 
o . Immediate closure of a nursing home, emergency transfer of residents or 

both; 
o Civil fines; 
o Appoint temporary management; 
.o Petition the court for appointment of a receiver in accordance with RCW 

18.51.41 O; 
o License denial; revocation, suspension or nonrenewal; 
o. Denial of payment for new medjcaid admissions; 
o Termination of the medicaid provider agreement (contract); 
o Department on-site monitoring as defined under WAC 388-97-0001; and 
o Reasonable conditions on a license 
o For a SNF and/or a NF, RCS may also refer the facility to the Centers for 

Medicare and Medicaid Services (CMS) to impose remedies at the federal 
level. 

Certified Community Residential Services and Supports (CCRSS)'-also referred to as 
Supported Living-means instruction, supports, and services delivered by -service 
providers to clients living in homes that are owned, rented, or leased by the client or 
their legal representative. Chapter 388-101 WAC 

• Recertification and investigation: 
o On-site certification evaluation (anytime or at least every two years) 
o Complaint investigation 

• Enforcement actions: (effective January 2016 in relation to HB1307) 
o Revoke the certific~tion and terminate the residential services contract. 
Additionally for community protection programs: 

• Impose conditions on a service provider's certification status; 
• Suspend department referrals to the service provider; 
• Impose civil penalties of not more than $150 per day; and 
• Impose a separate violation each day during which the same or 

similar action or inaction occurs. 

Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICF/11D) are 
residential settings designed to meet the needs of four or more individuals with 
intellectual disabilities who require twenty-four hour active treatment services. Many of •• 
the individuals have complicated physical or behavioral needs. All must qualify for 
Medicaid assistance financially. ICF/IID facilities are governed by both federal 
certification and state licensure rules. ICF/IID 42 CFR Part 442, Subpart C 

• Recertifications and investigations: 
o Annual recertification ( every 9-15 months with 12 month average) 
o Post re.certification visits (as needed in relation_ to citations) 



o Complaint investigations 
o Post complaint investigations (as needed in relation to citations) 

• Enforcement actions: 
o Termination of provider agreement 
o Denial of payment for all new admissions 
o Directed Plan of Correction 
o Directed In-service Training 
o State Monitoring 
o Additional actions could include those listed in specific program rules for 

ICF/IID facilities that also have an Assisted Living Facility or Nursing 
Home license. 



(l0)(f)(iii) A description of the process for notifying the 
Office of the Governor and the Legislature when 
problems with quality of care, client safety and well
being, or staff safety arise within community or 
institutional settings; 

• Department of Social and Health Services (DSHS) 
Administrative Policy (AP) 9.01 Incident Reporting. 

• As incidents occur or arise the department contacts the 
Office of the Governor, or Legislature, based upon the 
impending concern. There is no established protocol. 



Subject: 

Information contact: 

Authorizing source: 

Effective date: 

Revised:· 

Approved by: 

Sunset review date: 

Purpose 

Administrative Policy No 9.01 

Incident Reporting 

-Chief Risk Officer· 
MS 45020 
Tel: (360) 902-7794 

Administrative Policy 2.08 - Media Relations Policy . 
Administrative Policy 5.01 , Privacy Policy -- Safeguarding 

• Confidential Information 
Administrative Policy 8.02 - Client Abuse 
Administrative Policy:9.03 -Administrative Review - Death of 

Residential Clients 
Administrative Policy 9 .11 - Emergency Management 
Administrative Policy 18.62 -Allegation of Employee Criminal 

Activity • 
Administrative Policy 16.10 - Reporting Known or Suspected 

Loss of Public Funds or Assets to the State Auditor;s Office. . . 

September 15, 1990: 

October 27, 2011 

October 27, 2015 

This policy establishes a uniform systein for reporting incidents within the Department of Soc,ial aud 
Health Services (DSHS). • 

Scope 

This policy applies to all Department of Social and Health Services (DSHS) organizational units. It 
outline_s general requirements for agency incident reporting. 

er, 

Other DSHS policies contain specific reporting requirements for incidents involving contact with the 
media, client abuse, breach of client confidentiality, loss or compromise of confidential information; 
loss of public funds or assets, allegations of employee _criminal activity, death of resider,1.tial clients 
and emergency management. 



Administrative Policy No. 9.01 
October 27, 2011 
Page 2 

Definitions 

Major Incident means a matter requiring immediate attention of the Secretary, the appropriate 
Assistant Secretary, the Chief Risk Officer and the Senior Director of Conununications. This. 
includes any situation involving hmm or dainage, or the threat of harm or dainage to: 

l. People 
. 2. Property 

3. Function of systems or security of information 
4. Organizational reputation 

Examples include: 

• Death. '(he death of any person under unusual, suspicious or violent circumstances in a 
DSHS facility or involving a DSHS related activity. 

• Significant Injury. Anyinjury that results from a work-re.lated or service-related incident 
that requires professional medical attention beyond diagnostic and/or emergency room care. 

• Escape/Walk-away. A person at high risk to self or others who is under the supervision and 
custody of a DSHS operated or contracted facility who leaves the physical confinement or 
grounds of that facility or the supervision and custody of DSHS staff while off grounds, 
without express permission. 

• Major Disruption of a DSHS Service. 

•. Major violence or threat of significant violence that involves a DSHS employee, client or 
other person at a DSBS location, activity or program. 

• Confidential Data Loss. Potentially compromise the security or privacy of confidential 
information held byDSHS .or its contractors that poses a significant risk of financial, 
reputational or other harm effecting over 500 clients. 

• Property loss or damage valued in excess of $100,000. 

• :Potential compromise of agency reputation. 

Policy 

To safeguard the health and safety of clients and employees and to protect the interests of the 
Department and the State, DSHS incidents that meet the definition in this policy must be fully and 
rapidly reported. 

A. Administration-spe,cific Policy and Protocol 
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Administrative Policy No. 9.01 
October 27, 2011 
Page3 

1. Each DSHS administration or administrative subdivision must have a. written incident 
policy which includes: • 

• Responding to incidents at the time of the event. 
• Reporting incidents. 
• .Reviewing incidents. 

2.. Each DSHS administration must ensure employees are trained as appropriate regarding 
their specific incident reporting requirements. • 

B. Reporting Requirements 

Resource 

1. DSHS employees ml!st report all in cf dents following their administration's repmting 
requii·ements. 

2. DSHS Assistant Secretaries or designees must report a major incident, at the earliest 
reasonable oppo1tunity, to the Office of the Secretary, the Chief of Staff, the Director 
of Communications, the Chief Risk Officer, and the Director, Office of Emergency 
Management. 

3. All other Department, Federal and State of Washington reporting requirements must be 
met. 

Major Incident Reporting, Administration and Division Guidelines: 
http://one.dshs.wa.lc1/FS/Loss/Management/Pages/CIRT.aspx 
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Aging and Long-Term Support Administration 
Incident Reporting Process 

Transforming 
Lives 

This process outlines incident reporting policy and procedures for the Aging and Long-Term Support 
Administration as authorized by DSHS Administrative Policy 9.01. Incident Reporting. Aging and Long
Term Support Administration staff are trained and expected to adhere to DSHS Administrative Policy 
9.01. 

Major Incident means a matter requiring immediate attention.of the Secretary, the appropriate Assistant 
Secretary, the Chief Risk Officer and the Senior Director of Communications. This includes any situation 
involving harm or damage, or the threat of harm or damage to: • • 

• People 
• Property 
• Function of systems or security of information 
• Organizational reputation 

Procedure: 
1. Upon notification of a major incident, staff must complete an Incident Report and submit to th_eir 

Division Director for review. 
2. The Division Director shall review and respond appropriately to resolve incidents as quickly as 

possible. 
3. All major incident reports are due to the Assistant Secretary's Communications Office no later 

than 24 hours from the time of notification of a major incident. • 
4: The Assistant Secretary reviews major incident reports and at the Assistant Secretary's 

discretion, incident reports are submitted to the DSHS Secretary by the Assistant Secretary's 
.Communications Office. 

5. The Secretary or Assistant Secretary may share information with other partners including the 
legislature and legislative committees as necessary. Public disclosure and HIPAA regulations are 
applied in accordance with federal and state law to prevent disclosure of confidential 
information outside of the Department. 

Training on how to appropriately write and submit incident reports is provided regularly by the ALTSA 
Assistant Secretary's Communications Office. For additional information, please contact, Renee Fenton at 
(360) 725-2270 or by email at FentoRC@dshs.wa.gov. 

frl r Wuh ;ng1on Stile 

7 . • Department of Social 
• & Health Services 

Transforming lives 



(lO)(f)(iv) A compilation of findings since fiscal year 
2010 by the Centers for Medicare and Medicaid 
Services, and Residential Care Services, at the 
Residential Habilitation Centers, Nursing Facilities, 
Supported Living, Assisted Living, Group Homes, 
Companion Homes, Adult Family Homes, and all other 
community based providers. 



RCS JLEC Response 
Compilation of Findings 

Narrative Summary 

TOP 5 RCS Licensed I Certified Provider 

Areas of Provider Non-compliance and Deficiencies 

October 2015 

Non-compliance causes - Survey and inspections reveal the following causes of 

non-compliance as: 

1. Lack of understanding, knowledge and experience in operating a 

business. 

2. Lack of effective quality assurance and monitoring activities by facilities 

to ensure continued compliance with the federal and stateregulations. 

3. Turnover of administrative personnel and direct caregivers. 

4. Lack of resources to provide the care and services of residents with 

higher acuity needs. 

5. Ongoing change of ownerships leading to inconsistent and frac:tured 

implementation of quality assurance systems. 

Recommended Solution: 

One recommended solution is to re-establish Quality Assurance Nurse (QAN} • 

monitoring programs in nursing homes and Quality Improvement Consultant 

nurseprograms in assisted living facilities. Creation of similar programs in adult 

family homes, supported living settings, intermediate care facilities, and 

enhanced services facilities can improve quality and education of providers. 
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FY2010 FY2011 FY2012 FY 2013 FY2014 
Cbapter.0escrietion ' ·•• --•--- -. ---- • < ' ' ·.-. • ' . ·· , • ·-'·· ... • • , • > · ·• ·.· .. ·. ··• • •. , · ••. ··. Count of 'Total Count of Total Countof:rotal • Count ofTotal Count of Total 
Abuse 320 528 183 307 163 

- . "" - . -- . """"' --··· .. -- .. 
Abuse, punishment, seclusion 1 1 
Administration-General 909 1533 548 976 425 
Adult family home provider, resident manager ' 1 1 .. 
Adult family homes 1 1 .. .. . -··· . .. . . .. ·-··· . 
Advocacv, access, and.visitation rights 1 
Basic Training 56 13 6 14 37 
Care and Services 744 718 335 637 230 

-· .. 
Competency Training 2 .. ... -- . .. .... . .. " . - ... 
Continuing Education 519 411 3 352 12 -
CPR and First Aid Training 185 147 42 155 15 . .. .. 
Criminal Historv Background Check 771 662 127 590 98 . ... - . . ... . ... . .. 
Curriculum Approval 1 
Department authority to take actions in response to noncompliance 

. . - ·-· ... -· .. . . .. 
3 3 

Disaster and Emergencv Prepardness 490 526 1 396 2 
msclosure of fees and notice reauirements 1 1 4 3 1 - . --- .. .. 
Disclosure, transfer, and discharge requirements 8 15 14 . .. 
Facility's oolicy on acceoting medicaid as a payment source 26 1 . . 1 
Fire Drill Plan for Emergency Evacuation .. 517 566 28 448 14 
Fire Protection 401 328 20 314 18 
Food Services 158 120 34 118 32 
Granting or Denying a License 8 36 8 24 7 
Health Care Decision Making 174 108 26 161 29 
Infection Control and Communicable Disease 48 59 14 76 2 
lnspections--,-Complaint lnvestigations--Monitoring Visits 41 13 24 27 21 . . ... . .. - . --· ... 
Instructor Aooroval 2 
License 186 176 156 226 159 .. 
license 1 
License Application 36 87 32 4 23 .. . 
Long-term Caregiver training 7 
Management Aereements 2 
Medical Devices and Restraints 507 356 44 451 . 22 . 
Modified Basic Training 5 7 1 2 . . . - . ... .. 
Negotiated Care Plan 1658 1671 288 1698 276 



Notice of rights and services 1 6 2 14 7 
-

Nu!se Dele~ation Core Training 14 28 2 15 
- ·- - - - -

46( Orientation 430 298 23 210 
- " -- -- --

Personal oroperty 1 

Phvsical Plant Basic Reauirements 1448 1483 155 1417 · 101 

Privacy and confidentialitv of nersonal and medical records 1 1 

Protection of resident's funds 1 1 5 1 5 
.. - - - - ·- -

Qualifications af Individuals Providing Care and Services 541 470 121 626 99 
-

Qualitv of Life 97 83 117 38 
-

Quality of Life . 104 1 4 
-

Remedies 51 44 44 71 40 
- " 

Reauired training and continuing education 2 1 

Resident Advocate Access 1 1 

Resident Asssessment 632 554 
-

121 466 55 
.. -
Resident Medications 2739 3124 532 2753 323 

·- " . -·- -·- -- . - ·--· - ..... -· ... - ' Resident Protection Program 1 -
Resident Records 368 391 79 429 41 

Resident Rights 
.. 1216 2499 386 2502 400 

Residential Care Administrator Training 1 4 . 3 
- - ·- . - . - -· .. 

• Rights are minimal 1 

Soecialtv Care 5 25 7 32 

Soecialtv Training 103 310 86 223 69 
". 

:roll-free telephone number for complaints 2 
- ". ". ....... - - - ... -

Tuberculosis Screening 632 527 26 371 28 

(blank) -

Grand Total'· . .:·-::- ,_·:' .· ,, ,,, ,. ' _-,---_,· .. , ..• ··.• .. . ii > ., .,, ...•.•... ,.· :...:· . . ,·._ i6o5s '·:·::·_:·:. :'' 17947 I ·, • .... ••• 3601 ' '16256 . i ,, ' ,: ' 2856 
.. - "" -
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FY2010 FY2011 FY2012 FY2013 FY2014 
• •C::ounf of total • •· Count of total Count of:Totaf . C::ount of Total·: • CollntofTotal 

Abuse; ounishment, seclusion 2 4 2 5 2 
- - 49 Administration-Administrator 56 36 54 23 

Administration-Building 282 286 380 373 359 
Administration-Disclosure 6 7 9 5 2 
Administration-Infection Control 46 51 59 133 88 .. . -·· ... 
Administration-Inspections, Enforcement Remedies, and Appeals 12 5 40 17 18 
Administration-Licensing 58 117 169 89 100 
Administration-Management Agreements 1 

- - -Administration-Policies and Procedures 112 130 103 82 90 -
Administration-Reporting Requirements 167 167 

... 
177 171 190 .. -Administration-Resident Rights 199 261 221 234 215 

-
Administration-Safety and Disaster Preparedness 549 501 487 455 386 
Administration-Specialized Training 12 17 13 19 17 - ·-· 

• Administration-Staff 628 551 607 581 570 
Adult Day Services 7 - 1 
Advocacv, access, and visitation rights 1 3 2 1 2 
All Contracted Residential Care Services 5 11 7 6 3 -
Applicability 6 1118 4 1 5 
•Assessment and Monitoring 909 13 857 656 666 
Assistance with activities of dailv livina 1 - .. 
Assisted living Services 7 24 3 6 4 ·-. .. . . -Basic Training 34 38 32 12 15 
Boarding Home Services 27 19 35 13 9 
Continuing Education 15 40 35 9 92 -
Correction of violation/deficiency 1 -· - - ·-
CPR and First Aid Training 41 1 50 55 46 

-
Curriculum Approval . 2 
Definitions 1 
Dementia Care 22 48 11 28 17 
Deoartment resoonse to noncomoliance or violations 

.. 
. 1 

Disclosure of fees and notice reauirements 10 21 9 8 16 
Disclosure, transfer, and discharge requirements 115 106 83 38 125 
Enhanced Adult Residential Care 19 7 5 . 7 5 . - -
Examination of survey or inspection results 3 1 3 5 5 -



Exercise of rights 2 5 ' 7! Si 7 
.Fa£!~!)''s eolicX on acceptin~ medicaid as a payment source 

nFood • ~ •- is31··· ,_ ' 239J - • 29~, 25~l ' • • 2i~J 
Food handling_ 21 1 
General 23 1 23 p 15 
General responsibility for each resident 2 

!Grievances 10 • 22 16 20 21 
' e-based Training •• - - 2 - 3 

p_roval _ 1 1 1 

ttent ~~~:i~g Services --=- - -- ' --- '·" - •·= =I- "'" = ~ 19!1 • 
2~1 · 19~1 - 22!! 17; 

of food worker cards - Fees i i I I 1! 1 

Mail and telephone I 11 lS0i 41 1! 1 
Management and ;:,ersonnel I i I I 2l 1 
1edications • 416 1 421 436 407 
'odified Basic Training 14 • - 1 •• • 9 • - 3 - •• •• 

- . 
ement 459 394 529 459 462 

rights and servkes I _ _ 15~ ____ 61 2q1 21t __ 2~ 
legation Core Training 2 3 

-~~~aa~i~~operty_ ___ __ _ 1--= 14~1 5~!1- _ 651 , _ 151 1~ 

acv and confidentialitv of oersonal and medical records 5 9 7 6 4 
·--· - - ----·- - - ... 

Protection of resident's funds 4 84 1 1 
alth labeling • • -· 1 --

- -· - • • ' 1 
ority 

fe ~ 1 ~ m M 
- -· --· -- . ·-· - ·--· ----- - ---·-··-· - . -- . - ·- -· - -- .. ·-- .... ,. -- -·--· ·- . -·-
Is 122 5 153 132 106 

,Resident rights • •• --· ·- ••• •• ·- - • •• •• ••• ••• •• 1 • 3 ••• • 1 - - • • • • • •••• 

'Residential Care Administrator Training 5 iciri • • 5 3' • 

Respite 5 137 2 2 
Restraints • • ·- • -- • ·-- 3 2 1 =-== 
Restricted E_g_ress 9 6 12 10 13 
Rules, regulations, and standards 1 
Specialty Training_ 62 14 79 71 77 --· ·- -
Validity. and form of food worker cards 1 22 3 
Waiver of liability and resident ri_g_hts limited 1 53 3 4 = 7ij 

Water, plumbing, and waste 1 7 



.,-,-.,.-

!withdrawal from medii:aid program· 
... 

14'· 11 5 16 12 
--

l ! ..... . ........ . . -·-·'" " . - .. ·--·-- . -· ·- . --· 
·.··•· .·• 4834 

. 
!Grand Total . . _:., .. :··',: ·,_,.' ·,<_, ': __ .. ' ,:: :· . •••.• . 5116 •• 5387 .. :·: ·:: .-'·_·,·,_54011, . .4805 . . . 

.. . -· ·- -- ··--· . -- -· -· . . - . "' . .. 



l<lhaptia(Descriptlo11••··· ·•·.··•·~ !i;i!l!!'i ..•.. ~> ...... ·• ·•··· ... · ··.•.·· ·.·•··•·· ··. 
FY2010 FY2011 FY2012 FY 2013 FY2014 

'" Count of Total Count ofi:otal J:ount•of Total Count ofTotal Count ofTotal 
ACCESS TO STATIONERY/POSTAGE/PENS, ETC 1 
ACTIVITIES MEET INTERESTS/NEEDS OF EACH RES 55 25 4 16 24 
ADEQUATE & COMFORTABLE LIGHTING LEVELS 1 1 3 1 
ADEQUATE OUTSIDE VENTILATION-WINDOW/MECHANIC 2 1 
ADL CARE PROVIDED FOR DEPENDENT RESIDENTS 58 44 55 27 38 
ADLS DO NOT DECLINE UNLESS UNAVOIDABLE 1 2 14 1 
ADMINISTRATION 3 5 18 1 
ADMISSION PHYSICIAN ORDERS FOR IMMEDIATE CARE 2 
ANTICIPATE DISCHARGE: POST-DISCHARGE PLAN 1 1 2 3 
ANTICIPATE DISCHARGE: RECAP STAY/FINAL STATUS 2 14 1 
ASSESSMENT ACCURACY/COORDINATION/CERTIFIED 28 6 11 6 18 
ASSISTIVE DEVICES - EATING EQUIPMENT/UTENSILS 1 1 41 2 
BEDROOMS - WINDOW/FLOOR, BED/FURNITURE/CLOSET 1 1 

BEDROOMS ASSURE FULL VISUAL PRIVACY 1 1 68 2 
BEDROOMS HAVE DIRECT ACCESS TO EXIT CORRIDOR 1 
BEDROOMS MEASURE AT LEAST 80 SQ FT/RESIDENT 12 9 2 11 11 
CARE AND ENVIRONMENT PROMOTES QUALITY OF LIFE 1 .1 5 
CLEAN BED/BATH LINENS IN GOOD CONDITION 1 48 1 
COMFORTABLE & SAFE TEMPERATURE LEVELS 4 2 23 4 3 
COMPLY WITH FEDERAL/STATE/LOCAL LAWS/PROF STD 3 4 24 1 
COMPREHENSIVE ASSESS AFTER SIGNIFICANT CHANGE 9 3 9 3 
COMPREHENSIVE ASSESS AT LEAST EVERY 12 MONTHS 1 
COMPREHENSIVE ASSESSMENTS 58 82 40 47 35 
CONVEYANCE OF PERSONAL FUNDS UPON DEATH 3 4 3 3 
CORRIDORS HAVE FIRMLY SECURED HANDRAILS 1 1 4 1 1 
DEVELOP COMPREHENSIVE CARE PLANS 75 97 85 82 81 
DEVELOP/IMPLMENT ABUSE/NEGLECT, ETC POLICIES 60 66 31 40 33 
DIGNITY AND RESPECT OF INDIVIDUALITY 64 79 65 87 78 
DISPOSE GARBAGE & REFUSE PROPERLY 4 3 1 2 
DOCUMENTATION FOR TRANSFER/DISCHARGE OF RES 9 1 
DRUG RECORDS, LABEL/STORE DRUGS & BIOLOGICALS 27 49 9 59 61 
DRUG REGIMEN IS FREE FROM UNNECESSARY DRUGS 82 101 23 86 97 
DRUG REGIMEN REVIEW, REPORT IRREGULAR, ACT ON 8 24 2 17 9 
EFFECTIVE ADMINIST!,ATION/RESIDENT WELL-BEING 11 13 5 9 8 
EMERGENCY ELECTRICAL POWER SYSTEM 2 

EMPLOY QUALIFIED FT/PT/CONSULT PROFESSIONALS 4 1 3 1 



ENCODING/TRANSMITTING RESIDENT ASSESSMENT 1 
ESSENTIAL EQUIPMENT, SAFE OPERATING CONDITION 7 6 6 5 5 
FACILITY MANAGEMENT OF PERSONAL FUNDS 6 11 9 5 9 
FEEDING ASST - TRAINING/SUPERVISION/RESIDENT 1 
FOOD IN FORM TO MEET INDIVIDUAL NEEDS 2 7· 12 2 
FOOD PROCURE, STORE/PREPARE/SERVE - SANITARY 82 87 10 56 70 
FREE FROM ABUSE/I.NVOLUNTARY SECLUSION 5 4 4 2 4 
FREE OF ACCIDENT HAZARDS/SUPERVISION/DEVICES 73 189 95 • 130 134 
FREE OF MEDICATION ERROR RATES OF 5% OR MORE 45 41 28 29 18 
FREQUENCY & TIMELINESS OF PHYSICIAN VISIT 14 5 7 5 3 
FREQUENCY OF MEALS/SNACKS AT BEDTIME 5 3 1 2 4 
GOVERNING BODY-FACILITY POLICIES/APPOINT ADMN 2 3 3 1 3 
HOUSEKEEPING & MAINTENANCE SERVICES 55 42 9 34 19 
INCREASE/PREVENT DECREASE IN RANGE OF MOTION 20 23 12 23 17 
INFECTION CONTROL, PREVENT SPREAD, LINENS . 

104 105 13 82 76 
INFLUENZA AND PNEUMOCOCCAL IMMUNIZATIONS 10 10 2 5 4 
INFORMED OF HEALTH STATUS, CARE, & TREATMENTS 15 24 36 16 17 
INVESTIGATE/REPORT ALLEGATIONS/INDIVIDUALS 86 142 80 87 73 
LAB REPORTS IN RECORD - LAB NAME/ADDRESS 1 
LAB SVCS ONLY WHEN ORDERED BY PHYSICIAN 1 
LIMITATION ON CHARGES TO PERSONAL FUNDS 1 1 
LISTEN/ACT ON GROUP GRIEVANCE/RECOMMENDATION 9 3 62 8 
MAINTAIN 15 MONTHS OF RESIDENT ASSESSMENTS 3 2 1 
MAINTAIN NUTRITION STATUS UNLESS UNAVOIDABLE 46 32 20 30 38 
MAINTAINS EFFECTIVE PEST CONTROL PROGRAM 5 2 11 1 2 
MAINTENANCE OF COMFORTABLE SOUND LEVELS 3 4 10 3 . 9 
MENUS MEET RES NEEDS/PREP IN ADVANCE/FOLLOWED 12 7 1 4 12 
NG TREATMENT/SERVICES- RESTORE EATING SKILLS 98 6 86 3 2 
NO BEHAVIOR DIFFICULTIES UNLESS UNAVOIDABLE 1 1 
NO CATHETER, PREVENT UTI, RESTORE BLADDER 38 32 14 24 29 
NO REDUCTION IN ROM UNLESS UNAVOIDABLE 1 2 1 2 2 
NOTICE OF BED-HOLD POLICY BEFORE/UPON TRANSFR 1 10 14 3 3 
NOTICE-OF RIGHTS, RULES, SERVICES, CHARGES 45 28 10 30 21 
NOTICE REQUIREMENTS BEFORE TRANSFER/DISCHARGE 8 3 11 1 3 
NOTIFY OF CHANGES (INJURY/DECLINE/ROOM, ETC) 14 67 58 51 42 
NURSE AIDE DEMONSTRATE COMPETENCY/CARE NEEDS. 2 26 2 
NURSE AIDE PERFORM REVIEW-12 HR/YR INSERVICE 14 11 4 12 3 
NURSE AIDE REGISTRY VERIFICATION, RETRAINING 6 9 2 4 4 
NURSE AIDE WORK> 4 MO - TRAINING/COMPETENCY 2 3 1 2 



NUTRITIVE VALUE/APPEAR, PALATABLE/PREFER TEMP 24 24 78 32 23 
OUTSIDE PROFESSIONAL RESOURCES-ARRANGE/AGRMNT 3 1 
PARTICIPATE IN SOCIAL/RELIGIOUS ACT/COMMUNITY 3 1 
PASRR REQUIREMENTS FOR Ml & MR 74 16 34 11 24 
PERSONAL PRIVA(Y/CONFIDENTIALITY OF RECORDS 27 13 13 9 16 
PERSONAL VISITS BY PHYSICIAN, ALTERNATE PA/NP 1 15 
PHARMACEUTICAL SVC-ACCURATE PROCEDURES, RPH 19 25 7 21 21 
PHYSICIAN FOR EMERGEI\ICY CARE, AVAILABLE 24HR 2 
PHYSICIAN VISITS - REVIEW CARE/NOTES/ORDERS 1 1 1 1 1 
POLICY TO PERM ff READMISSION BEYOND BED-HOLD 4 2 2 1 
POSTED NURSE STAFFING INFORMATION 6 14 6 10 17 
PREPARATION FOR SAFE/ORDERLY TRANSFER/DISCHRG 6 . 

4 5 5 4 
PROCEDURES TO ENSURE WATER AVAILABILITY 7 5 3 3 
PROHIBIT MISTREATMENT/NEGLECT/MISAPPROPRIATN 94 8 7 5 
PROMPTLY NOTIFY PHYSICIAN OF LAB RESULTS 1 5 12 1 
PROVIDE CARE/SERVICES FOR HIGHEST WELL BEING 73 151 90 134 141 
PROVIDE/OBTAIN RADIOLOGY/DIAGNOSTIC SVCS 1 1 1 
PROVIDE/OBTAIN SPECIALIZED REHAB SERVICES 3 5 13 6 5 
PROVIDED DIET MEETS NEEDS OF EACH RESIDENT 1 1 3 
PROVISION OF MEDICALLY RELATED SOCIAL SERVICE 45 57 36 48 44 
QAA COMMITTEE-MEMBERS/MEET QUARTERLY/PLANS 2 11 11 12 7 
QUALIFICATIONS OF ACTIVITY PROFESSIONAL 2 26 . 

QUALIFICATIONS OF SOCIAL WORKER> 120 BEDS 2 
QUARTERLY ASSESSMENT AT LEAST EVERY 3 MONTHS 2 
REASONABLE ACCOMMODATION OF NEEDS/PREFERENCES 10 34 25 19 10 
REASONS FOR TRANSFER/DISCHARGE OF RESIDENT 3 6 2 2 5 
REHAB SVCS - PHYSICIAN ORDER/QUALIFIED PERSON 2 • 1 
RELEASE RES INFO, SAFEGUARD CLINICAL RECORDS 3 1 
REQUIREMENTS FOR DINING & ACTIVITY ROOMS 1 4 83 3 2 
RES RECORDS-COMPLETE/ ACCURATE/ ACCESSIBLE 24 54 17 39 41 
RESIDENT CALL SYSTEM - ROOMS/TOILET/BATH 9 9 7 7 10 
RESIDENT SELF-ADMINISTER DRUGS, IF DEEMED SAFE 7 11 4 7 11 
RESIDENTS FREE OF SIGNIFICANT MED ERRORS 23 33 34 42 25 
RESPONSIBILITIES OF MEDICAL DIRECTOR 1 4 1 
RIGHT TO ACCESS/PURCHASE COPIES OF RECORDS 1 2 2 
RIGHT TO BE FREE FROM CHEMICAL RESTRAINTS 1 1 
RIGHT TO BE FREE FROM PHYSICAL RESTRAINTS 8 8 5 1 2 
RIGHT TO CHOOSE A PERSONAL PHYSICIAN 1 
RIGHT TO EXERCISE RIGHTS- FREE OF REPRISAL 6 4 2 1 4 



RIGHT TO INFO FROM/CONTACT ADVOCATE AGENCIES 1 8 
RIGHT TO NOTICE BEFORE ROOM/ROOMMATE CHANGE 7 6 3 14 10 
RIGHT TO PARTICIPATE IN RESIDENT/FAMILY GROUP 1 1 8 
RIGHT TO PARTICIPATE PLANNING CARE-REVISE CP 109 59 5 46 44 
RIGHT TO PRIVACY - SEND/RECEIVE UNOPENED MAIL 4 4 6 1 3 
RIGHT TO PROMPT EFFORTS TO RESOLVE GRIEVANCES 8 24 22 15 16 
RIGHT TO REFUSE; FORMULATE ADVANCE DIRECTIVES 4 3 22 4 7 
RIGHT TO SURVEY RESULTS-READILY ACCESSIBLE 11 6 2 9 6 
RIGHT TO TELEPHONE ACCESS WITH PRIVACY 3 5 1 1 4 
RIGHT TO VOICE GRIEVANCES WITHOUT REPRISAL 4 1 
RIGHT TO/FACILITY PROVISION OF VISITOR ACCESS 5 1 1 
RIGHTS EXERCISED BY REPRESENTATIVE 1 1 1 
ROUTINE/EMERGENCY DENTAL SERVICES IN NFS 1 4 5 15 22 
ROUTINE/EMERGENCY DENTAL SERVICES IN SNFS 11 5 63 4 11 
SAFE/CLEAN/COMFORTABLE/HOMELIKE ENVIRONMENT 8 9 31 12 9 
SAFE/FUNCTIONAL/SANITARY /COMFORTABLE ENVIRON 2 6 3 1 14 
SELF-DETERMINATION - RIGHT TO MAKE CHOICES 11 11 5 23 35 
SERVICES BY QUALIFIED PERSONS/PER CARE PLAN 15 34 42 38 44 
SERVICES PROVIDED MEET PROFESSIONAL STANDARDS 130 154 138 61 41 
SUBSTITUTES OF SIMILAR NUTRITIVE VALUE 1 17 2 
SUFFICIENT 24-HR NURSING STAFF PER CARE Pl.ANS 9 11 9 10 12 
SUFFICIENT DIETARY SUPPORT PERSONNEL 4 1 4 3 
SUFFICIENT FLUID TO MAINTAIN HYDRATION 8 6 36 13 10 
SURETY BOND - SECURITY OF PERSONAL FUNDS 1 1 
THERAPEUTIC DIET PRESCRIBED .BY PHYSICIAN. 6 3 1 1 
TRAIN ALL STAFF-EMERGENCY PROCEDURES/DRILLS 13 15 8 10 8 
TRANSFER AGREEMENT WITH HOSPITAL 1 
TREATMENT/CARE FOR SPECIAL NEEDS 45 32 33 19 14 
TREATMENT/DEVICES TO MAINTAIN HEARING/VISION 1 4 5 4 3 
TREATMENT/SERVICES TO IMPROVE/MAINTAIN ADLS 26 12 87 9 14 
TREATMENT/SVCS TO PREVENT/HEAL PRESSURE SORES 58 54 49 37 43 
tx/svc FOR MENTAL/PSYCHOSOCIAL DIFFICULTIES 2 5 3 5 1 
WAIVER-RN 8 HRS 7 DAYS/WK, FULL-TIME DON 7 3 22 1 3 
WRITTEN PLANS TO MEET EMERGENCIES/DISASTERS 5 5 3 1 1 

............ _, .. , ..... - . "' ,. ...... 
GrandTotal '.>', i. •'>'. ·.<, ·- •,··•··•: ;,, •·· ,,·, __ • ..,.,-:'---- '' .··.:_,:·. :_ ... • •.. ,' 2432 
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ACTIVE TREATMENT 1 

CLIENT BATHROOMS 1 

CLIENT RECORDS 1 1 

COMMUNICATION WITH CLIENTS, PARENTS & 1 

COMPLIANCE W FEDERAL, STATE & LOCAL LAWS 2 3 

CONDUCT TOWARD CLIENT 2 1 1 

DINING AREAS AND SERVICE 1 1 

DIRECT CARE STAFF 2 1 

DRUG ADMINISTRATION 2 1 3 

DRUG REGIMEN REVIEW 2 1 

DRUG STORAGE AND RECORDKEEPING 2 

DRUG USAGE 2 

EVACUATION DRILLS 4 3 4 

FLOORS 1 1 

FOOD AND NUTRITION SERVICES 1 1 

GOVERNING BODY . 2 4 2 

INDIVIDUAL PROGRAM PLAN 2 2 4 

INFECTION CONTROL 4 3 

MEAL SERVICES 3 

MENUS 1 1 

MGMT OF INAPPROPRIATE CLIENT BEHAVIOR 1 1 

NURSING SERVICES 7 

PHYSICIAN SERVICES 4 7 

PROFESSIONAL PROGRAM SERVICES 1 

PROGRAM DOCUMENTATION 1 1 

PROGRAM IMPLEMENTATION 1 3 

PROGRAM MONITORING & CHANGE 3 13 6 

PROTECTION OF CLIENTS RIGHTS 2 3 3 

QUALIFIED MENTAL RETARDATION PROFESSIONAL 1 1 

SERVICES PROVIDED WITH OUTSIDE SOURCES . 1 

STAFF TRAINING PROGRAM 1 2 1 

STAFF TREATMENT OF CLIENTS 10 6 8 

<.,and. Total • .· 
•·· 
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4170: Mandated reporting policies and procedures 3 1 3 

3630: Medication services-General. 12 5 6 

3870: Client protection 2 1 1 

3520: Shared expenses and client related funds 2 2 0 

3530: Individual financial plan 2 0 0 

3320: Client rights 40 26 17 

3240: Policies and procedures 3 3 7 

3220: Administrator responsibilities and training 3 1 1 

3630: Medication services-General 12 5 6 

3370: Client health services support 6 3 7 

3360: Client services 4 4 9 

3860: Positive behavior support plan 13 17 10 
3020: Compliance 3 0 0 

3470: Development of the individual instruction and support plan 2 1 0 

3700: Storage of medications. 1 1 1 

3540: Managing client funds 2 1 0 

3820: Client's property records 2 0 0 

4150: Mandated reporting to the department 19 19 0 

4160: Mandated reporting to law enforcement 10 12 18 

3610: Client reimbursement 2 0 1 

3420: Client refusal to participate in services 1 0 0 

3440: Changes in client service needs-Emergent 1 0 1 

3510: Ongoing updating of the individual instruction and support plan. 1 0 0 

3660: Medication assistance. 1 0 0 

3900: Restrictive procedures approval. 1 0 0 

3190: Service provider responsibilities. 2 2 0 

3390: Physical and safety requirements. 
. 

4 2 4 

3372: Medical devices. 4 0 0 

3330: Treatment of clients. 6 2 4 

3375: Nurse delegation. 2 0 0 

3150: State and federal access to program 2 0 1 

3850: Functional assessment. 3 2 4 

3500: Accessibility of the individual instruction and support plan 1 0 1 

4030: Cornmunity protection-Client transportation 1 0 0 

3250: Background checks-Requirements for service providers 8 7 5 

3200: Staffing requirements. 1 1 3 



3580: Client financial records. 1 1 0 
3970: Community protection-Approval 1 0 0 
4000: Community protection-Staff training 1 1 0 
3550: Reconciling and verifying client accounts. 2 1 0 
3980: Community protection-Policies and procedures 1 1 2 
4010: Community protection-Treatment plan 1 1 1 
3640: Medication-Types of support 0 1 0 
3720: Medications-Documentation 0 2 1 
3670: Medication administration-Nurse delegation. 0 1 1 
3255: Background checks-Provisional hire-Pending results. 0 2 1 
3160: Plan of correction . 0 1 1 
3800: Retention of client records 0 0 1 
3590: Transferring client funds. 0 0 1 

Grand.Totak .. ·:·•·•\ : ::,i_i: << _:> ·••··••··>•,•cc >·:,.: •.•• ·• ··•· 189 ········•·······•· .. ·.,, ·.· -130 .•. '; •, • 119 



Reports Used 

Regulations Cited 

AFH & ALF - RCS Report Fac1008_CitationFrequency 

NH -5 & C PDQ Report citation_frequency 

ICFIID - Data collected by the uniti no data prior to FY2012 
CCRSS- Data is collected by the unit; no data prior to FY2012 



FY2014 
Citation Category 

PROVIDE 
CARE/SERVICES 
FOR HIGHEST 
WELL BEING 

FREE OF 
ACCIDENT 
HAZARDS/SUPER

VISION/DEVICES 

DRUG REGIMEN IS 
FREE FROM 
UNNECESSARY 
DRUGS 

DEVELOP 
COMPREHENSIVE 
CARE PLANS 

DIGNITY AND 
RESPECT OF 
INDIVIDUALITY 

Nursing Home 

FY2014 
Top 5 citation categories with description 

Description 
F 309: This tag encompasses a number of areas in which the facility is expected to ensure the 
resident receives all necessary services to meet his/her highest level of function (and avoid a 
decline in that function unless the decline is reasonably expected related to the resident 
diagnosis). The categories in this tag include: dementia, dialysis, pain, hospice, non-pressure 
related skin ulcers, diabetes, fractures, and fecal impaction 

F 323: The facility must keep residents free from accidents and hazards, including the potential 
for accidents. The facility should keep the physical environment and all equipment in good 
repair. If the facility has an awareness a resident is a potential for injury (i.e.: history of falls), 
the facility must implement plans to minimize or eliminate the resident risk for in_,_ju_r_ie_s_. - ----1 

F 329: The facility will ensure the resident only takes the medications needed, in the lowest 
dose possible to address the problem, and will ensure the medication(s) do not have adverse 
consequences to the resident and the medications do not have the potential for an adverse 
reaction with other medications the resident is taking. The facility will ensure that all 
appropriate monitoring occurs with the medication (Blood pressure checks, blood sugar checks, 
labs) and the facility will attempt to reduce the dose periodically for those medications that are 
considered psychotropic medications. The facility will not inappropriately utilize psychotropic 
medications to control "unwanted" behaviors 

F 279: The facility will create a care plan outlining the care and services required for the resident 
to reach his/her highest level of function and well-being. The care plan will be based on an 
assessment. 

F 241: The facility must provide care in a manner that respects the resident's dignity and 
individuality. This can include recognizing privacy, allowing the resident to act as he/she would 
if in their own home (appropriate grooming without food all over clothes or in hair, appropriate 
dress for the time of day, attending activities he/she likes, using dishware rather than paper 
plates and cups, etc.), maintaining a sense of se_l_f-_es_t_e_e_m_. ____________ _ 



List of all citation categories for FY 2014 

Nursing Home FY2014 

Chapter Description Total Citations 

ACCESS TO STATIONERY/POSTAGE/PENS, ETC 

ACTIVITIES MEET INTERESTS/NEEDS OF EACH RES 24 

ADEQUATE & COMFORTABLE LIGHTING LEVELS 1 

ADEQUATE OUTSIDE VENTILATION-WINDOW/MECHANIC 

AOL CARE PROVIDED FOR DEPENDENT RESIDENTS 38 

ADLS DO NOT DECLINE UNLESS UNAVOIDABLE 1 

ADMINISTRATION 

ADMISSION PHYSICIAN ORDERS FOR IMMEDIATE CARE 

ANTICIPATE DISCHARGE: POST-DISCHARGE PLAN 3 

ANTICIPATE DISCHARGE: RECAP STAY/FINAL STATUS 

ASSESSMENT ACCURACY/COORDINATION/CERTIFIED 18 

ASSISTIVE DEVICES - EATING EQUIPMENT/UTENSILS 2 

BEDROOMS - WINDOW/FLOOR, BED/FURNITURE/CLOSET 

BEDROOMS ASSURE FULL VISUAL PRIVACY 2 

BEDROOMS HAVE DIRECT ACCESS TO EXIT CORRIDOR 

BEDROOMS MEASURE AT LEAST 80 SQ FT/RESIDENT 11 

CARE AND ENVIRONMENT PROMOTES QUALITY OF LIFE 5 

CLEAN BED/BATH LINENS IN GOOD CONDITION 1 

COMFORTABLE & SAFE TEMPERATURE LEVELS 3 

COMPLY WITH FEDERAL/STATE/LOCAL LAWS/PROF STD 1 

COMPREHENSIVE ASSESS AFTER SIGNIFICANT CHANGE 3 

COMPREHENSIVE ASSESS AT LEAST EVERY 12 MONTHS 

COMPREHENSIVE ASSESSMENTS 35 

CONVEYANCE OF PERSONAL FUNDS UPON DEATH 3 

CORRIDORS HAVE FIRMLY SECURED HANDRAILS 1 

DEVELOP COMPREHENSIVE CARE PLANS 81 

DEVELOP/IMPLMENT ABUSE/NEGLECT, ETC POLICIES 33 

DIGNITY AND RESPECT OF INDIVIDUALITY 78 

DISPOSE GARBAGE & REFUSE PROPERLY 2 

DOCUMENTATION FOR TRANSFER/DISCHARGE OF RES 1 

DRUG RECORDS, LABEL/STORE DRUGS & BIOLOGICALS 61 

DRUG REGIMEN IS FREE FROM UNNECESSARY DRUGS 97 

DRUG REGIMEN REVIEW, REPORT IRREGULAR, ACT ON 9 

EFFECTIVE ADMIN ISTRATION/RESIDENT WELL-BEING 8 

EMERGENCY ELECTRICAL POWER SYSTEM 

EMPLOY QUALIFIED FT/PT/CONSULT PROFESSIONALS 1 

ENCODING/TRANSMITTING RESIDENT ASSESSMENT 

ESSENTIAL EQUIPMENT, SAFE OPERATING CONDITION 5 

FACILITY MANAGEMENT OF PERSONAL FUNDS 9 

FEEDING ASST - TRAINING/SUPERVISION/RESIDENT 

FOOD IN FORM TO MEET INDIVIDUAL NEEDS 2 

FOOD PROCURE, STORE/PREPARE/SERVE - SANITARY 70 

FREE FROM ABUSE/INVOLUNTARY SECLUSION 4 

FREE OF ACCIDENT HAZARDS/SUPERVISION/DEVICES 134 

FREE OF MEDICATION ERROR RATES OF 5% OR MORE 18 

FREQUENCY & TIMELINESS OF PHYSICIAN VISIT 3 

FREQUENCY OF MEALS/SNACKS AT BEDTIME 4 

GOVERNING BODY-FACILITY POLICIES/APPOINT ADMN 3 

HOUSEKEEPING & MAINTENANCE SERVICES 19 



Chapter Description Total Citations 

INCREASE/PREVENT DECREASE IN RANGE OF MOTION 17 

INFECTION CONTROL, PREVENT SPREAD, LINENS 76 

INFLUENZA AND PNEUMOCOCCAL IMMUNIZATIONS 4 

INFORMED OF HEALTH STATUS, CARE, & TREATMENTS 17 

INVESTIGATE/REPORT ALLEGATIONS/INDIVIDUALS 73 

LAB REPORTS IN RECORD - LAB NAME/ADDRESS 

LAB SVCS ONLY WHEN ORDERED BY PHYSICIAN 

LIMITATION ON CHARGES TO PERSONAL FUNDS 1 

LISTEN/ACT ON GROUP GRIEVANCE/RECOMMENDATION 8 

MAINTAIN 15 MONTHS OF RESIDENT ASSESSMENTS 

MAINTAIN NUTRITION STATUS UNLESS UNAVOIDABLE 38 

MAINTAINS EFFECTIVE PEST CONTROL PROGRAM 2 

MAINTENANCE OF COMFORTABLE SOUND LEVELS 9 

MENUS MEET RES NEEDS/PREP IN ADVANCE/FOLLOWED 12 

NG TREATMENT/SERVICES - RESTORE EATING SKILLS 2 

NO BEHAVIOR DIFFICULTIES UNLESS UNAVOIDABLE 1 

NO CATHETER, PREVENT UTI, RESTORE BLADDER 29 

NO REDUCTION IN ROM UNLESS UNAVOIDABLE 2 

NOTICE OF BED-HOLD POLICY BEFORE/UPON TRANSFR 3 

NOTICE OF RIGHTS, RULES, SERVICES, CHARGES 21 

NOTICE REQUIREMENTS BEFORE TRANSFER/DISCHARGE 3 

NOTIFY OF CHANGES (INJURY/DECLINE/ROOM, ETC) 42 

NURSE AIDE DEMONSTRATE COMPETENCY/CARE NEEDS 

NURSE AIDE PERFORM REVIEW-12 HR/YR INSERVICE 3 

NURSE AIDE REGISTRY VERIFICATION, RETRAINING 4 

NURSE AIDE WORK> 4 MO - TRAINING/COMPETENCY 2 

NUTRITIVE VALUE/APPEAR, PALATABLE/PREFER TEMP 23 

OUTSIDE PROFESSIONAL RESOURCES-ARRANGE/AGRMNT 

PARTICIPATE IN SOCIAL/RELIGIOUS ACT/COMMUNITY 1 

PASRR REQUIREMENTS FOR Ml & MR 24 

PERSONAL PRIVACY/CONFIDENTIALITY OF RECORDS 16 

PERSONAL VISITS BY PHYSICIAN, ALTERNATE PA/NP 

PHARMACEUTICAL SVC - ACCURATE PROCEDURES, RPH 21 

PHYSICIAN FOR EMERGENCY CARE, AVAILABLE 24HR 

PHYSICIAN VISITS - REVIEW CARE/NOTES/ORDERS 1 

POLICY TO PERMIT READMISSION BEYOND BED-HOLD 1 

POSTED NURSE STAFFING INFORMATION 17 

PREPARATION FOR SAFE/ORDERLY TRANSFER/DISCHRG 4 

PROCEDURES TO ENSURE WATER AVAILABILITY 

PROHIBIT MISTREATMENT/NEGLECT/MISAPPROPRIATN 5 

PROMPTLY NOTIFY PHYSICIAN OF LAB RESULTS 1 

PROVIDE CARE/SERVICES FOR HIGHEST WELL BEING 141 

PROVIDE/OBTAIN RADIOLOGY/DIAGNOSTIC SVCS 1 

PROVIDE/OBTAIN SPECIALIZED REHAB SERVICES 5 

PROVIDED DIET MEETS NEEDS OF EACH RESIDENT 

PROVISION OF MEDICALLY RELATED SOCIAL SERVICE 44 

QAA COMMITTEE-MEMBERS/MEET QUARTERLY /PLANS 7 

QUALIFICATIONS OF ACTIVITY PROFESSIONAL 

QUALIFICATIONS OF SOCIAL WORKER> 120 BEDS 2 

QUARTERLY ASSESSMENT AT LEAST EVERY 3 MONTHS 

REASONABLE ACCOMMODATION OF NEEDS/PREFERENCES 10 

REASONS FOR TRANSFER/DISCHARGE OF RESIDENT 5 



Chapter Description Total Citations 

REHAB SVCS - PHYSICIAN ORDER/QUALIFIED PERSON 

RELEASE RES INFO, SAFEGUARD CLINICAL RECORDS 

REQUIREMENTS FOR DINING & ACTIVITY ROOMS 2 

RES RECORDS-COMPLETE/ACCURATE/ACCESSIBLE 41 

RESIDENT CALL SYSTEM - ROOMS/TOILET/BATH 10 

RESIDENT SELF-ADMINISTER DRUGS IF DEEMED SAFE 11 

RESIDENTS FREE OF SIGNIFICANT MED ERRORS 25 

RESPONSIBILITIES OF MEDICAL DIRECTOR 

RIGHT TO ACCESS/PURCHASE COPIES OF RECORDS 

RIGHT TO BE FREE FROM CHEMICAL RESTRAINTS 

RIGHT TO BE FREE FROM PHYSICAL RESTRAINTS 2 

RIGHT TO CHOOSE A PERSONAL PHYSICIAN 

RIGHT TO EXERCISE RIGHTS - FREE OF REPRISAL 4 

RIGHT TO INFO FROM/CONTACT ADVOCATE AGENCIES 

RIGHT TO NOTICE BEFORE ROOM/ROOMMATE CHANGE 10 

RIGHT TO PARTICIPATE IN RESIDENT/FAMILY GROUP 

RIGHT TO PARTICIPATE PLANNING CARE-REVISE CP 44 

RIGHT TO PRIVACY - SEND/RECEIVE UNOPENED MAIL 3 

RIGHT TO PROMPT EFFORTS TO RESOLVE GRIEVANCES 16 

RIGHT TO REFUSE; FORMULATE ADVANCE DIRECTIVES 7 

RIGHT TO SURVEY RESULTS - READILY ACCESSIBLE 6 

RIGHT TO TELEPHONE ACCESS WITH PRIVACY 4 

RIGHT TO VOICE GRIEVANCES WITHOUT REPRISAL 

RIGHT TO/FACILITY PROVISION OF VISITOR ACCESS 1 

RIGHTS EXERCISED BY REPRESENTATIVE 1 

ROUTINE/EMERGENCY DENTAL SERVICES IN NFS 22 

ROUTINE/EMERGENCY DENTAL SERVICES IN SNFS 11 

SAFE/CLEAN/COMFORTABLE/HOMELIKE ENVIRONMENT 9 

SAFE/FUNCTIONAL/SANITARY /COMFORTABLE ENVIRON 14 

SELF-DETERMINATION - RIGHT TO MAKE CHOICES 35 

SERVICES BY QUALIFIED PERSONS/PER CARE PLAN 44 

SERVICES PROVIDED MEET PROFESSIONAL STANDARDS 41 

SUBSTITUTES OF SIMILAR NUTRITIVE VALUE 2 

SUFFICIENT 24-HR NURSING STAFF PER CARE PLANS 12 

SUFFICIENT DIETARY SUPPORT PERSONNEL 3 

SUFFICIENT FLUID TO MAINTAIN HYDRATION 10 

SURETY BOND - SECURITY OF PERSONAL FUNDS 

THERAPEUTIC DIET PRESCRIBED BY PHYSICIAN 1 

TRAIN ALL STAFF-EMERGENCY PROCEDURES/DRILLS 8 

TRANSFER AGREEMENT WITH HOSPITAL 

TREATMENT/CARE FOR SPECIAL NEEDS 14 

TREATMENT/DEVICES TO MAINTAIN HEARING/VISION 3 

TREATMENT/SERVICES TO IMPROVE/MAINTAIN ADLS 14 

TREATMENT/SVCS TO PREVENT/HEAL PRESSURE SORES 43 

TX/SVC FOR MENTAL/PSYCHOSOCIAL DIFFICULTIES 1 

WAIVER-RN 8 HRS 7 DAYS/WK, FULL-TIME DON 3 

WRITTEN PLANS TO MEET EMERGENCIES/DISASTERS 1 

Grand Total 1970 -



Nursing Home 

FY2013 
Top 5 citation categories with description 

--
FY2013 

Description 
Citation Category 

PROVIDE F 309: This tag encompasses a number of areas in which the facility is expected to ensure the 

CARE/SERVICES resident receives all necessary services to meet his/her highest level of function (and avoid a 

FOR HIGHEST decline in that function unless the decline is reasonably expected related to the resident 

WELL BEING diagnosis). The categories in this tag include: dementia, dialysis, pain, hospice, non-pressure 
related skin ulcers, diabetes, fractures, and fecal impaction 

FREE OF 
ACCIDENT F 323: The facility must keep residents free from accidents and hazards, including the potential 

HAZARDS/SUPER- for accidents. The facility should keep the physical environment and all equipment in good 

VISION/DEVICES repair. If the facility has an awareness a resident is a potential for injury (i.e.: history of falls), 
the facility must implement plans to minimize or eliminate the resident risk for injuries. 

INVESTIGATE/ 
REPORT F 22S: The facility must not employ an individual who has been found guilty of abusing, 

ALLEGATIONS/ neglecting, and/or mistreating resident. The facility must ensure that all allegations of abuse, 

INDIVIDUALS neglect, mistreatment, and/or misappropriation of property are thoroughly investigated and 

-
reported to the proper_9fficials (DSHS hotline, Law enforcement, coroner, etc.) 

DIGNITY AND F 241: The facility must provide care in a manner that respects the resident's dignity and 

RESPECT OF individuality. This can include recognizing privacy, allowing the resident to act as he/she would 

INDIVIDUALITY if in their own home (appropriate grooming without food all over clothes or in hair, appropriate 
dress for the time of day, attending activities he/she likes, using dishware rather than paper 
plates and cups, etc.), maintaining a sense of self-esteem. 

DRUG REGIMEN IS F 329: The facility will ensure the resident only takes the medications needed, in the lowest 

FREE FROM dose possible to address the problem, and will ensure the medication(s) do not have adverse 
UNNECESSARY consequences to the resident and the medications do not have the potential for an adverse 

DRUGS reaction with other medications the resident is taking. The facility will ensure that all 
appropriate monitoring occurs with the medication (Blood pressure checks, blood sugar checks, 
labs) and the facility will attempt to reduce the dose periodically for those medications that are 
considered psychotropic medications. The facility will not inappropriately utilize psychotropic 
medications to control "unwanted" behaviors 



List of all citation categories for FY 2013 

Nursing Home FY 2013 

Chapter Description Total Citations 

ACCESS TO STATIONERY/POSTAGE/PENS, ETC 

ACTIVITIES MEET INTERESTS/NEEDS OF EACH RES 16 

ADEQUATE & COMFORTABLE LIGHTING LEVELS 

ADEQUATE OUTSIDE VENTILATION-WINDOW/MECHANIC 

ADL CARE PROVIDED FOR DEPENDENT RESIDENTS 27 

ADLS DO NOT DECLINE UNLESS UNAVOIDABLE 

ADMINISTRATION 1 

ADMISSION PHYSICIAN ORDERS FOR IMMEDIATE CARE 2 

ANTICIPATE DISCHARGE: POST-DISCHARGE PLAN 2 

ANTICIPATE DISCHARGE: RECAP STAY/FINAL STATUS 1 

ASSESSMENT ACCURACY/COORDINATION/CERTIFIED 6 

ASSISTIVE DEVICES - EATING EQUIPMENT/UTENSILS 

BEDROOMS - WINDOW/FLOOR, BED/FURNITURE/CLOSET 

BEDROOMS ASSURE FULL VISUAL PRIVACY 

BEDROOMS HAVE DIRECT ACCESS TO EXIT CORRIDOR 

BEDROOMS MEASURE AT LEAST 80 SQ FT/RESIDENT 11 

CARE AND ENVIRONMENT PROMOTES QUALITY OF LIFE 

CLEAN BED/BATH LINENS IN GOOD CONDITION 

COMFORTABLE & SAFE TEMPERATURE LEVELS 4 

COM PLY WITH FEDERAL/STATE/LOCAL LAWS/PROF STD 

COMPREHENSIVE ASSESS AFTER SIGNIFICANT CHANGE 

COMPREHENSIVE ASSESS AT LEAST EVERY 12 MONTHS 

COMPREHENSIVE ASSESSMENTS 47 

CONVEYANCE OF PERSONAL FUNDS UPON DEATH 

CORRIDORS HAVE FIRMLY SECURED HANDRAILS 1 

DEVELOP COMPREHENSIVE CARE PLANS 82 

DEVELOP/IMPLMENT ABUSE/NEGLECT, ETC POLICIES 40 

DIGNITY AND RESPECT OF INDIVIDUALITY 87 

DISPOSE GARBAGE & REFUSE PROPERLY 1 

DOCUMENTATION FOR TRANSFER/DISCHARGE OF RES 

DRUG RECORDS, LABEL/STORE DRUGS & BIOLOGICALS 59 

DRUG REGIMEN IS FREE FROM UNNECESSARY DRUGS 86 

DRUG REGIMEN REVIEW, REPORT IRREGULAR, ACT ON 17 

EFFECTIVE ADMINISTRATION/RESIDENT WELL-BEING 9 

EMERGENCY ELECTRICAL POWER SYSTEM 

EMPLOY QUALIFIED FT/PT/CONSULT PROFESSIONALS 

ENCODING/TRANSMITTING RESIDENT ASSESSMENT 

ESSENTIAL EQUIPMENT, SAFE OPERATING CONDITION 5 

FACILITY MANAGEMENT OF PERSONAL FUNDS 5 

FEEDING ASST - TRAINING/SUPERVISION/RESIDENT 

FOOD IN FORM TO MEET INDIVIDUAL NEEDS 

FOOD PROCURE, STORE/PREPARE/SERVE - SANITARY 56 

FREE FROM ABUSE/INVOLUNTARY SECLUSION 2 

FREE OF ACCIDENT HAZARDS/SUPERVISION/DEVICES 130 

FREE OF MEDICATION ERROR RATES OF 5% OR MORE 29 

FREQUENCY & TIMELINESS OF PHYSICIAN VISIT 5 

FREQUENCY OF M EALS/SNACKS AT BEDTIME 2 

GOVERNING BODY-FACILITY POLICIES/APPOINT ADMN 1 

HOUSEKEEPING & MAINTENANCE SERVICES 34 



Chapter Description Total Citations 

INCREASE/PREVENT DECREASE IN RANGE OF MOTION 23 

INFECTION CONTROL, PREVENT SPREAD, LINENS 82 

INFLUENZA AND PNEUMOCOCCAL IMMUNIZATIONS 5 

INFORMED OF HEALTH STATUS, CARE, & TREATMENTS 16 

INVESTIGATE/REPORT ALLEGATIONS/INDIVIDUALS 87 

LAB REPORTS IN RECORD - LAB NAME/ADDRESS 

LAB SVCS ONLY WHEN ORDERED BY PHYSICIAN 

LIMITATION ON CHARGES TO PERSONAL FUNDS 1 

LISTEN/ACT ON GROUP GRIEVANCE/RECOMMENDATION 

MAINTAIN 15 MONTHS OF RESIDENT ASSESSMENTS 

MAINTAIN NUTRITION STATUS UNLESS UNAVOIDABLE 30 

MAINTAINS EFFECTIVE PEST CONTROL PROGRAM 1 

MAINTENANCE OF COMFORTABLE SOUND LEVELS 3 

MENUS MEET RES NEEDS/PREP IN ADVANCE/FOLLOWED 4 

NG TREATMENT/SERVICES - RESTORE EATING SKILLS 3 

NO BEHAVIOR DIFFICULTIES UNLESS UNAVOIDABLE 1 

NO CATHETER, PREVENT UTI, RESTORE BLADDER 24 

NO REDUCTION IN ROM UNLESS UNAVOIDABLE 2 

NOTICE OF BED-HOLD POLICY BEFORE/UPON TRANSFR 3 

NOTICE OF RIGHTS, RULES, SERVICES, CHARGES 30 

NOTICE REQUIREMENTS BEFORE TRANSFER/DISCHARGE 1 

NOTIFY OF CHANGES (INJURY/DECLINE/ROOM, ETC) 51 

NURSE AIDE DEMONSTRATE COMPETENCY/CARE NEEDS 2 

NURSE AIDE PERFORM REVIEW-12 HR/YR INSERVICE 12 

NURSE AIDE REGISTRY VERIFICATION, RETRAINING 4 

NURSE AIDE WORK > 4 MO - TRAINING/COMPETENCY 1 

NUTRITIVE VALUE/APPEAR, PALATABLE/PREFER TEMP 32 

OUTSIDE PROFESSIONAL RESOURCES-ARRANGE/AGRMNT 

PARTICIPATE IN SOCIAL/RELIGIOUS ACT/COMMUNITY 

PASRR REQUIREMENTS FOR Ml & MR 11 

PERSONAL PRIVACY/CONFIDENTIALITY OF RECORDS 9 

PERSONAL VISITS BY PHYSICIAN, ALTERNATE PA/NP 

PHARMACEUTICAL SVC - ACCURATE PROCEDURES, RPH 21 

PHYSICIAN FOR EMERGENCY CARE, AVAILABLE 24HR 

PHYSICIAN VISITS - REVIEW CARE/NOTES/ORDERS 1 

POLICY TO PERMIT READMISSION BEYOND BED-HOLD 

POSTED NURSE STAFFING INFORMATION 10 

PREPARATION FOR SAFE/ORDERLY TRANSFER/DISCHRG 5 

PROCEDURES TO ENSURE WATER AVAILABILITY 3 

PROHIBIT MISTREATMENT/NEGLECT/MISAPPROPRIATN 

PROMPTLY NOTIFY PHYSICIAN OF LAB RESULTS 

PROVIDE CARE/SERVICES FOR HIGHEST WELL BEING 134 

PROVIDE/OBTAIN RADIOLOGY/DIAGNOSTIC SVCS 1 

PROVIDE/OBTAIN SPECIALIZED REHAB SERVICES 6 

PROVIDED DIET MEETS NEEDS OF EACH RESIDENT 3 

PROVISION OF MEDICALLY RELATED SOCIAL SERVICE 48 

QAA COMMITTEE-MEMBERS/MEET QUARTERLY/PLANS 12 

QUALIFICATIONS OF ACTIVITY PROFESSIONAL 

QUALIFICATIONS OF SOCIAL WORKER> 120 BEDS 

QUARTERLY ASSESSMENT AT LEAST EVERY 3 MONTHS 

REASONABLE ACCOMMODATION OF NEEDS/PREFERENCES 19 

REASONS FOR TRANSFER/DISCHARGE OF RESIDENT 2 



Chapter Description Total Citations 

REHAB SVCS - PHYSICIAN ORDER/QUALIFIED PERSON 

RELEASE RES INFO, SAFEGUARD CLINICAL RECORDS 1 

REQUIREMENTS FOR DINING & ACTIVITY ROOMS 3 

RES RECORDS-COMPLETE/ACCURATE/ACCESSIBLE 39 

RESIDENT CALL SYSTEM - ROOMS/TOILET/BATH 7 

RESIDENT SELF-ADMINISTER DRUGS IF DEEMED SAFE 7 

RESIDENTS FREE OF SIGNIFICANT MED ERRORS 42 

RESPONSIBILITIES OF MEDICAL DIRECTOR 1 

RIGHT TO ACCESS/PURCHASE COPIES OF RECORDS 2 

RIGHT TO BE FREE FROM CHEMICAL RESTRAINTS 1 

RIGHT TO BE FREE FROM PHYSICAL RESTRAINTS 1 

RIGHT TO CHOOSE A PERSONAL PHYSICIAN 1 

RIGHT TO EXERCISE RIGHTS - FREE OF REPRISAL 1 

RIGHT TO INFO FROM/CONTACT ADVOCATE AGENCIES 

RIGHT TO NOTICE BEFORE ROOM/ROOMMATE CHANGE 14 

RIGHT TO PARTICIPATE IN RESIDENT/FAMILY GROUP 

RIGHT TO PARTICIPATE PLANNING CARE-REVISE CP 46 

RIGHT TO PRIVACY - SEND/RECEIVE UNOPENED MAIL 1 

RIGHT TO PROMPT EFFORTS TO RESOLVE GRIEVANCES 15 

RIGHT TO REFUSE; FORMULATE ADVANCE DIRECTIVES 4 

RIGHT TO SURVEY RESULTS - READILY ACCESSIBLE 9 

RIGHT TO TELEPHONE ACCESS WITH PRIVACY 1 

RIGHT TO VOICE GRIEVANCES WITHOUT REPRISAL 1 

RIGHT TO/FACILITY PROVISION OF VISITOR ACCESS 

RIGHTS EXERCISED BY REPRESENTATIVE 1 

ROUTINE/EMERGENCY DENTAL SERVICES IN NFS 15 

ROUTINE/EMERGENCY DENTAL SERVICES IN SNFS 4 

SAFE/CLEAN/COMFORTABLE/HOMELIKE ENVIRONMENT 12 

SAFE/FUNCTIONAL/SANITARY/COMFORTABLE ENVIRON 1 

SELF-DETERMINATION - RIGHT TO MAKE CHOICES 23 

SERVICES BY QUALIFIED PERSONS/PER CARE PLAN 38 

SERVICES PROVIDED MEET PROFESSIONAL STANDARDS 61 

SUBSTITUTES OF SIMILAR NUTRITIVE VALUE 

SUFFICIENT 24-HR NURSING STAFF PER CARE PLANS 10 

SUFFICIENT DIETARY SUPPORT PERSONNEL 

SUFFICIENT FLUID TO MAINTAIN HYDRATION 13 

SURETY BOND - SECURITY OF PERSONAL FUNDS 1 

THERAPEUTIC DIET PRESCRIBED BY PHYSICIAN 1 

TRAIN ALL STAFF-EMERGENCY PROCEDURES/DRILLS 10 

TRANSFER AGREEMENT WITH HOSPITAL 1 

TREATMENT/CARE FOR SPECIAL NEEDS 19 

TREATMENT/DEVICES TO MAINTAIN HEARING/VISION 4 

TREATMENT/SERVICES TO IMPROVE/MAINTAIN ADLS 9 

TREATMENT/SVCS TO PREVENT/HEAL PRESSURE SORES 37 

TX/SVC FOR MENTAL/PSYCHOSOCIAL DIFFICULTIES 5 

WAIVER-RN 8 HRS 7 DAYS/WK, FULL-TIME DON 1 

WRITTEN PLANS TO MEET EMERGENCIES/DISASTERS 1 

Grand Total 1935 
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SERVICES 
PROVIDED MEET 
PROFESSIONAL 
STANDARDS 

FREE OF 
ACCIDENT 
HAZARDS/SUPER-
VISION/DEVICES 

PROVIDE 
CARE/SERVICES 
FOR HIGHEST 
WELL BEING 

TREATMENT/ 
SERVICES TO 
IMPROVE/ 
MAINTAIN ADLS 

NG TREATMENT/ 
SERVICES-
RESTORE EATING 
SKILLS 

-

Nursing Home 

FY2012 
Top 5 citation categories with description 

Description 
F 281: Assuring each discipline in the facility is acting in accordance with his/her p rofessional 

ing standards. For example, nursing standards include the 5 Rights to be followed dur 
medication administration (right resident, right drug, right dose, right route, right time). If a 

be cited any medication error occurs, professional standards were not followed. This tag may 
time a standard of practice for a discipline was not followed. 

F 323: The facility must keep residents free from accidents and hazards, including the potential 
tin good for accidents. The facility should keep the physical environment and all equipmen 

repair. If the facility has an awareness a resident is a potential for injury (Le.: hist 
the facility must implement plans to minimize or eliminate the resident risk for inj 

ory of falls), 
uries. 

-------~ ----
F 309: This tag encompasses a number of areas in which the facility is expected to ensure the 
resident receives all necessary services to meet his/her highest level of function (a nd avoid a 

sident 
n-pressure 

decline in that function unless the decline is reasonably expected related to the re 
diagnosis). The categories in this tag include: dementia, dialysis, pain, hospice, no 
related skin ulcers, diabetes, fractures, and fecal impaction 

unction in F 311: The facility must continually work with residents to improve their level off 
ADLs. AOL's can include bathing, dressing, grooming, transferring, and toileting. I f the facility is 

itive status), 
nably related 

unable to assist the resident with improvement (due to resident physical and cogn 
the facility must ensure the resident does not decline in AOL abilities (unless reaso 
to his/her condition) 

F 322: The facility must ensure that a resident who can eat with or without assista nee is not fed 
ures the 
blems, and/or 

with a Naso-gastric (NG) tube. If a resident does require a NG tube, the facility ens 
resident receives appropriate care and services to prevent aspiration, stomach pro 
dehydration, and the facility assists the resident in trying to restore normal eating 



List of all citation categories for FY 2012 

Nursing Home FY2012 

Chapter Description Total Citations 

ACCESS TO STATIONERY/POSTAGE/PENS, ETC 

ACTIVITIES MEET INTERESTS/NEEDS OF EACH RES 4 

ADEQUATE & COMFORTABLE LIGHTING LEVELS 3 

ADEQUATE OUTSIDE VENTILATION-WINDOW/MECHANIC 

AOL CARE PROVIDED FOR DEPENDENT RESIDENTS 55 

ADLS DO NOT DECLINE UNLESS UNAVOIDABLE 14 

ADMINISTRATION 18 

ADMISSION PHYSICIAN ORDERS FOR IMMEDIATE CARE 

ANTICIPATE DISCHARGE: POST-DISCHARGE PLAN 

ANTICIPATE DISCHARGE: RECAP STAY/FINAL STATUS 14 

ASSESSMENT ACCURACY/COORDINATION/CERTIFIED 11 

ASSISTIVE DEVICES - EATING EQUIPMENT/UTENSILS 41 

BEDROOMS - WINDOW/FLOOR, BED/FURNITURE/CLOSET 

BEDROOMS ASSURE FULL VISUAL PRIVACY 68 

BEDROOMS HAVE DIRECT ACCESS TO EXIT CORRIDOR 

BEDROOMS MEASURE AT LEAST 80 SQ FT/RESIDENT 2 

CARE AND ENVIRONMENT PROMOTES QUALITY OF LIFE 1 

CLEAN BED/BATH LINENS IN GOOD CONDITION 48 

COMFORTABLE & SAFE TEMPERATURE LEVELS 23 

COMPLY WITH FEDERAL/STATE/LOCAL LAWS/PROF STD 24 

COMPREHENSIVE ASSESS AFTER SIGNIFICANT CHANGE 9 

COMPREHENSIVE ASSESS AT LEAST EVERY 12 MONTHS 

COMPREHENSIVE ASSESSMENTS 40 

CONVEYANCE OF PERSONAL FUNDS UPON DEATH 3 

CORRIDORS HAVE FIRMLY SECURED HANDRAILS 4 

DEVELOP COMPREHENSIVE CARE PLANS 85 

DEVELOP/IMPLMENT ABUSE/NEGLECT, ETC POLICIES 31 

DIGNITY AND RESPECT OF INDIVIDUALITY 65 

DISPOSE GARBAGE & REFUSE PROPERLY 

DOCUMENTATION FOR TRANSFER/DISCHARGE OF RES 

DRUG RECORDS, LABEL/STORE DRUGS & BIOLOGICALS 9 

DRUG REGIMEN IS FREE FROM UNNECESSARY DRUGS 23 

DRUG REGIMEN REVIEW, REPORT IRREGULAR, ACT ON 2 

EFFECTIVE ADMINISTRATION/RESIDENT WELL-BEING 5 

EMERGENCY ELECTRICAL POWER SYSTEM 

EMPLOY QUALIFIED FT/PT/CONSULT PROFESSIONALS 3 

ENCODING/TRANSMITTING RESIDENT ASSESSMENT 

ESSENTIAL EQUIPMENT, SAFE OPERATING CONDITION 6 

FACILITY MANAGEMENT OF PERSONAL FUNDS 9 

FEEDING ASST- TRAINING/SUPERVISION/RESIDENT 

FOOD IN FORM TO MEET INDIVIDUAL NEEDS 12 

FOOD PROCURE, STORE/PREPARE/SERVE - SANITARY 10 

FREE FROM ABUSE/INVOLUNTARY SECLUSION 4 

FREE OF ACCIDENT HAZARDS/SUPERVISION/DEVICES 95 

FREE OF MEDICATION ERROR RATES OF 5% OR MORE 28 

FREQUENCY & TIMELINESS OF PHYSICIAN VISIT 7 

FREQUENCY OF MEALS/SNACKS AT BEDTIME 1 

GOVERNING BODY-FACILITY POLICIES/APPOINT ADMN 3 

HOUSEKEEPING & MAINTENANCE SERVICES 9 



Chapter Description Total Citations 

INCREASE/PREVENT DECREASE IN RANGE OF MOTION 12 

INFECTION CONTROL, PREVENT SPREAD, LINENS 13 

INFLUENZA AND PNEUMOCOCCAL IMMUNIZATIONS 2 

INFORMED OF HEALTH STATUS, CARE, & TREATMENTS 36 

INVESTIGATE/REPORT ALLEGATIONS/INDIVIDUALS 80 

LAB REPORTS IN RECORD - LAB NAME/ADDRESS 

LAB SVCS ONLY WHEN ORDERED BY PHYSICIAN 

LIMITATION ON CHARGES TO PERSONAL FUNDS 

LISTEN/ACT ON GROUP GRIEVANCE/RECOMMENDATION 62 

MAINTAIN 15 MONTHS OF RESIDENT ASSESSMENTS 1 

MAINTAIN NUTRITION STATUS UNLESS UNAVOIDABLE 20 

MAINTAINS EFFECTIVE PEST CONTROL PROGRAM 11 

MAINTENANCE OF COMFORTABLE SOUND LEVELS 10 

MENUS MEET RES NEEDS/PREP IN ADVANCE/FOLLOWED 1 

NG TREATMENT/SERVICES - RESTORE EATING SKILLS 86 

NO BEHAVIOR DIFFICULTIES UNLESS UNAVOIDABLE 

NO CATHETER, PREVENT UTI, RESTORE BLADDER 14 

NO REDUCTION IN ROM UNLESS UNAVOIDABLE 1 

NOTICE OF BED-HOLD POLICY BEFORE/UPON TRANSFR 14 

NOTICE OF RIGHTS, RULES, SERVICES, CHARGES 10 

NOTICE REQUIREMENTS BEFORE TRANSFER/DISCHARGE 11 

NOTIFY OF CHANGES (INJURY/DECLINE/ROOM, ETC) 58 

NURSE AIDE DEMONSTRATE COMPETENCY/CARE NEEDS 26 

NURSE AIDE PERFORM REVIEW-12 HR/YR INSERVICE 4 

NURSE AIDE REGISTRY VERIFICATION, RETRAINING 2 

NURSE AIDE WORK> 4 MO - TRAINING/COMPETENCY 3 

NUTRITIVE VALUE/APPEAR, PALATABLE/PREFER TEMP 78 

OUTSIDE PROFESSIONAL RESOURCES-ARRANGE/AGRMNT 

PARTICIPATE IN SOCIAL/RELIGIOUS ACT/COMMUNITY 3 

PASRR REQUIREMENTS FOR Ml & MR 34 

PERSONAL PRIVACY/CONFIDENTIALITY OF RECORDS 13 

PERSONAL VISITS BY PHYSICIAN, ALTERNATE PA/NP 15 

PHARMACEUTICAL SVC - ACCURATE PROCEDURES, RPH 7 

PHYSICIAN FOR EMERGENCY CARE, AVAILABLE 24HR 2 

PHYSICIAN VISITS - REVIEW CARE/NOTES/ORDERS 1 

POLICY TO PERMIT READMISSION BEYOND BED-HOLD 2 

POSTED NURSE STAFFING INFORMATION 6 

PREPARATION FOR SAFE/ORDERLY TRANSFER/DISCHRG 5 

PROCEDURES TO ENSURE WATER AVAILABILITY 3 

PROHIBIT MISTREATMENT/NEGLECT/MISAPPROPRIATN 7 

PROMPTLY NOTIFY PHYSICIAN OF LAB RESULTS 12 

PROVIDE CARE/SERVICES FOR HIGHEST WELL BEING 90 

PROVIDE/OBTAIN RADIOLOGY/DIAGNOSTIC SVCS 1 

PROVIDE/OBTAIN SPECIALIZED REHAB SERVICES 13 

PROVIDED DIET MEETS NEEDS OF EACH RESIDENT 1 

PROVISION OF MEDICALLY RELATED SOCIAL SERVICE 36 

QAA COMMITTEE-MEMBERS/MEET QUARTERLY/PLANS 11 

QUALIFICATIONS OF ACTIVITY PROFESSIONAL 26 

QUALIFICATIONS OF SOCIAL WORKER> 120 BEDS 

QUARTERLY ASSESSMENT AT LEAST EVERY 3 MONTHS 2 

REASONABLE ACCOMMODATION OF NEEDS/PREFERENCES 25 

REASONS FOR TRANSFER/DISCHARGE OF RESIDENT 2 



Chapter Description Total Citations 

REHAB SVCS - PHYSICIAN ORDER/QUALIFIED PERSON 

RELEASE RES INFO, SAFEGUARD CLINICAL RECORDS 

REQUIREMENTS FOR DINING & ACTIVITY ROOMS 83 

RES RECORDS-COMPLETE/ ACCURATE/ ACCESSIBLE 17 

RESIDENT CALL SYSTEM - ROOMS/TOILET/BATH 7 

RESIDENT SELF-ADMINISTER DRUGS IF DEEMED SAFE 4 

RESIDENTS FREE OF SIGNIFICANT MED ERRORS 34 

RESPONSIBILITIES OF MEDICAL DIRECTOR 4 

RIGHT TO ACCESS/PURCHASE COPIES OF RECORDS 2 

RIGHT TO BE FREE FROM CHEMICAL RESTRAINTS 

RIGHT TO BE FREE FROM PHYSICAL RESTRAINTS 5 

RIGHT TO CHOOSE A PERSONAL PHYSICIAN 

RIGHT TO EXERCISE RIGHTS - FREE OF REPRISAL 2 

RIGHT TO INFO FROM/CONTACT ADVOCATE AGENCIES 8 

RIGHT TO NOTICE BEFORE ROOM/ROOMMATE CHANGE 3 

RIGHT TO PARTICIPATE IN RESIDENT/FAMILY GROUP 8 

RIGHT TO PARTICIPATE PLANNING CARE-REVISE CP 5 

RIGHT TO PRIVACY - SEND/RECEIVE UNOPENED MAIL 6 

RIGHT TO PROMPT EFFORTS TO RESOLVE GRIEVANCES 22 

RIGHT TO REFUSE; FORMULATE ADVANCE DIRECTIVES 22 

RIGHT TO SURVEY RESULTS - READILY ACCESSIBLE 2 

RIGHT TO TELEPHONE ACCESS WITH PRIVACY 1 

RIGHT TO VOICE GRIEVANCES WITHOUT REPRISAL 4 

RIGHT TO/FACILITY PROVISION OF VISITOR ACCESS 

RIGHTS EXERCISED BY REPRESENTATIVE 

ROUTINE/EMERGENCY DENTAL SERVICES IN NFS 5 

ROUTINE/EMERGENCY DENTAL SERVICES IN SNFS 63 

SAFE/CLEAN/COMFORTABLE/HOMELIKE ENVIRONMENT 31 

SAFE/FUNCTIONAL/SANITARY/COMFORTABLE ENVIRON 3 

SELF-DETERMINATION - RIGHT TO MAKE CHOICES 5 

SERVICES BY QUALIFIED PERSONS/PER CARE PLAN 42 

SERVICES PROVIDED MEET PROFESSIONAL STANDARDS 138 

SUBSTITUTES OF SIMILAR NUTRITIVE VALUE 17 

SUFFICIENT 24-HR NURSING STAFF PER CARE PLANS 9 

SUFFICIENT DIETARY SUPPORT PERSONNEL 4 

SUFFICIENT FLUID TO MAINTAIN HYDRATION 36 

SURETY BOND - SECURITY OF PERSONAL FUNDS 

THERAPEUTIC DIET PRESCRIBED BY PHYSICIAN 3 

TRAIN ALL STAFF-EMERGENCY PROCEDURES/DRILLS 8 

TRANSFER AGREEMENT WITH HOSPITAL 

TREATMENT/CARE FOR SPECIAL NEEDS 33 

TREATMENT/DEVICES TO MAINTAIN HEARING/VISION 5 

TREATMENT/SERVICES TO IMPROVE/MAINTAIN ADLS 87 

TREATMENT/SVCS TO PREVENT/HEAL PRESSURE SORES 49 

TX/SVC FOR MENTAL/PSYCHOSOCIAL DIFFICULTIES 3 

WAIVER-RN 8 HRS 7 DAYS/WK, FULL-TIME DON 22 

WRITTEN PLANS TO MEET EMERGENCIES/DISASTERS 3 

Grand Total 2466 



FY2011 
Citation Category 

FREE OF 
ACCIDENT 
HAZARDS/SUPER
VISION/DEVICES 

SERVICES 
PROVIDED MEET 
PROFESSIONAL 
STANDARDS 

PROVIDE 
CARE/SERVICES 
FOR HIGHEST 
WELL BEING 

INVESTIGATE/ 
REPORT 
ALLEGATIONS/ 
INDIVIDUALS 

INFECTION 
CONTROL, 
PREVENT SPREAD, 
LINENS 

Nursing Home 

FY2011 
Top 5 citation categories with description 

Description 
-

F 323: The facility must keep residents free from accidents and hazards, including the potential 
for accidents. The facility should keep the physical environment and all equipment in good 
repair. If the facility has an awareness a resident is a potential for injury (ie: history of falls), the 
facility must implement plans to minimize or eliminate the resident risk for injuries. __ 
F 281: Assuring each discipline in the facility is acting in accordance with his/her professional 
standards. For example, nursing standards include the 5 Rights to be followed during 
medication administration (right resident, right drug, right dose, right route, and right time). If a 
medication error occurs, professional standards were not followed. This tag may be cited any 
time a standard of practice for a discipline was not fol _lo_w_e_d_. _____ _ 
F 309: This tag encompasses a number of areas in which the facility is expected to ensure the 
resident receives all necessary services to meet his/her highest level of function (and avoid a 
decline in that function unless the decline is reasonably expected related to the resident 
diagnosis). The categories in this tag include: dementia, dialysis, pain, hospice, non-pressure 
related skin ulcers, diabetes, fractures, and fecal impaction 

F 225: The facility must not employ an individual who has been found guilty of abusing, 
neglecting, and/or mistreating resident. The facility must ensure that all allegations of abuse, 
neglect, mistreatment, and/or misappropriation of property are thoroughly investigated and 
reported to the proper officials (DSHS hotline, Law enforcement, coroner, etc.) 

F 441: The facility must create and implement policies to prevent the spread of infections. The 
facility must also record and analyze in house infection data for quality assurance purposes. The 
facility must create a system for laundering and distribution of linens in a manor to prevent the 

spread of infection_s. _____ _ 



List of all citation categories for FY 2011 

Nursing Home FY2011 

Chapter Description Total Citations I 
ACCESS TO STATIONERY/POSTAGE/PENS, ETC 1 

ACTIVITIES MEET INTERESTS/NEEDS OF EACH RES 25 

ADEQUATE & COMFORTABLE LIGHTING LEVELS 1 

ADEQUATE OUTSIDE VENTILATION-WINDOW/MECHANIC 1 

ADL CARE PROVIDED FOR DEPENDENT RESIDENTS 44 

ADLS DO NOT DECLINE UNLESS UNAVOIDABLE 2 

ADMINISTRATION 5 

ADMISSION PHYSICIAN ORDERS FOR IMMEDIATE CARE 

ANTICIPATE DISCHARGE: POST-DISCHARGE PLAN 1 

ANTICIPATE DISCHARGE: RECAP STAY/FINAL STATUS 

ASSESSMENT ACCURACY/COORDINATION/CERTIFIED 6 

ASSISTIVE DEVICES - EATING EQUIPMENT/UTENSILS 1 

BEDROOMS - WINDOW/FLOOR, BED/FURNITURE/CLOSET 1 

BEDROOMS ASSURE FULL VISUAL PRIVACY 1 

BEDROOMS HAVE DIRECT ACCESS TO EXIT CORRIDOR 1 

BEDROOMS MEASURE AT LEAST 80 SQ FT/RESIDENT 9 

CARE AND ENVIRONMENT PROMOTES QUALITY OF LIFE 

CLEAN BED/BATH LINENS IN GOOD CONDITION 1 

COMFORTABLE & SAFE TEMPERATURE LEVELS 2 

COMPLY WITH FEDERAL/STATE/LOCAL LAWS/PROF STD 4 

COMPREHENSIVE ASSESS AFTER SIGNIFICANT CHANGE 3 

COMPREHENSIVE ASSESS AT LEAST EVERY 12 MONTHS 

COMPREHENSIVE ASSESSMENTS 82 

CONVEYANCE OF PERSONAL FUNDS UPON DEATH 4 

CORRIDORS HAVE FIRMLY SECURED HANDRAILS 1 

DEVELOP COMPREHENSIVE CARE PLANS 97 

DEVELOP/IMPLMENT ABUSE/NEGLECT, ETC POLICIES 66 

DIGNITY AND RESPECT OF INDIVIDUALITY 79 

DISPOSE GARBAGE & REFUSE PROPERLY 3 

DOCUMENTATION FOR TRANSFER/DISCHARGE OF RES 

DRUG RECORDS, LABEL/STORE DRUGS & BIOLOGICALS 49 

DRUG REGIMEN IS FREE FROM UNNECESSARY DRUGS 101 

DRUG REGIMEN REVIEW, REPORT IRREGULAR, ACT ON 24 

EFFECTIVE ADMINISTRATION/RESIDENT WELL-BEING 13 

EMERGENCY ELECTRICAL POWER SYSTEM 2 

EMPLOY QUALIFIED FT/PT/CONSULT PROFESSIONALS 1 

ENCODING/TRANSMITTING RESIDENT ASSESSMENT 1 

ESSENTIAL EQUIPMENT, SAFE OPERATING CONDITION 6 

FACILITY MANAGEMENT OF PERSONAL FUNDS 11 

FEEDING ASST - TRAINING/SUPERVISION/RESIDENT 

FOOD IN FORM TO MEET INDIVIDUAL NEEDS 7 

FOOD PROCURE, STORE/PREPARE/SERVE - SANITARY 87 

FREE FROM ABUSE/INVOLUNTARY SECLUSION 4 

FREE OF ACCIDENT HAZARDS/SUPERVISION/DEVICES 189 

FREE OF MEDICATION ERROR RATES OF 5% OR MORE 41 

FREQUENCY & TIMELINESS OF PHYSICIAN VISIT 5 

FREQUENCY OF MEALS/SNACKS AT BEDTIME 3 

GOVERNING BODY-FACILITY POLICIES/APPOINT ADMN 3 

HOUSEKEEPING & MAINTENANCE SERVICES 42 



Chapter Description Total Citations 

INCREASE/PREVENT DECREASE IN RANGE OF MOTION 23 

INFECTION CONTROL, PREVENT SPREAD, LINENS 105 

INFLUENZA AND PNEUMOCOCCAL IMMUNIZATIONS 10 
INFORMED OF HEALTH STATUS, CARE, & TREATMENTS 24 
INVESTIGATE/REPORT ALLEGATIONS/INDIVIDUALS 142 
LAB REPORTS IN RECORD - LAB NAME/ADDRESS 1 

LAB SVCS ONLY WHEN ORDERED BY PHYSICIAN 1 

LIMITATION ON CHARGES TO PERSONAL FUNDS 

LISTEN/ACT ON GROUP GRIEVANCE/RECOMMENDATION 3 
MAINTAIN 15 MONTHS OF RESIDENT ASSESSMENTS 2 

MAINTAIN NUTRITION STATUS UNLESS UNAVOIDABLE 32 
MAINTAINS EFFECTIVE PEST CONTROL PROGRAM 2 
MAINTENANCE OF COMFORTABLE SOUND LEVELS 4 

MENUS MEET RES NEEDS/PREP IN ADVANCE/FOLLOWED 7 

NG TREATMENT/SERVICES - RESTORE EATING SKILLS 6 

NO BEHAVIOR DIFFICULTIES UNLESS UNAVOIDABLE 

NO CATHETER, PREVENT UTI, RESTORE BLADDER 32 
NO REDUCTION IN ROM UNLESS UNAVOIDABLE 2 
NOTICE OF BED-HOLD POLICY BEFORE/UPON TRANSFR 10 

NOTICE OF RIGHTS, RULES, SERVICES, CHARGES 28 

NOTICE REQUIREMENTS BEFORE TRANSFER/DISCHARGE 3 
NOTIFY OF CHANGES (INJURY/DECLINE/ROOM, ETC) 67 

NURSE AIDE DEMONSTRATE COMPETENCY/CARE NEEDS 2 

NURSE AIDE PERFORM REVIEW-12 HR/YR INSERVICE 11 
NURSE AIDE REGISTRY VERIFICATION, RETRAINING 9 

NURSE AIDE WORK> 4 MO - TRAINING/COMPETENCY 

NUTRITIVE VALUE/APPEAR, PALATABLE/PREFER TEMP 24 
OUTSIDE PROFESSIONAL RESOURCES-ARRANGE/AGRMNT 1 

PARTICIPATE IN SOCIAL/RELIGIOUS ACT/COMMUNITY 

PASRR REQUIREMENTS FOR Ml & MR 16 

PERSONAL PRIVACY/CONFIDENTIALITY OF RECORDS 13 

PERSONAL VISITS BY PHYSICIAN, ALTERNATE PA/NP 

PHARMACEUTICAL SVC - ACCURATE PROCEDURES, RPH 25 

PHYSICIAN FOR EMERGENCY CARE, AVAILABLE 24HR 

PHYSICIAN VISITS - REVIEW CARE/NOTES/ORDERS 1 

POLICY TO PERMIT READMISSION BEYOND BED-HOLD 2 
POSTED NURSE STAFFING INFORMATION 14 

PREPARATION FOR SAFE/ORDERLY TRANSFER/DISCHRG 4 

PROCEDURES TO ENSURE WATER AVAILABILITY 5 
PROHIBIT MISTREATMENT/NEGLECT/MISAPPROPRIATN 8 

PROMPTLY NOTIFY PHYSICIAN OF LAB RESULTS 5 

PROVIDE CARE/SERVICES FOR HIGHEST WELL BEING 151 

PROVIDE/OBTAIN RADIOLOGY/DIAGNOSTIC SVCS 

PROVIDE/OBTAIN SPECIALIZED REHAB SERVICES 5 

PROVIDED DIET MEETS NEEDS OF EACH RESIDENT 1 
PROVISION OF MEDICALLY RELATED SOCIAL SERVICE 57 

QAA COMMITTEE-MEMBERS/MEET QUARTERLY/PLANS 11 

QUALIFICATIONS OF ACTIVITY PROFESSIONAL 

QUALIFICATIONS OF SOCIAL WORKER> 120 BEDS 

QUARTERLY ASSESSMENT AT LEAST EVERY 3 MONTHS 

REASONABLE ACCOMMODATION OF NEEDS/PREFERENCES 34 

REASONS FOR TRANSFER/DISCHARGE OF RESIDENT 6 



Chapter Description Total Citations 
REHAB SVCS - PHYSICIAN ORDER/QUALIFIED PERSON 1 
RELEASE RES INFO, SAFEGUARD CLINICAL RECORDS 

REQUIREMENTS FOR DINING & ACTIVITY ROOMS 4 
RES RECORDS-COMPLETE/ACCURATE/ACCESSIBLE 54 
RESIDENT CALL SYSTEM - ROOMS/TOILET/BATH 9 
RESIDENT SELF-ADMINISTER DRUGS IF DEEMED SAFE 11 
RESIDENTS FREE OF SIGNIFICANT MED ERRORS 33 
RESPONSIBILITIES OF MEDICAL DIRECTOR 1 
RIGHT TO ACCESS/PURCHASE COPIES OF RECORDS 1 
RIGHT TO BE FREE FROM CHEMICAL RESTRAINTS 

RIGHT TO BE FREE FROM PHYSICAL RESTRAINTS 8 
RIGHT TO CHOOSE A PERSONAL PHYSICIAN 

RIGHT TO EXERCISE RIGHTS - FREE OF REPRISAL 4 
RIGHT TO INFO FROM/CONTACT ADVOCATE AGENCIES 1 
RIGHT TO NOTICE BEFORE ROOM/ROOMMATE CHANGE 6 
RIGHT TO PARTICIPATE IN RESIDENT/FAMILY GROUP 1 
RIGHT TO PARTICIPATE PLANNING CARE-REVISE CP 59 
RIGHT TO PRIVACY - SEND/RECEIVE UNOPENED MAIL 4 
RIGHT TO PROMPT EFFORTS TO RESOLVE GRIEVANCES 24 
RIGHT TO REFUSE; FORMULATE ADVANCE DIRECTIVES 3 
RIGHT TO SURVEY RESULTS - READILY ACCESSIBLE 6 
RIGHT TO TELEPHONE ACCESS WITH PRIVACY 5 
RIGHT TO VOICE GRIEVANCES WITHOUT REPRISAL 

RIGHT TO/FACILITY PROVISION OF VISITOR ACCESS 1 
RIGHTS EXERCISED BY REPRESENTATIVE 

ROUTINE/EMERGENCY DENTAL SERVICES IN NFS 4 
ROUTINE/EMERGENCY DENTAL SERVICES IN SNFS 5 
SAFE/CLEAN/COMFORTABLE/HOMELIKE ENVIRONMENT 9 
SAFE/FUNCTIONAL/SANITARY /COMFORTABLE ENVIRON 6 
SELF-DETERMINATION - RIGHT TO MAKE CHOICES 11 
SERVICES BY QUALIFIED PERSONS/PER CARE PLAN 34 
SERVICES PROVIDED MEET PROFESSIONAL STANDARDS 154 
SUBSTITUTES OF SIMILAR NUTRITIVE VALUE 

SUFFICIENT 24-HR NURSING STAFF PER CARE PLANS 11 
SUFFICIENT DIETARY SUPPORT PERSONNEL 1 
SUFFICIENT FLUID TO MAINTAIN HYDRATION 6 
SURETY BOND - SECURITY OF PERSONAL FUNDS 1 
THERAPEUTIC DIET PRESCRIBED BY PHYSICIAN 

TRAIN ALL STAFF-EMERGENCY PROCEDURES/DRILLS 15 
TRANSFER AGREEMENT WITH HOSPITAL 

TREATMENT/CARE FOR SPECIAL NEEDS 32 
TREATMENT/DEVICES TO MAINTAIN HEARING/VISION 4 
TREATMENT/SERVICES TO IMPROVE/MAINTAIN ADLS 12 
TREATMENT/SVCS TO PREVENT/HEAL PRESSURE SORES 54 
TX/SVC FOR MENTAL/PSYCHOSOCIAL DIFFICULTIES 5 
WAIVER-RN 8 HRS 7 DAYS/WK, FULL-TIME DON 3 
WRITTEN PLANS TO MEET EMERGENCIES/DISASTERS 5 
Grand Total 2547 



FY2010 
Citation Category 

SERVICES PROVIDED 
MEET PROFESSIONAL 
STANDARDS 

RIGHT TO PARTICIPATE 
PLANNING CARE-REVISE 
CP 

INFECTION CONTROL, 
PREVENT SPREAD, LINENS 

-
NG TREATMENT/ 
SERVICES - RESTORE 
EATING SKILLS 

PROHIBIT 
MISTREATMENT/NEGLECT 
/MISAPPROPRIATION 

Nursing Home 

FY2010 
Top 5 citation categories with description 

Description 
-

F 281: Assuring each discipline in the facility is acting in accordance with his/her 
professional standards. For example, nursing standards include the 5 Rights to be 
followed during medication administration (right resident, right drug, right dose, right 
route, right time). If a medication error occurs, professional standards were not 
followed. This tag may be cited any time a standard of practice for a discipline was not 
followed. 
F 280: When a resident has a decline or improvement in function, the care plan should 
be adjusted to reflect the new level of care and services that need to be provided. This 
citation usually occurs if the care plan is not regularly updates, and does not reflect the 
resident's current level of care needs. This Citation can also be used if the 
resident/resident representative was not included in the care planning process 
F 441: The facility must create and implement policies to prevent the spread of 
infections. The facility must also record and analyze in house infection data for quality 
assurance purposes. The facility must create a system for laundering and distribution of 
linens in a manor to prevent the spread of infections. 
F 322: The facility must ensure that a resident who can eat with or without assistance is 
not fed with a Naso-gastric (NG) tube. If a resident does require a NG tube, the facility 
ensures the resident receives appropriate care and services to prevent aspiration, 
stomach problems, and/or dehydration, and the facility assists the resident in trying to 
restore normal eating 
F 224 and F 226: The facility must ensure the resident is free from mistreatment, 
neglect, and misappropriation of property. The facility must develop written policies 
and procedures that prohibit mistreatment, neglect, abuse, and misappropriation of 

. property. 



List of all citation categories for FY 2010 

Nursing Home FY2010 

Chapter Description Total Citations 

ACCESS TO STATIONERY/POSTAGE/PENS, ETC 

ACTIVITIES MEET INTERESTS/NEEDS OF EACH RES 55 

ADEQUATE & COMFORTABLE LIGHTING LEVELS 1 

ADEQUATE OUTSIDE VENTILATION-WINDOW/MECHANIC 2 

ADL CARE PROVIDED FOR DEPENDENT RESIDENTS 58 

ADLS DO NOT DECLINE UNLESS UNAVOIDABLE 1 

ADMINISTRATION 3 

ADMISSION PHYSICIAN ORDERS FOR IMMEDIATE CARE 

ANTICIPATE DISCHARGE: POST-DISCHARGE PLAN 1 

ANTICIPATE DISCHARGE: RECAP STAY/FINAL STATUS 2 

ASSESSMENT ACCURACY/COORDINATION/CERTIFIED 28 

ASSISTIVE DEVICES - EATING EQUIPMENT/UTENSILS 1 

BEDROOMS - WINDOW/FLOOR, BED/FURNITURE/CLOSET 1 

BEDROOMS ASSURE FULL VISUAL PRIVACY 1 

BEDROOMS HAVE DIRECT ACCESS TO EXIT CORRIDOR 

BEDROOMS MEASURE AT LEAST 80 SQ FT/RESIDENT 12 

CARE AND ENVIRONMENT PROMOTES QUALITY OF LIFE 1 

CLEAN BED/BATH LINENS IN GOOD CONDITION 

COMFORTABLE & SAFE TEMPERATURE LEVELS 4 

COMPLY WITH FEDERAL/STATE/LOCAL LAWS/PROF STD 3 

COMPREHENSIVE ASSESS AFTER SIGNIFICANT CHANGE 9 

COMPREHENSIVE ASSESS AT LEAST EVERY 12 MONTHS 1 

COMPREHENSIVE ASSESSMENTS 58 

CONVEYANCE OF PERSONAL FUNDS UPON DEATH 3 

CORRIDORS HAVE FIRMLY SECURED HANDRAILS 1 

DEVELOP COMPREHENSIVE CARE PLANS 75 

DEVELOP/IMPLMENT ABUSE/NEGLECT, ETC POLICIES 60 

DIGNITY AND RESPECT OF INDIVIDUALITY 64 

DISPOSE GARBAGE & REFUSE PROPERLY 4 

DOCUMENTATION FOR TRANSFER/DISCHARGE OF RES 9 

DRUG RECORDS, LABEL/STORE DRUGS & BIOLOGICALS 27 

DRUG REGIMEN IS FREE FROM UNNECESSARY DRUGS 82 

DRUG REGIMEN REVIEW, REPORT IRREGULAR, ACT ON 8 

EFFECTIVE ADMINISTRATION/RESIDENT WELL-BEING 11 

EMERGENCY ELECTRICAL POWER SYSTEM 

EMPLOY QUALIFIED FT/PT /CONSULT PROFESSIONALS 4 

ENCODING/TRANSMITTING RESIDENT ASSESSMENT 

ESSENTIAL EQUIPMENT, SAFE OPERATING CONDITION 7 

FACILITY MANAGEMENT OF PERSONAL FUNDS 6 

FEEDING ASST - TRAINING/SUPERVISION/RESIDENT 1 

FOOD IN FORM TO MEET INDIVIDUAL NEEDS 2 

FOOD PROCURE, STORE/PREPARE/SERVE - SANITARY 82 

FREE FROM ABUSE/INVOLUNTARY SECLUSION 5 

FREE OF ACCIDENT HAZARDS/SUPERVISION/DEVICES 73 

FREE OF MEDICATION ERROR RATES OF 5% OR MORE 45 

FREQUENCY & TIMELINESS OF PHYSICIAN VISIT 14 

FREQUENCY OF MEALS/SNACKS AT BEDTIME 5 

GOVERNING BODY-FACILITY POLICIES/APPOINT ADMN 2 

HOUSEKEEPING & MAINTENAN CE SERVICES 55 



Chapter Description Total Citations 

INCREASE/PREVENT DECREASE IN RANGE OF MOTION 20 

INFECTION CONTROL, PREVENT SPREAD, LINENS 104 

INFLUENZA AND PNEUMOCOCCAL IMMUNIZATIONS 10 

INFORMED OF HEALTH STATUS, CARE, & TREATMENTS 15 

INVESTIGATE/REPORT ALLEGATIONS/INDIVIDUALS 86 

LAB REPORTS IN RECORD - LAB NAME/ADDRESS 

LAB SVCS ONLY WHEN ORDERED BY PHYSICIAN 

LIMITATION ON CHARGES TO PERSONAL FUNDS 

LISTEN/ACT ON GROUP GRIEVANCE/RECOMMENDATION 9 

MAINTAIN 15 MONTHS OF RESIDENT ASSESSMENTS 3 

MAINTAIN NUTRITION STATUS UNLESS UNAVOIDABLE 46 

MAINTAINS EFFECTIVE PEST CONTROL PROGRAM 5 

MAINTENANCE OF COMFORTABLE SOUND LEVELS 3 

MENUS MEET RES NEEDS/PREP IN ADVANCE/FOLLOWED 12 

NG TREATMENT/SERVICES - RESTORE EATING SKILLS 98 

NO BEHAVIOR DIFFICULTIES UNLESS UNAVOIDABLE 

NO CATHETER, PREVENT UTI, RESTORE BLADDER 38 

NO REDUCTION IN ROM UNLESS UNAVOIDABLE 1 

NOTICE OF BED-HOLD POLICY BEFORE/UPON TRANSFR 1 

NOTICE OF RIGHTS, RULES, SERVICES, CHARGES 45 

NOTICE REQUIREMENTS BEFORE TRANSFER/DISCHARGE 8 

NOTIFY OF CHANGES (INJURY/DECLINE/ROOM, ETC) 14 

NURSE AIDE DEMONSTRATE COMPETENCY/CARE NEEDS 

NURSE AIDE PERFORM REVIEW-12 HR/YR INSERVICE 14 

NURSE AIDE REGISTRY VERIFICATION, RETRAINING 6 

NURSE AIDE WORK> 4 MO - TRAINING/COMPETENCY 2 

NUTRITIVE VALUE/APPEAR, PALATABLE/PREFER TEMP 24 

OUTSIDE PROFESSIONAL RESOURCES-ARRANGE/AGRMNT 3 

PARTICIPATE IN SOCIAL/RELIGIOUS ACT/COMMUNITY 

PASRR REQUIREMENTS FOR Ml & MR 74 

PERSONAL PRIVACY/CONFIDENTIALITY OF RECORDS 27 

PERSONAL VISITS BY PHYSICIAN, ALTERNATE PA/NP 1 

PHARMACEUTICAL SVC - ACCURATE PROCEDURES, RPH 19 

PHYSICIAN FOR EMERGENCY CARE, AVAILABLE 24HR 

PHYSICIAN VISITS - REVIEW CARE/NOTES/ORDERS 1 

POLICY TO PERMIT READMISSION BEYOND BED-HOLD 4 

POSTED NURSE STAFFING INFORMATION 6 

PREPARATION FOR SAFE/ORDERLY TRANSFER/DISCHRG 6 

PROCEDURES TO ENSURE WATER AVAILABILITY 7 

PROHIBIT MISTREATMENT/NEGLECT/MISAPPROPRIATN 94 

PROMPTLY NOTIFY PHYSICIAN OF LAB RESULTS 1 

PROVIDE CARE/SERVICES FOR HIGHEST WELL BEING 73 

PROVIDE/OBTAIN RADIOLOGY /DIAGNOSTIC SVCS 

PROVIDE/OBTAIN SPECIALIZED REHAB SERVICES 3 

PROVIDED DIET MEETS NEEDS OF EACH RESIDENT 

PROVISION OF MEDICALLY RELATED SOCIAL SERVICE 45 

QAA COMMITTEE-MEMBERS/MEET QUARTERLY/PLANS 2 

QUALIFICATIONS OF ACTIVITY PROFESSIONAL 2 

QUALIFICATIONS OF SOCIAL WORKER > 120 BEDS 

QUARTERLY ASSESSM ENT AT LEAST EVERY 3 MONTHS 

REASONABLE ACCOMMODATION OF NEEDS/PREFERENCES 10 

REASONS FOR TRANSFER/DISCHARGE OF RESIDENT 3 



Chapter Description Total Citations 

REHAB SVCS - PHYSICIAN ORDER/QUALIFIED PERSON 2 

RELEASE RES INFO, SAFEGUARD CLINICAL RECORDS 3 

REQUIREMENTS FOR DINING & ACTIVITY ROOMS 1 

RES RECORDS-COMPLETE/ ACCURATE/ACCESSIBLE 24 

RESIDENT CALL SYSTEM - ROOMS/TOILET/BATH 9 

RESIDENT SELF-ADMINISTER DRUGS IF DEEMED SAFE 7 

RESIDENTS FREE OF SIGNIFICANT MED ERRORS 23 

RESPONSIBILITIES OF MEDICAL DIRECTOR 

RIGHT TO ACCESS/PURCHASE COPIES OF RECORDS 

RIGHT TO BE FREE FROM CHEMICAL RESTRAINTS 1 

RIGHT TO BE FREE FROM PHYSICAL RESTRAINTS 8 

RIGHT TO CHOOSE A PERSONAL PHYSICIAN 

RIGHT TO EXERCISE RIGHTS - FREE OF REPRISAL 6 

RIGHT TO INFO FROM/CONTACT ADVOCATE AGENCIES 

RIGHT TO NOTICE BEFORE ROOM/ROOMMATE CHANGE 7 

RIGHT TO PARTICIPATE IN RESIDENT/FAMILY GROUP 1 

RIGHT TO PARTICIPATE PLANNING CARE-REVISE CP 109 

RIGHT TO PRIVACY - SEND/RECEIVE UNOPENED MAIL 4 

RIGHT TO PROMPT EFFORTS TO RESOLVE GRIEVANCES 8 

RIGHT TO REFUSE; FORMULATE ADVANCE DIRECTIVES 4 

RIGHT TO SURVEY RESULTS - READILY ACCESSIBLE 11 

RIGHT TO TELEPHONE ACCESS WITH PRIVACY 3 

RIGHT TO VOICE GRIEVANCES WITHOUT REPRISAL 

RIGHT TO/FACILITY PROVISION OF VISITOR ACCESS 5 

RIGHTS EXERCISED BY REPRESENTATIVE 1 

ROUTINE/EMERGENCY DENTAL SERVICES IN NFS 1 

ROUTINE/EMERGENCY DENTAL SERVICES IN SNFS 11 

SAFE/CLEAN/COMFORTABLE/HOMELIKE ENVIRONMENT 8 

SAFE/FUNCTIONAL/SANITARY/COMFORTABLE ENVIRON 2 

SELF-DETERMINATION - RIGHT TO MAKE CHOICES 11 

SERVICES BY QUALIFIED PERSONS/PER CARE PLAN 15 

SERVICES PROVIDED MEET PROFESSIONAL STANDARDS 130 

SUBSTITUTES OF SIMILAR NUTRITIVE VALUE 1 

SUFFICIENT 24-HR NURSING STAFF PER CARE PLANS 9 

SUFFICIENT DIETARY SUPPORT PERSONNEL 4 

SUFFICIENT FLUID TO MAINTAIN HYDRATION 8 

SURETY BOND - SECURITY OF PERSONAL FUNDS 

THERAPEUTIC DIET PRESCRIBED BY PHYSICIAN 6 

TRAIN ALL STAFF-EMERGENCY PROCEDURES/DRILLS 13 

TRANSFER AGREEMENT WITH HOSPITAL 

TREATMENT/CARE FOR SPECIAL NEEDS 45 

TREATMENT/DEVICES TO MAINTAIN HEARING/VISION 1 

TREATMENT/SERVICES TO IMPROVE/MAINTAIN ADLS 26 

TREATMENT/SVCS TO PREVENT/HEAL PRESSURE SORES 58 

TX/SVC FOR MENTAL/PSYCHOSOCIAL DIFFICULTIES 2 

WAIVER-RN 8 HRS 7 DAYS/WK, FULL-TIME DON 7 

WRITTEN PLANS TO MEET EMERGENCIES/DISASTERS 5 -
Grand Total 2432 -



Adult Familv Home 

FY2014 
Top 5 citation categories with description 

FY2014 
Description Citation Category --

Administration- WAC's 388-76-10191 through 10230. This category covers general administration of the home 
General including Liability insurance coverage, ensuring enough staff are in the home and readily 

available to meet client needs, personnel records, following the terms and conditions of a 
Medicaid contract, protection of resident funds, and reporting requirements for abuse, neglect, 
abandonment or exploitation of a resident. - -

Negotiated Care WAC's 388-76-10355 through 10385. Includes the requirement to develop a plan of care for a 

Plan resident within 30 days of admission and the timeframes for updates to the plan of care. Also 
covers requirements for who is involved in the plan and who signs the plan of care. 

Physical Plant WAC's 388-76-10685 through 10795. Includes bedroom size and bedroom capacity, the need to 
Basic follow all federal, state and local building codes, requirement for common use areas, the need 
Requirements for grab bars in the bathroom, adequate water temperatures, adequate facility temperature, 

adequate water supply, window size, and safety and maintenance requirements. 

Resident WAC's 388-76-10430 through 10490 Includes expectations of a system for medication delivery 
Medications and monitoring, Documentation of medications resident refusal of medication, medication 

administration levels (from independence to total assist with medications), altering of 
medication (crushing or cutting pills), appropriate use of medication organizers, and policies for 
appropriate disposal of unused medication 

Resident Rights WAC's 388-76-10510 through 10615 Includes resident right to exercise civil and legal rights, and 
receive notice of his/her rights. The right to notice of all services and charges for the services, 
the right to know about the staff in the home, the right to privacy, voice grievances, have 
visitors, and have access to advocates, the right to personal space and storage, the right to 
telephone and mail privacy. The right to a safe and orderly discharge (if the discharge is 
appropriate). The right not to sign a waiver of liability. 



List of all citation categories for FY 2014 

Adult Family Home FY2014 
--

Chapter Description Count of Total --
Abuse 269 

Abuse, punishment, seclusion 1 

Administration-General 941 

Adult family home provider, resident manager 1 

Adult family homes 1 

Advocacy, access, and visitation rights 

Basic Training 79 

Care and Services 591 

Competency Training 

Continuing Education 412 

CPR and First Aid Training 196 

Criminal History Background Check 563 

Curriculum Approval 26 

Department authority to take actions in response to noncompliance 

Disaster and Emergency Preparedness 171 

Disclosure of fees and notice requirements 1 

Disclosure, transfer, and discharge requirements 14 

Facility's policy on accepting Medicaid as a payment source 

Fire Drill Plan for Emergency Evacuation 355 

Fire Protection 283 

Food Services 134 

Granting or Denying a License 25 

Health Care Decision Making 202 

Infection Control and Communicable Disease 85 

Informal Dispute Resolution, Notice and Appeals 

lnspections--Complaint lnvestigations--Monitoring Visits 26 

Instructor Approval 24 

License 199 

License 

License Application 72 

Long-term Caregiver training 

Management Agreements 

Medical Devices and Restraints 370 

Modified Basic Training 

Negotiated Care Plan 1438 

Notice of rights and services 8 

Nurse Delegation Core Training 8 

Orientation 173 

Personal property 

Physical Plant Basic Requirements 1312 

Privacy and confidentiality of personal and medical records 

Protection of resident's funds 5 



Purpose and Definitions 1 

Qualifications of Individuals Providing Care and Services 512 

Quality of Life 67 

Quality of Life 

Remedies 51 

Required training and continuing education 

Resident Advocate Access 

Resident Assessment 359 

Resident Medications 2500 

Resident Protection Program 

Resident Records 317 

Resident Rights 1662 

Residential Care Administrator Training 

Rights are minimal 1 

Specialty Care 13 

Specialty Training 331 

Toll-free telephone number for complaints 

Tuberculosis Screening 346 

(blank) 

Grand Total 14145 



- FY2013 
Citation Category 

Administration-
General 

Negotiated Care 
Plan 

Resident 
Medications 

Resident Rights 

Physical Plant 
Basic 
Requirements 

Adult Family Home 

FY2013 
Top 5 citation categories with description 

Description 

WAC's 388-76-10 191 through 10230. This category covers general administration of the home 
y insurance coverage, ensuring enough staff are in the home and readily including Liabilit 

available to meet client needs, personnel records, following the terms and conditions of a 
Medicaid contra ct, protection of resident funds, and reporting requirements for abuse, neglect, 

exploitation of a resident abandonment or 
WAC's 388-76-10 355 through 10385. Includes the requirement to develop a plan of care for a 

O days of admission and the timeframes for updates to the plan of care. Also resident within 3 
covers requirem ents for who is involved in the plan and who signs the plan of ca_re _____ ----1 

WAC's 388-76-10 430 through 10490 Includes expectations of a system for medication delivery 
Documentation of medications resident refusal of medication, medication and monitoring, 

administration le vels (from independence to total assist with medications), altering of 

medication (crus hing or cutting pills), appropriate use of medication organizers, and policies for 
osal of unused medication appropriate disp 

WAC's 388-76-10 
receive notice of 

510 through 10615 Includes resident right to exercise civil and legal rights, and 
his/her rights. The right to notice of all services and charges for the services, 
about the staff in the home, the right to privacy, voice grievances, have the right to know 

visitors, and have access to advocates, the right to personal space and storage, the right to 
telephone and m ail privacy. The right to a safe and orderly discharge (if the discharge is 
appropriate). Th e right not to sign a waiver of liability. 

WAC's 388-76-10 
follow all federal, 
for grab bars in t 

685 through 10795. Includes bedroom size and bedroom capacity, the need to 
state and local building codes, requirement for common use areas, the need 

he bathroom, adequate water temperatures, adequate faci lity temperature, 
__ upply, window size, and safety and maintenance requirements adequate waters 



List of all citation categories for FY 2013 
~ - - ~ - -

Adult Family Home FY 2013 
- ·-

Chapter Description Total Citations ---
Abuse 307 

Abuse, punishment, seclusion - -
Administration-Genera l 976 -
Adult family home provider, resident manager -
Adult family homes -- -
Advocacy, access, and visitation rights -
Basic Training 14 - -
Care and Services 637 

-
Competency Training 2 -
Continuing Education 352 

CPR and First Aid Training 155 

Criminal History Background Check 590 -
Curriculum Approval 1 -
Department authority to take actions in response to noncompliance 3 

--
Disaster and Emergency Preparedness 396 

Disclosure of fees and notice requirements 3 -
Disclosure, transfer, and discharge requirements 

Faci lity's policy on accepting medicaid as a payment source 1 

Fire Drill Plan for Emergency Evacuation 448 
--

Fire Protection 314 
--

Food Services 118 -
Granting or Denying a License 24 

Health Care Decision Making 161 

Infection Control and Communicable Disease 76 

lnspections--Complaint lnvestigations--Monitoring Visits 27 

Instructor Approval 2 

License 226 

License 

License Application 4 

Long-term Caregiver training 7 -
Management Agreements 2 

Medical Devices and Restraints 451 

Modified Basic Training 2 

Negotiated Care Plan 1698 

Notice of rights and services 14 

Nurse Delegation Core Training 15 

Orientation 210 

Personal property 1 

Physical Plant Basic Requirements 1417 

Privacy and confidentiality of personal and medical records 1 

Protection of resident's funds 1 - -
Qualifications of Individuals Providing Care and Services 626 -

_ Quality of Life 117 -
Quality of Life 4 - - --
Remedies 71 --



Chapter Description 
--

Required training and continuing e 

Resident Advocate Access 
-

Resident Assessment 

Resident Medications 

Resident Protection Program 

Resident Records 

~ ident Rights 

du cation 

Total Citations 

----+------

466 

2753 

1 

429 

2S02 
--------+-----

Residential Care Administrator Trai ning 3 
-------------------+------

Rights are minimal 

Specialty Care ,_ 
Specialty Training ,__ 
~-free telephone number for com 

Tuberculosis Screening 

Grand Total 

plaints ------------------~-------

32 

223 

2 

371 

16256 



Adult Family Home 

FY2012 
Top 5 citation categories with description 

-
FV2012 

Description Citation Category 

Administration- WAC's 388-76-10191 through 10230. This category covers general administration of the home 
General including Liability insurance coverage, ensuring enough staff are in the home and readily 

available to meet client needs, personnel records, following the terms and conditions of a 
Medicaid contract, protection of resident funds, and reporting requirements for abuse, neglect, 
abandonment or exploitation of a resident. 

Negotiated Care WAC's 388-76-10355 through 10385. Includes the requirement to develop a plan of care for a 

Plan resident within 30 days of admission and the timeframes for updates to the plan of care. Also 
covers requirements for who is involved in the plan and who signs the plan of care. 

Physical Plant WAC's 388-76-10685 through 10795. Includes bedroom size and bedroom capacity, the need to 
Basic follow all federal, state and local building codes, requirement for common use areas, the need 
Requirements for grab bars in the bathroom, adequate water temperatures, adequate facility temperature, 

adequate water supply, window size, and safety and maintenance requirements. 

Resident WAC's 388-76-10430 through 10490 Includes expectations of a system for medication delivery 
Medications and monitoring, Documentation of medications resident refusal of medication, medication 

administration levels (from independence to total assist with medications), altering of 
medication (crushing or cutting pills), appropriate use of medication organizers, and policies for 
appropriate disposal of unused medication 

Resident Rights WAC's 388-76-10510 through 10615 Includes resident right to exercise civil and legal rights, and 
receive notice of his/her rights. The right to notice of all services and charges for the services, 
the right to know about the staff in the home, the right to privacy, voice grievances, have 
visitors, and have access to advocates, the right to personal space and storage, the right to 
telephone and mail privacy. The right to a safe and orderly discharge (if the discharge is 
appropriate). The right not to sign a waiver of liability. 



List of all citation categories for FY 2012 
~ -

Adult Family Home FY2012 
--

Chapter Description Total Citations 

Abuse 580 

Abuse, punishment, seclusion 1 

Administration-General 1380 

Basic Training 28 

CARE AND SERVICES 711 

Continuing Education 458 

CPR and First Aid Training 253 

Criminal History Background Check 597 

Department authority to take actions in response to noncompliance 3 

Disaster and Emergency Preparedness 537 

Disclosure, transfer, and discharge requirements 4 

Facility's policy on accepting Medicaid as a payment source 1 

Fire Drill Plan for Emergency Evacuation 629 

Fire Protection 364 

Food Services 147 

Granting or Denying a License 38 

Health Care Decision Making 118 

Infection Control and Communicable Disease 88 

Informal Dispute Resolution, Notice and Appeals 1 

lnspections--Complaint lnvestigations--Monitoring Visits 28 

License 204 

License Application 55 

Medical Devices and Restraints 457 

Modified Basic Training 6 

Negotiated Care Plan 1518 

Notice of rights and services 39 

Nurse Delegation Core Training 10 

Orientation 421 

Physical Plant Basic Requirements 1640 

Protection of resident's funds 5 

Qualifications of Individuals Providing Care and Services 469 

Quality of Life 110 

Quality of life 1 

Remedies 54 

Resident Assessment 543 

Resident Medications 3415 

Resident Records 347 

Resident Rights 2951 

Residential Care Administrator Training 1 

Specialty Care 19 

Specialty Training 301 

Tuberculosis Screening 554 

{blank) 

Grand Total 19086 



FY2011 
Citation Category 

Administration-
General 

---

Negotiated Care 
Plan 

Resident 
Medications 

-
Resident Rights 

Physical Plant 
Basic 
Requirements 

--

Adult Family Home 

FY2011 
Top 5 citation categories with description 

De scription 

WA C's 388-76-10191 through 10230. This category covers general administration of the home 
uding Liability insurance coverage, ensuring enough staff are in the home and readily incl 

avail able to meet client needs, personnel records, following the terms and conditions of a 
Med icaid contract, protection of resident funds, and reporting requirements for abuse, neglect, 

ndonment or exploitation of a resident aba 
WA C's 388-76-10355 through 10385. Includes the requirement to develop a plan of care for a 

dent within 30 days of admission and the timeframes for updates to the plan of care. Also resi 
cove rs requirements for who is involved in the plan and who signs the plan of care 

WA 
and 
adm 

C's 388-76-10430 through 10490 Includes expectations of a system for medication delivery 
monitoring, Documentation of medications resident refusal of medication, medication 
inistration levels (from independence to total assist with medications), altering of 

med ication (crushing or cutting pills), appropriate use of medication organizers, and policies for 
opriate disposal of unused medication _________ _ appr 

WA C's 388-76-10510 through 10615 Includes resident right to exercise civil and legal rights, and 
ive notice of his/her rights. The right to notice of all services and charges for the services, 
right to know about the staff in the home, the right to privacy, voice grievances, have 

rece 
the 
visit ors, and have access to advocates, the right to personal space and storage, the right to 

phone and mail privacy. The right to a safe and orderly discharge (if the discharge is tele 
opriate). The right not to sign a _w_a_iv_e_r _o_f _lia_b_il_it__,_y_. _____ _ appr 

WA 
folio 
for g 
ade 

C's 388-76-10685 through 10795. Includes bedroom size and bedroom capacity, the need to 
wall federal, state and local building codes, requirement for common use areas, the need 
rab bars in the bathroom, adequate water temperatures, adequate facility temperature, 

quate water supply, window size, and safety and maintenance requirements 



List of all citation categories for FY 2011 
- -- ---

Adult Family Home FY2011 - ,_ 

Chapter Description Total Citations 
--- --- ---

Abuse 528 -
Abuse, punishment, seclusion -
Administration-General 1533 

Adult family home provider, resident manager --- --
Adult family homes 

~ -
Advocacy, access, and visitation rights 

Basic Training 13 

Care and Services 718 

Competency Training 

Continuing Education 411 

CPR and First Aid Training 147 

Criminal History Background Check 662 

Curriculum Approval 

Department authority to take actions in response to noncompliance 

Disaster and Emergency Prepardness 526 

Disclosure of fees and notice requirements 1 

Disclosure, transfer, and discharge requirements 15 

Facility's policy on accepting medicaid as a payment source 1 

Fire Drill Plan for Emergency Evacuation 566 

Fire Protection 328 
~ 

Food Services 120 

Granting or Denying a License 36 

Health Care Decision Making 108 

Infection Control and Communicable Disease 59 

lnspections--Complaint lnvestigations--Monitoring Visits 13 

Instructor Approval 

License 176 

License 1 

License Application 87 

Long-term Caregiver training 

Management Agreements 

Medical Devices and Restraints 356 

Modified Basic Training 7 -
Negotiated Care Plan 1671 

Notice of rights and services 6 

Nurse Delegation Core Training 28 

Orientation 298 

Personal property 

Physical Plant Basic Requirements 1483 

Privacy and confidentiality of personal and medical records 

Protection of resident's funds 1 ----
Qualifications of Individuals Providing Care and Services 470 

Quality of Life 97 
-

Quality of Life 1 
- -

Remedies 44 -
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FV2010 

Citation Category 

Administration
General 

Negotiated Care 
Plan 

Resident 
Medications 

Resident Rights 

Physical Plant 
Basic 
Requirements 

Adult Familv Home 

FY2010 
Top 5 citation categories with description 

Description 

WAC's 388-76-10191 through 10230. This category covers general administration of the home 
including Liability insurance coverage, ensuring enough staff are in the home and readily 
available to meet client needs, personnel records, following the terms and conditions of a 
Medicaid contract, protection of resident funds, and reporting requirements for abuse, neglect, 

abandonment or exploitation of a resident 
WAC's 388-76-10355 through 10385. Includes the requirement to develop a plan of care for a 
resident within 30 days of admission and the timeframes for updates to the plan of care. Also 
covers requirements for who is involved in the plan and who signs the plan_o_f_c_ar_e_ . _ __ _ 
WAC's 388-76-10430 through 10490 Includes expectations of a system for medication delivery 
and monitoring, Documentation of medications resident refusal of medication, medication 
administration levels (from independence to total assist with medications), altering of 
medication (crushing or cutting pills), appropriate use of medication organizers, and policies for 

appropriate disposal of unused medicatio_n __ 
WAC's 388-76-10510 through 10615 Includes resident right to exercise civil and legal rights, and 
receive notice of his/her rights. The right to notice of all services and charges for the services, 
the right to know about the staff in the home, the right to privacy, voice grievances, have 
visitors, and have access to advocates, the right to personal space and storage, the right to 
telephone and mail privacy. The right to a safe and orderly discharge (if the discharge is 
appropriate). The right not to sign a waiver of liabil __ it_,__y'---. _ _ 
WAC's 388-76-10685 through 10795. Includes bedroom size and bedroom capacity, the need to 
follow all federal, state and local building codes, requirement for common use areas, the need 
for grab bars in the bathroom, adequate water temperatures, adequate faci lity temperature, 
adequate water supply, window size, and safety and maintenance requirements 



List of all citation categories for FY 2010 

- ------ -- - - ~ --
Adult Family Home FV2010 

Chapter Description Total Citations - --
Abuse 320 

Abuse, punishment, seclusion ---
Administration-General 909 

Adult family home provider, resident manager 1 

Adult family homes 1 

Advocacy, access, and visitation rights 1 

Basic Training 56 

Care and Services 744 

Competency Training 

Continuing Education 519 

CPR and First Aid Training 185 

Criminal History Background Check 771 

Curriculum Approval 

Department authority to take actions in response to noncompliance 

Disaster and Emergency Preparedness 490 

Disclosure of fees and notice requirements 1 

Disclosure, transfer, and discharge requirements 8 

Facility's policy on accepting medicaid as a payment source 26 

Fire Drill Plan for Emergency Evacuation 517 

Fire Protection 401 

Food Services 158 

Granting or Denying a License 8 

Health Care Decision Making 174 

Infection Control and Communicable Disease 48 

lnspections--Complaint lnvestigations--Monitoring Visits 41 

Instructor Approval 

License 186 

License 

License Application 36 

Long-term Caregiver training -
Management Agreements 

Medical Devices and Restraints 507 

Modified Basic Training 5 

Negotiated Care Plan 1658 

Notice of rights and services 1 

Nurse Delegation Core Training 14 

Orientation 430 

Personal property 

Physical Plant Basic Requirements 1448 

._!rivacy and confidentiality of personal and medical records 

Protection of resident's funds 1 

Qualifications of Individuals Providing Care and Services 541 
-

Quality of Life -
Quality of Life 104 

-- - - ----
Remedies 51 -



cont inuing education 
--

ccess 

Required t raining and 

Chapter Description 

Resident Advocate A 

Resident Assessment 

Resident Medication 

Resident Protection P 

Resident Records 

-----
s --
rogram 

- --
Resident Rights 

--
Residential Care Ad m 

Rights are minimal 

inistrator Training 

-- ---
Specialty Care 

-- --
Specialty Training 

Toll-free telephone n 

Tuberculosis Screenin 

umber for complaints -- ---
g 

Grand Total 

-

-
·-

-- -- -

-
---- - - -

Total Citation 

2 

s -

2 

1 

632 

739 

1 

368 

216 

1 

-
16 

5 

103 

632 

058 



FY2014 

. Citation Category 

Assessment and 

Monitoring 

Administration

Staff 

Negotiated 

Service 

Agreement 

Medications 

Administration

Safety and 

Disaster 

Preparedness 

Assisted Living Facility 

FY2014 
Top 5 citation categories with description 

Description 

WAC's 388-78A-2060 through 2120 includes: admission, qualified assessor, on-going, resident 
participation, monitoring. 

WAC's 388-78A-2450 through 2489 includes: Quality assurance committee, background checks, 
training, Tuberculosis. 
WAC's 388-78A-2600 includes: policies and procedures 

WAC's 388-78A-2130 through 2160 includes: service agreement, negotiated, signed, 
implemented. 
WAC's 388-78A-2210 through 2290 includes: services, authorizations, non-availability, 
alteration, storing, resident controlled, organized, family assistance. 



List of all citation categories for FY 2014 
--

Assisted Living Facility FY2014 

Chapter Description Total Citations 
--

Abuse, punishment, seclusion 2 -
Administration-Administrator 49 -
Administration-Building 359 

Administration-Disclosure 2 

Administration-Infection Control 88 

Administration-Inspections, Enforcement Remedies, and Appeals 18 

Administration-Licensing 100 

Administration-Management Agreements 

Administration-Policies and Procedures 90 

Administration-Reporting Requirements 190 

Administration-Resident Rights 215 

Administration-Safety and Disaster Preparedness 386 

Administration-Specialized Training 17 

Administration-Staff 570 

Adult Day Services 

Advocacy, access, and visitation rights 2 

All Contracted Residential Care Services 3 

Applicability 5 

Assessment and Monitoring 666 

Assistance with activities of daily living 1 

Assisted Living Services 4 

Basic Training 15 

Boarding Home Services 9 

Continuing Education 92 

Correction of violation/deficiency 

CPR and First Aid Training 46 

Curriculum Approval 2 

Definitions 1 

Dementia Care 17 

Department response to noncompliance or violations 1 

Disclosure of fees and notice requirements 16 

Disclosure, transfer, and discharge requirements 125 

Enhanced Adult Residential Care 5 

Examination of survey or inspection results 5 

Exercise of rights 7 

Facility's policy on accepting medicaid as a payment source 10 

Food 276 

Food handling 

General 15 

General responsibility for each resident 2 

Grievances 21 

Home-based Training 3 
·-

Instructor Approval 1 

lntent--Basic rights 1 
-

Intermittent Nursing Services 172 



Chapter Description Total Citations --
Issuance of food worker cards -- Fees 1 - - --- -
Mail and telephone 1 
Management and personnel 1 
Medications 407 
Modified Basic Training 

Negotiated Service Agreement 462 
Notice of rights and services 23 
Nurse Delegation Core Training 3 
Orientation 17 
Personal property 1 

--
Privacy and confidentiality of personal and medical records 4 
Protection of resident's funds 

Public health labeling 

Purpose and authority 

Quality of life 54 
Resident Records 106 
Resident rights 

Residential Care Administrator Training 

Respite 2 
Restraints 

Restricted Egress 13 
Rules, regulations, and standards 

Specialty Training 77 

Validity and form of food worker cards 3 
Waiver of liability and resident rights limited 7 
Water, plumbing, and waste 

Withdrawal from medicaid program 14 
-

Grand Total 4805 



FY2013 

Citation Category 
Assessment and 

Monitoring 

Administration-

Staff 
--

Administration-

Safety and 

Disaster 

Preparedness 

Negotiated 

Service 

Agreement 

Medications 

Assisted Living Facilitv 

FY2013 
Top 5 citation categories with description 

Descri ption 

WAC's 38 8-78A-2060 through 2120 includes: admission, qualified assessor, on-going, resident 
on, monitoring. participati 

WAC's 38 8-78A-2450 through 2489 includes: QA, background checks, training, TB 

WAC's 38 8-78A-2600 includes: policies and procedures 

-
WAC's 38 8-78A-2130 through 2160 includes: service agreement, negotiated, signed, 

ted. implemen 

WAC's 38 8-78A-2210 through 2290 includes: services, authorizations, non-availability, 
alteration , storing, resident controlled, organized, family assistan_ce_. _ _____ _ 



List of all citation categories for FY 2013 
-- - -

Assisted Living Facility FY 2013 
·-

Chapter Description Total Citations - ·-

Abuse, punishment, seclusion 5 

Administration-Administrator 23 ---- - - -
Administration-Building 373 

Administration-Disclosure 5 

Administration-Infection Control 133 
--

Administration-Inspections, Enforcement Remedies, and Appeals 17 

Adm in istration-Licensi ng 89 

Administration-Management Agreements -
Administration-Policies and Procedures 82 

Administration-Reporting Requirements 171 

Administration-Resident Rights 234 

Administration-Safety and Disaster Preparedness 455 

Administration-Specialized Training 19 

Administration-Staff 581 

Adult Day Services 

Advocacy, access, and visitation rights 1 

All Contracted Residential Care Services 6 

Applicability 1 

Assessment and Monitoring 656 

Assistance with activities of daily living 

Assisted Living Services 6 

Basic Training 12 

Boarding Home Services 13 -
Continuing Education 9 

Correction of violation/deficiency 1 

CPR and First Aid Training 55 

Curriculum Approval 

Definitions 

Dementia Care 28 - - -
Department response to noncompliance or violations -
Disclosure of fees and notice requirements 8 -
Disclosure, transfer, and discharge requirements 38 

Enhanced Adult Residential Care 7 
-

Examination of survey or inspection results 5 

Exercise of rights 8 

Facility's policy on accepting medicaid as a payment source 3 -
Food 251 

Food handling 1 

General 12 -
General responsibility for each resident 

Grievances 20 

Home-based Training --·--
Instructor Approval 1 

-
lntent--Basic rights 3 ---- - - - -
Intermittent Nursing Services 228 -



Chapter Description Total Citations - - -
Issuance of food worker cards -- Fees 1 

Mail and telephone 1 - -
Management and personnel 2 

Medications 436 

Modified Basic Training 3 

Negotiated Service Agreement 459 -
Notice of rights and services 21 

Nurse Delegation Core Training 

Orientation 15 

Personal property 

Privacy and confidentiality of personal and medical records 6 

Protection of resident's funds 1 -
Public health labeling 1 

Purpose and authority 1 

Quality of life 70 

Resident Records 132 

Resident rights 

Residential Care Administrator Training 3 

Respite 2 

Restraints 

Restricted Egress 10 

Rules, regulations, and standards 1 

Specialty Training 71 

Validity and form of food worker cards 22 

Waiver of liability and resident rights limited 4 -
Water, plumbing, and waste 

Withdrawal from medicaid program 12 
---

Grand Total 4834 



Assisted Living Facilitv 

FY2012 
Top 5 citation categories with description 

FY2012 
Description 

Citation Category 

Assessment and WAC's 388-78A-2060 through 2120 includes: admission, qualified assessor, on-going, resident 
Monitoring participation, monitoring. 

Administration- WAC's 388-78A-2450 through 2489 includes: QA, background checks, trainin g, TB 

Staff 
---

Administration- WAC's 388-78A-2600 includes: policies and procedures 

Safety and 

Disaster 

Preparedness 

Negotiated WAC's 388-78A-2130 through 2160 includes: service agreement, negotiated, 
Service implemented. 

signed, 

Agreement 
- -
Medications 

WAC's 388-78A-2210 through 2290 includes: services, authorizations, non-a 

~ 

alteration, storing, resident controlled, organized, family assistance. 
vailability, 



List of all citation categories for FY 2012 
---- - -- -

Assisted Living Facility FY2012 
--

Chapter Description Total Citations --
Abuse, punishment, seclusion 2 

Administration-Administrator 54 

Administration-Building 380 
-

Administration-Disclosure 9 

Administration-Infection Control 59 

Administration-Inspections, Enforcement Remedies, and Appeals 40 

Administration-Licensing 169 

Administration-Management Agreements 

Administration-Policies and Procedures 103 

Administration-Reporting Requirements 177 

Administration-Resident Rights 221 

Administration-Safety and Disaster Preparedness 487 

Administration-Specialized Training 13 

Administration-Staff 607 

Adult Day Services 

Advocacy, access, and visitation rights 2 

All Contracted Residential Care Services 7 

Applicability 4 

Assessment and Monitoring 857 

Assistance with activities of daily living 

Assisted Living Services 3 

Basic Training 32 

Boarding Home Services 35 

Continuing Education 35 

Correction of violation/deficiency 

CPR and First Aid Training 50 

Curriculum Approval 

Definitions 

Dementia Care 11 

Department response to noncompliance or violations 

Disclosure of fees and notice requirements 9 
·-

Disclosure, transfer, and discharge requirements 83 

Enhanced Adult Residential Care 5 

Examination of survey or inspection results 3 

Exercise of rights 7 

Facility's policy on accepting medicaid as a payment source 1 

Food 294 
-

Food handling 2 

General 23 -
General responsibility for each resident 

Grievances 16 

Home-based Training 2 

Instructor Approval 1 
--

lntent--Basic rights 1 

Intermittent Nursing Services 193 -



Chapter Description Total Citations 
---

Issuance of food worker cards -- Fees 

Mail and telephone 4 
--·--Management and personnel 

Medications 421 --Modified Basic Training 9 

Negotiated Service Agreement 529 

Notice of rights and services 20 

Nurse Delegation Core Training 2 

Orientation 65 

Personal property 

Privacy and confidentiality of personal and medical records 7 

Protection of resident's funds 1 

Public health labeling 

Purpose and authority 

Quality of life 75 

Resident Records 153 

Resident rights 1 

Residential Care Administrator Training 5 

Respite 

Restraints 1 

Restricted Egress 12 

Rules, regulations, and standards 

Specialty Training 79 

Validity and form of food worker cards 1 

Waiver of liability and resident rights limited 3 

Water, plumbing, and waste 

Withdrawal from medicaid program 16 

Grand Total 5401 



Assisted Living Facility 

FY2011 
Top 5 citation categories with description 

FY2011 
Description Citation Category 

Applicability WAC's 388-78A-2010 through 2050 is the General section which includes: license required, not 
required, disclosure to non-residents, resident characteristics; and other federal, state, county, 
and municipal rules, codes, ordinances 

Administration- WAC's 388-78A-2450 through 2489 includes: Quality assurance committee, background checks, 
Staff training, Tuberculosis. 

Orientation 
WAC's 388-112-0015 through 0035 includes: orientation, long term care, and facility safety 

training. 

Administration-

Safety and 
WAC's 388-78A-2600 includes: policies and procedures 

Disaster 

Preparedness 

Negotiated WAC's 388-78A-2130 through 2160 includes: service agreement, negotiated, signed, 
Service implemented. 
Agreement 



List of all citation categories for FY 2011 
-- --

Assisted Living Facility FV2011 

Chapter Description Total Citations 
-- -----

Abuse, punishment, seclusion 4 
--- -

Administration-Administrator 36 -
Administration-Building 286 -
Administration-Disclosure 7 

Administration-Infection Control 51 

Administration-Inspections, Enforcement Remedies, and Appeals 5 

Administration-Licensing 117 

Administration-Management Agreements 1 

Administration-Policies and Procedures 130 

Administration-Reporting Requirements 167 

Administration-Resident Rights 261 

Administration-Safety and Disaster Preparedness 501 

Administration-Specialized Training 17 

Administration-Staff 551 

Adult Day Services 1 

Advocacy, access, and visitation rights 3 

All Contracted Residential Care Services 11 
-
Applicability 1118 

Assessment and Monitoring 13 

Assistance with activities of daily living 

Assisted Living Services 24 

Basic Training 38 

Boarding Home Services 19 
'--

Continuing Education 40 

Correction of violation/deficiency 

CPR and First Aid Training 1 

Curriculum Approval 

Definitions 

Dementia Care 48 

Department response to noncompliance or violations 

Disclosure of fees and notice requirements 21 

Disclosure, transfer, and discharge requirements 106 

Enhanced Adult Residential Care 7 

Examination of survey or inspection results 1 

Exercise of rights 5 

Facility's policy on accepting medicaid as a payment source 

Food 239 

Food handling 

General 1 

General responsibility for each resident 

Grievances 22 

Home-based Training 

Instructor Approval 

lntent--Basic rights 22 
--

~ termittent Nursing Services 5 -



Chapter Description Total Citations 
I-- - --

Issuance of food worker cards -- Fees -
Mail and telephone 150 

Management and personnel 

Medications 1 

Modified Basic Training 1 

Negotiated Service Agreement 394 

Notice of rights and services 6 

Nurse Delegation Core Training 

Orientation 516 
-

Personal property 14 

Privacy and confidentiality of personal and medical records 9 

Protection of resident's funds 84 

Public health labeling 

Purpose and authority 

Quality of life 1 

Resident Records 5 

Resident rights 3 

Residential Care Administrator Training 100 

Respite 137 

Restraints 2 

Restricted Egress 6 

Rules, regulations, and standards 

Specialty Training 14 

Validity and form of food worker cards 

Waiver of liability and resident rights limited 53 

Water, plumbing, and waste 7 

Withdrawal from medicaid program 5 -
Grand Total 5387 



k' FY2010 
itation Category 

Assessment and 

Monitoring 

Administration

Staff 
---

Administration-

Safety and 

Disaster 

Preparedness 

Negotiated 

Service 

Agreement 

Medications 

Assisted Living Facilitv 

FY2010 
Top 5 citation categories with description 

Description 

WAC's 388-78A-2060 through 2120 includes: admission, qualified assessor, on-going, resident 

participation, monitoring. 

WAC's 388-78A-2450 through 2489 includes: Quality assurance committee, background checks, 

training, Tuberculosis. 
WAC's 388-78A-2600 includes: policies and procedures 

WAC's 388-78A-2130 through 2160 includes: service agreement, negotiated, signed, 

implemented. 

WAC's 388-78A-2210 through 2290 includes: services, authorizations, non-availability, 
alteration, storing, resident controlled, organized, family assistance. 



List of all citation categories for FY 2010 
~ - - --

Assisted Living Facility FY2010 

Chapter Description Total Citations ----
Abuse, punishment, seclusion 2 -
Administration-Administrator 56 --
Administration-Building 282 

-----Administration-Disclosure 6 

Administration-Infection Control 46 

Administration-Inspections, Enforcement Remedies, and Appeals 12 

Ad ministration-Licensing 58 

Administration-Management Agreements 

Administration-Policies and Procedures 112 

Administration-Reporting Requirements 167 

Administration-Resident Rights 199 

Administration-Safety and Disaster Preparedness 549 

Administration-Specialized Training 12 

Administration-Staff 628 

Adult Day Services 7 

Advocacy, access, and visitation rights 1 

All Contracted Residential Care Services 5 

Applicability 6 

Assessment and Monitoring 909 

Assistance with activities of daily living 

Assisted Living Services 7 

Basic Training 34 

Boarding Home Services 27 

Continuing Education 15 

Correction of violation/deficiency 

CPR and First Aid Training 41 

Curriculum Approval 

Definitions 

Dementia Care 22 

Department response to noncompliance or violations 

Disclosure of fees and notice requirements 10 

Disclosure, transfer, and discharge requirements 115 

Enhanced Adult Residential Care 19 

Examination of survey or inspection results 3 

Exercise of rights 2 

Facility's policy on accepting medicaid as a payment source 

Food 183 

Food handling 

General 23 

General responsibility for each resident 

Grievances 10 

Home-based Training 

Instructor Approval 
'---- - -

lntent--Basic rights 3 
-

Intermittent Nursing Services 194 



Chapter Description Total Citations 
I- -- -- - -

Issuance of food worker cards -- Fees .,__ -- ---
Mail and telephone ,_ 

1 

~ anagement and personnel 

Medications 416 

Modified Basic Training 14 -
Negotiated Service Agreement 459 -
Notice of rights and services 15 - -
Nurse Delegation Core Training 

- -
Orientation 149 - -
Personal property 1 -
Privacy and confidentiality of personal and medical records 5 -
Protection of resident's funds 4 -
Public health labeling 

Purpose and authority -· 
Quality of life 67 

Resident Records 122 

Resident rights 1 

Residential Care Administrator Training 5 

Respite 5 

Restraints 3 

Restricted Egress 
I-

9 

Rules, regulations, and standards 
I-

Specialty Training 62 -
Validity and form of food worker cards 

Waiver of liability and resident rights limited 1 

Water, plumbing, and waste 1 
.... 

Withdrawal from medicaid program 11 

Grand Total 5116 



Certified Community Residential Services and Supports 

FY2014 
Top 5 citation categories with description 

-
FY2014 

Description Citation Category 

4160: Mandated 388-101-4160, Service provider must report to law enforcement when there is reason to suspect 
reporting to law that the client was sexually or physically assaulted, or when there are concerning injuries, or at 
enforcement the client or guardians request .. 
--

388-101-3320, The client has the right to be free from harm including unnecessary physical 
restraint, isolation, excessive medication, abuse, neglect, abandonment and financial 

3320: Client rights exploitation. 
3860: Positive 388-101-3860, Service provider must develop, train to and implement a written individualized 
behavior support positive support plan when a client takes psychotropic medications or has restrictive procedures 
plan including physical restraints. 

388-101-3360, Service providers must provide each client with instruction and support as 
3360: Client appropriate for activities to include, but not be limited to, home living, community living, health 
services and safety, social and life-long learning, and employme~ -

388-101-3370, Service providers must provide instruction and/or support as identified to 
3370: Client include, but not limited to, accessing medical and dental services, medication management, 
health services arranging health care appointments, monitoring medical t reatment prescribed by health 
support professionals and communicating directly with health professionals when needed. 



List of all citation categories for FY 2014 
~ --

Certified Community Residential Services and Supports FY2014 
-

Chapter Description Total Citations 

3020: Compliance 0 

3150: State and federal access to program 1 

3160: Plan of correction 1 

3190: Service provider responsibilities. 0 

3200: Staffing requirements. 3 

3220: Administrator responsibilities and training 1 

3240: Policies and procedures 7 

3250: Background checks-Requirements for service providers 5 

3255: Background checks-Provisional hire-Pending results. 1 

3320: Client rights 17 

3330: Treatment of clients. 4 

3360: Client services 9 

3370: Client health services support 7 

3372: Medical devices. 0 

3375: Nurse delegation. 0 

3390: Physical and safety requirements. 4 

3420: Client refusal to participate in services 0 

3440: Changes in client service needs-Emergent 1 

3470: Development of the individual instruction and support plan 0 

3500: Accessibility of the individual instruction and support plan 1 

3510: Ongoing updating of the individual instruction and support plan. 0 

3520: Shared expenses and client related funds 0 

3530: Individual financial plan 0 

3540: Managing client funds 0 

3550: Reconciling and verifying client accounts. 0 

3580: Client financial records. 0 

3590: Transferring client funds. 1 

3610: Client reimbursement 1 

3630: Medication services- General 6 

3630: Medication services-General. 6 

3640: Medication-Types of support 0 

3660: Medication assistance. 0 

3670: Medication administration-Nurse delegation. 1 

3700: Storage of medications. 1 

3720: Medications-Documentation 1 

3800: Retention of client records 1 

3820: Client's property records 0 

3850: Functional assessment. 4 

3860: Positive behavior support plan 10 

3870: Client protection 1 

3900: Restrictive procedures approval. 0 

3970: Community protection-Approval 0 

3980: Community protection-Policies and procedures 2 

4000: Community protection-Staff training 0 

4010: Community protection-Treatment plan 1 

4030: Community protection- Client transportation 0 

4150: Mandated reporting to the department 0 

4160: Mandated reporting to law enforcement 18 

4170: Mandated reporting policies and procedures 3 

Grand Total 119 



Certified Community Residential Services and Supports 

FY2013 
Top 5 citation categories with description 

FY2013 
Description Citation Category 

3320: Client rights 388-101-3320, The client has the right to be free from harm including unnecessary physical 
restraint, isolation, excessive medication, abuse, neglect, abandonment and financial 
exploitation -

4150: Mandated 388-101-4150, Service provider must report to the state complaint hotline when there is 
reporting to the reasonable cause to believe a client was abandoned, abused, neglected, financially exploited, or 
department sexually assaulted. 
3860: Positive 388-101-3860, Service provider must develop, train to and implement a written individualized 
behavior support positive support plan when a client takes psychotropic medications or has restrictive procedures 
plan including physical restraints. 
4160: Mandated 388-101-4160,Service provider must report to law enforcement when there is reason to suspect 
reporting to law that the client was sexually or physically assaulted, or when there are concerning injuries, or at 
enforcement the client or guardians request. . 

--
3250: Background 388-101-3250, Background checks must be obtained for all administrators, employees, 
checks- volunteers, students and subcontractors-upon hire, and then every three years. The provider 
Requirements for must prevent the individual from unsupervised access to clients if the background check shows a 
service providers disqualifying conviction or pending criminal charge under 388-113 (WAC). -



List of all citation categories for FY 2013 

-
Certified Community Residential Services and Supports FY 2013 

'------ -- - -
Chapter Description Total Citations 

3020: Compliance 0 

3150: State and federal access to program 0 

3160: Plan of correction 1 

3190: Service provider responsibilities. 2 

3200: Staffing requirements. 1 

3220: Administrator responsibilities and training 1 

3240: Policies and procedures 3 

3250: Background checks-Requirements for service providers 7 

3255: Background checks- Provisional hire-Pending results. 2 

3320: Client rights 26 

3330: Treatment of clients. 2 

3360: Client services 4 

3370: Client health services support 3 

3372: Medical devices. 0 

3375: Nurse delegation. 0 

3390: Physical and safety requirements. 2 

3420: Client refusal to participate in services 0 

3440: Changes in client service needs-Emergent 0 

3470: Development of the individual instruction and support plan 1 

3500: Accessibility of the individual instruction and support plan 0 

3510: Ongoing updating of the individual instruction and support plan. 0 

3520: Shared expenses and client related funds 2 

3530: Individual financial plan 0 

3540: Managing client funds 1 

3550: Reconciling and verifying client accounts. 1 

3580: Client financial records. 1 

3590: Transferring client funds. 0 

3610: Client reimbursement 0 

3630: Medication services-General 5 

3630: Medication services-General. 5 

3640: Medication-Types of support 1 

3660: Medication assistance. 0 

3670: Medication administration- Nurse delegation. 1 

3700: Storage of medications. 1 

3720: Medications- Documentation 2 

3800: Retention of client records 0 

3820: Client's property records 0 

3850: Functional assessment. 2 

3860: Positive behavior support plan 17 

3870: Client protection 1 

3900: Restrictive procedures approval. 0 

3970: Community protection-Approval 0 

3980: Community protection - Policies and procedures 1 

4000: Community protection- Staff training 1 

4010: Community protection-Treatment plan 1 

4030: Community protection-Client transportation 0 

4150: Mandated reporting to the department 19 

4160: Mandated reporting to law enforcement 12 

4170: Mandated reporting policies and procedures 1 

Grand Total 130 



Certified Community Residential Services and Supports 

FY2012 
Top 5 citation categories with description 

FV2012 
Description 

Citation Category 

3320: Client rights 388-101-3320, The client has the right to be free from harm Including unnecessary physical 
restraint, isolation, excessive medication, abuse, neglect, abandonment and financial 

- exploitation. 

4150: Mandated 388-101-4150, Service provider must report to the state complaint hotline when there is 

reporting to the reasonable cause to believe a client was abandoned, abused, neglected, financially exploited, or 

___iepartment sexually assaulted. 

3860: Positive 388-101-3860, Service provider must develop, train to and implement a written individualized 

behavior support positive support plan when a client takes psychotropic medications or has restrictive procedures 

plan including physical restraints. ---

3630: Medication 388-101-3630, Service provider must ensure medications are given as ordered and in a manner 
services-
General. 

that safeguards the client's health and safety. 

4160: Mandated 388-101-4160,Service provider must report to law enforcement when there is reason to suspect 

reporting to law that the client was sexually or physically assaulted, or when there are concerning injuries, or at 

enforcement the client or guardians request .. 



List of all citation categories for FY 2012 

Certified Community Residential Services and Supports FY2012 

Chapter Description Total Citations 

3020: Compliance 3 

3150: State and federal access to program 2 

3160: Plan of correction 0 

3190: Service provider responsibilities. 2 

3200: Staffing requirements. 1 

3220: Administrator responsibilities and training 3 

3240: Policies and procedures 3 

3250: Background checks-Requirements for service providers 8 

3255: Background checks-Provisional hire-Pending results. 0 

3320: Client rights 40 

3330: Treatment of clients. 6 

3360: Client services 4 

3370: Client health services support 6 

3372: Medical devices. 4 

3375: Nurse delegation. 2 

3390: Physical and safety requirements. 4 

3420: Client refusal to participate in services 1 

3440: Changes in client service needs-Emergent 1 

3470: Development of the individual instruction and support plan 2 

3500: Accessibility of the individual instruction and support plan 1 

3510: Ongoing updating of the individual instruction and support plan. 1 

3520: Shared expenses and client related funds 2 

3530: Individual financial plan 2 

3540: Managing client funds 2 

3550: Reconciling and verifying client accounts. 2 

3580: Client financial records. 1 

3590: Transferring client funds. 0 

3610: Client reimbursement 2 

3630: Medication services-General 12 

3630: Medication services-General. 12 

3640: Medication-Types of support 0 

3660: Medication assistance. 1 

3670: Medication administration- Nurse delegation. 0 

3700: Storage of medications. 1 

Grand Total 189 



Intermediate Care Facilities for Individuals with Intellectual Disabilities 
(ICFIIID) 

FY2014 
Top 5 citation categories with description 

- - - ·-

FY2014 
Description Citation Category 

STAFF Federal Tags: W149, W153, W154-Failure to report allegations of abuse and neglect in a timely 
TREATMENT OF manner. Failure to investigate allegations thoroughly. Facility failed to develop and implement 
CLIENTS policies regarding client protections. - -
PHYSICIAN Federal Tags: W322 Facility must provide preventative and general medical care to include 
SERVICES assessment and treatment of acute and chronic conditions ... and referral to specialists. 

PROGRAM Federal Tags: W257 thru 263, A Specially Constituted Committee must review, approve and 
MONITORING & monitor all restrictive client programs to include physical restraints, restrictions and 
CHANGE psychotropic medications. A Qualified Intellectual Disability Professional must also monitor and 

revise a client's Active Treatment plan when the client is regressing, losing skills or failing to 
progress. 

EVACUATION Federal Tag: W440 thru W450, Drills occur each shift and once per quarter. Drills are held under 
DRILLS varied conditions including varied time frames and exit locations. All drills are evaluated. Clients 

are physically evacuated at least once per year, per shift (versus mock evacuation). 
INDIVIDUAL Federal Tag: W227 Individual Program plan must have objectives for the needs that are 
PROGRAM PLAN identified in the client's comprehensive assessment and are considered to be most likely to 

improve the client's ability to function independently. 



List of all citation categories for FY 2012 

Intermediate Care Facilities for Individuals with Intellectual Disabilities FY2014 

Chapter Description Total Citations 

ACTIVE TREATMENT 1 

CLIENT BATHROOMS 

CLIENT RECORDS 1 

COMMUNICATION WITH CLIENTS, PARENTS & 

COMPLIANCE W FEDERAL, STATE & LOCAL LAWS 3 

CONDUCT TOWARD CLIENT 1 

DINING AREAS AND SERVICE 1 

DIRECT CARE STAFF 1 

DRUG ADMINISTRATION 3 

DRUG REGIMEN REVIEW 1 

DRUG STORAGE AND RECORD KEEPING 

DRUG USAGE 2 

EVACUATION DRILLS 4 

FLOORS 

FOOD AND NUTRITION SERVICES 1 

GOVERNING BODY 2 

INDIVIDUAL PROGRAM PLAN 4 

INFECTION CONTROL 3 

MEAL SERVICES 

MENUS 1 

MGMT OF INAPPROPRIATE CLIENT BEHAVIOR 

NURSING SERVICES 

PHYSICIAN SERVICES 7 

PROFESSIONAL PROGRAM SERVICES 

PROGRAM DOCUMENTATION 1 

PROGRAM IMPLEMENTATION 3 

PROGRAM MONITORING & CHANGE 6 

PROTECTION OF CLIENTS RIGHTS 3 

QUALIFIED MENTAL RETARDATION PROFESSIONAL 1 

SERVICES PROVIDED WITH OUTSIDE SOURCES 

STAFF TRAINING PROGRAM 1 

STAFF TREATMENT OF CLIENTS 8 

Grand Total 59 



Intermediate Care Facilities for Individuals with Intellectual Disabilities 
(ICFIIID) 

FY2013 
Citation Category 

PROGRAM 
MONITORING & 
CHANGE 

NURSING 
SERVICES 

STAFF 
TREATMENT OF 
CLIENTS 

GOVERNING 
BODY 

PHYSICIAN 
SERVICES 

FY2013 
Top 5 citation categories with description 

Description 
- ----

Federal Tags: W257 thru 263, A Specially Constituted Committee must review, approve and 
monitor all restrictive client programs to include physical restraints, restrictions and 

psychotropic medications. A Qualified Intellectual Disability Professional must also monitor and 
revise a client's Active Treatment plan when the client is regressing, losing skills or failing to 

progr_es_s_. ____________ _ _ 
Federal Tags: W336 Nursing Assessments must be done quarterly. 

Federal Tags: W153 -Failure to report allegations of abuse and neglect in a timely manner. 

Federal Tags: W262 and W263-The Specially Constituted Committee must review, approve and 
monitor all restrictive programs. Each restrictive program must be conducted with a written 

consent. 
Federal Tags: W322, Facility must provide preventative and general medical care to include 
assessment and treatment of acute and chronic conditions ... and referral to specialists. 



List of all citation categories for FY 2013 

Intermediate Care Facilities for Individuals with Intellectual Disabilities FY 2013 

Chapter Description Total Citations 

ACTIVE TREATMENT 

CLIENT BATHROOMS 1 

CLIENT RECORDS 1 

COMMUNICATION WITH CLIENTS, PARENTS & 

COMPLIANCE W FEDERAL, STATE & LOCAL LAWS 2 

CONDUCT TOWARD CLIENT 1 

DINING AREAS AND SERVICE 

DIRECT CARE STAFF 2 

DRUG ADMINISTRATION 1 

DRUG REGIMEN REVIEW 2 

DRUG STORAGE AND RECORD KEEPING 2 

DRUG USAGE 

EVACUATION DRILLS 3 

FLOORS 1 

FOOD AND NUTRITION SERVICES 1 

GOVERNING BODY 4 

INDIVIDUAL PROGRAM PLAN 2 

INFECTION CONTROL 4 

MEAL SERVICES 3 

MENUS 1 

MGMT OF INAPPROPRIATE CLIENT BEHAVIOR 1 

NURSING SERVICES 7 

PHYSICIAN SERVICES 4 

PROFESSIONAL PROGRAM SERVICES 1 

PROGRAM DOCUMENTATION 1 

PROGRAM IMPLEMENTATION 1 

PROGRAM MONITORING & CHANGE 13 

PROTECTION OF CLIENTS RIGHTS 3 

QUALIFIED MENTAL RETARDATION PROFESSIONAL 1 

SERVICES PROVIDED WITH OUTSIDE SOURCES 1 

STAFF TRAINING PROGRAM 2 

STAFF TREATMENT OF CLIENTS 6 

Gr-and Total 72 



Intermediate Care Facilities for Individuals with Intellectual Disabilities 
(ICF/IID) 

FY2012 
Top 5 citation categories with description 

FY2012 
Description 

Citation Cate~my 
STAFF Federal Tags: W149 - Facility failed to develop and implement written policies and procedures 

TREATMENT OF that prohibit mistreatment, neglect or abuse of the client. 

CLIENTS --
EVACUATION Federal Tag: W440 Drills occur each shift and once per quarter. 

DRILLS 
PROGRAM Federal Tags: W263, A Specially Constituted Committee must review, approve and monitor all 

MONITORING & restrictive client programs to include physical restraints, restrictions and psychotropic 

CHANGE medications. A Qualified Intellectual Disability Professional must also monitor and revise a 
client's Active Treatment plan when the client is regressing, losing skills or failing to progress. 

CONDUCT Federal Tags: W269 Client should be afforded the right to daily decision making to include 

TOWARD CLIENT choice of meals, clothing and daily activity. 

DRUG Federal Tags: W368 All drugs administered without errors and following doctor's orders. 

ADMINISTRATION 



List of all citation categories for FY 2012 

Intermediate Care Facilities for Individuals with Intellectual Disabilities FY2012 

Federal Tag - Chapter Description Total Citations 

ACTIVE TREATMENT 

CLIENT BATHROOMS 

CLIENT RECORDS 

COMMUNICATION WITH CLIENTS, PARENTS & 1 

COMPLIANCE W FEDERAL, STATE & LOCAL LAWS 

CONDUCT TOWARD CLIENT 2 

DINING AREAS AND SERVICE 1 

DIRECT CARE STAFF 

DRUG ADMINISTRATION 2 

DRUG REGIMEN REVIEW 

DRUG STORAGE AND RECORD KEEPING 

DRUG USAGE 

EVACUATION DRILLS 4 

FLOORS 1 

FOOD AND NUTRITION SERVICES 

GOVERNING BODY 2 

INDIVIDUAL PROGRAM PLAN 2 

INFECTION CONTROL 

MEAL SERVICES 

MENUS 

MGMT OF INAPPROPRIATE CLIENT BEHAVIOR 1 

NURSING SERVICES 

PHYSICIAN SERVICES 

PROFESSIONAL PROGRAM SERVICES 

PROGRAM DOCUMENTATION 

PROGRAM IMPLEMENTATION 

PROGRAM MONITORING & CHANGE 3 

PROTECTION OF CLIENTS RIGHTS 2 

QUALIFIED MENTAL RETARDATION PROFESSIONAL 

SERVICES PROVIDED WITH OUTSIDE SOURCES 

STAFF TRAINING PROGRAM 1 

STAFF TREATMENT OF CLIENTS 10 

Grand Total 32 



(l0)(f)(iv) A compilation of findings since fiscal year 
2010 by the Centers for Medicare and Medicaid 
Services, and Residential Care Services, at the 
Residential Habilitation Centers, Nursing Facilities, 
Supported Living, Assisted Living, Group Homes, 
Companion Homes, Adult Family Homes, and all other 
community based providers. 

• Fircrest School Statement of Deficiencies 
(SODs) 2015 - 2010 



: STATE OF WASHINGTON 
DEPARTMENT OF SOCIAL AND HEALTH SERVICES 
ADSA, RCS, ICF/11D Survey & Certification Program 

PO Box 45600, Olympia, WA 98504-5600 • 
June 4, 2015 

BY FACSIMILE and CERTIFIED MAIL (7007 1490_0003 419.5 0284} 

Important Notice :.... Please Read C11refully 

Jeff Flesner, Interim Superintendent • 
Fircrest School PAT A 
15230 - 15th Avenue NE 
Shoreline, Washington 98155 

RE: Recertification Survey 5/11/2015 through 5/21/2015 
Complaint Investigation: 3033540 

• Dear Mr. Flesner: 

From 5/11/2015 through 5/21/2015 survey staff from the Residential Care Services 
(RCS) Division of the Aging and Disability Services.Administration (ADSA) conducted a 
recertification survey and complaint investigation at your facility. Based on- that survey 
and investigation-, RCS determined that Fircresf School PAT A is out of compliance with 
three of the federal condition of participation (COP) requirements for lCFs/11O •. • 
participating in the Medicaid Title XIX ICF/11D program. Compliance with all COPs, 
found in 42 Code of Federal Regulations (CFR) 483 Subpart:1, ls required for 
certification. The recertification survey and complaint investigation completed on 
5/21/2105, found that Fircrest School PAT A failed to comply with the following COPs: 

W102 CFR 483.410 - Governing Body a_nd Management 

Specifically, the followi~~ governing_body requirement was found not m~t: 

W104 CFR 48~.41 0(a)(1) exercise general operating·dir~ction over the facility 

W122 CFR 483.420 - Client Protections-

Specifically, the following client protection requirements were found not met: 

1/\1125 .CFR483.42b(a)(3) Exercise rights as clients and citizens 
( W153 CFR483.420(d)(2) Allegations reported immediately 

W154 CFR 483.420(d)(3) Alleged.violations are thoroughly investigated 



Jeff Flesner, Superintendent 
June 4, 2015 
Page2 

W195 CFR 483.440 -·Active Treatment 

!3pecifically, the following active treatment requirements were found not met: 
. . 

W196 GFR 483.440(a)(1) Each client receives active treatment 
W247 CFR 483.440(c)(6)(vi) Client choice and self management 
V\1250 CFR 483.440(d)(2) Active Treatment Schedules 

.W255 CFR483.440(f)(1)(i) Revise plan when an objective-achieved 
. W257 • CFR 483.440(f)(1)(iii) Revise plan when an objective is not being achieved 

,W258 CFR 483.440(f) (1)(iv) Consider new training objective!! 
W448 CFR 483.470(i)(2)(iv) Investigate all problems with evacuation drills 

The deficiencies are described in CMS F.orm 2567, a copy of which is attached. • The 
cited.deficiencies indicate limitations in Fircrest School·PAT A capacity to provide 
adequate operating direction, protection of clients, and active treatment services to • 
clients. Significant cerrections will be required before the facility can be fc;iund to be in 
compliance.- • • 

Remedy . 
Sul;,stantial compliance with federal requirements must be achieved and verified-by 
8/19/2015 (90 days from the date _on which the survey was completed (SOM 3012)). 
Failure to achieve substantial comp[iance with 42 CFR 483.41.0 Governing Body, 42 
CFR 483.420 Client Protections, and 42 CFR 483.440 Active Treatment may result in • 
termination from the Medicaid ICF/11D program (42 CFR 442.101 (3) (e); SOIi/i 3005 E). 

Alternate Remedy 
In lieu of termination frqm the Medicaid program, the State Medicaid Agency (SIi/iA) 
may choose to impose a Denial of Payments for New Admissions (42 CFR 442.118; 
•SOM 3006). If the SMA chooses to impose the denial of payment remedy, you·wm be 
notified on or before the 6oth day, 7/20/2015, and will be ~dvised of any appeal rights at 
that time. • • • • 

. . 
Plan of Correction IPOC) 
At this time you may voluntarily submit a POC, ·however, the POC will not halt the 
termination proceedings, The department will proceed with termination until you have 
achieved substantial complial)ce with the Conditions of Participation ·ccoPs). The 
COPs must be verified on-site by RCS as·subslantially implemented by 8/19/2015. • At 
the time you achieve substantial compliance with the COP, you will be required to 
submit ari acceptable POC for any remaining stai:idard level i:leficiencies. If and when 
you do submit a POC, it must be approved by RCS. • 

An acceptable POC must contain at a minimum the following core elements (SOM 
3006.5): • 

. 1. How the corrective action will be accomplished for the sample Individuals 
found to have been affected by the deficient practice; 

,. 

"\" 
j 
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2. How the facility will ·identify ~t~er Individuals· who have the potential to be.· 
·affecfed by the same :deficient practice, and how it will actto protect • 
Individuals in similar situations; • , • • - . 

3, ·What measure$ will be pµtJnto place or systemic changes that will be 
•. • made to ensure that the.deficient practice will not r~cur; • • 

4.. How the faciiity will monit~r its corrective.acti9ns/performance, to en!,lure 
that the deficient practice is being corrected and'will not recur, i.e., whaf 
program wi)I. be put 'info place -to moi:;itor the coritinµed effectiveness of 
the-systematic change fo ensure ~at solutions are permanent; and . 

5. Wlien r::orrective action will be accomplished. 

Allegation of Compliance _ . . 
When you believe the CoP deficiencies have beert corrected, please proVide"the 
ICF/llD Ql:Jality Assurance Administrator with a written credible.allegation of 
,compliance. The credible allegation should address th'? deficienpies. cited under ·42 
CFR 48;3.410 -W102 Governing Body, 42 CFR.4e~.420 -W122Client Protections, and 
42 CFR 483.44.0 - W185 Active treatment. ThEl 'letter socitdd describe: (~) hQw and , 
when the .corrections were made, (2) the systems that are in place to maintain 
compliance, and (3) how the corrective action will be monitored to ensure the deficient 
practice does not recur.•· • , 

If Fircrest' School PATA makes a <;rediple allegation of compliance, the ICF/11D survey 
team will ·revisit to determine whether compliance or acceptable progress has been 
achieved. Only two revisits are permitted, one no later than 7/2/2015, (within 45 days of • 
the elate on which the survey was completed and before the l}oliday weekend), and one 
between 7/6/2015 and 8/19/~015 (between the 4eth and soth,days (SOM 3012)). The .' 
compliance decision by RCS needstobe finalized no later than ·8/19/2015 csoth d_ay). , 

. RCS will require at lei;1st five working .days to complete a credible allegation survey and 
make.a decision regarding compliance. Please plan accordinglyifyouwant RC$to be 
abl_13 to complete a credible allegation survey before·s/19/2015(90th day); • 

If upon tl)e subsequent revisit, your facility has ·not acnieved ;,ubstantial compliance, the 
te~mination or. denial of ,payment for new admissions will be imposed. A revisit will not 
be conducted if a letter of credible allegation is n_ot received by RCS. The COP will 
need,,to be found .to be In substantial compliance -before ,certification c:;an be continufld. 

Informal Dispute Resolution flDRl . 
You may request an IDR of the deficiencies on.which this action is based. RCS must 
receil/'e your request'for an IOR no later.ttian 6/1,4/2015. To request an informal dispute 
resqh,1tion (!DR) meeting, please serid yourwritten request-to lnfoi:mal Dispute 
Resolution Program Manager, PO 'Box 45600, Olympia, Wasliington 98504,5600. If' 

• you request an IDR, you must still submit a written credible allegation of compliance· . . ~ . . 
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within the,time limits described· above. The written IDR request should: 

·1) Identify the specific deficiencies that are gisputed; 
2) EJ<plain why you are disputing the deficiencies; and 
3) Indicate the type of dispute resolution process· you prefer (race-to-face, 
telephone confere~ce or do~iJmentation review) • 

If requestE/d/arllORwHI be s.cheduled. During the informal process.you have the right • 
to present written and/or·oral evidence refuting the deficiencies. The IDR PtoC!:!SS will 
not change the time frames·s~ted,Jn :this letter, inc,luding the deadlines for ac~ieving 
compliance and. submitting a 'written ~ible all~gation of compliance.. • 

:! 
' . 

If you 'haye any questions concerning the instructions contained in this letter, piease 
contact me at,(360) ·725-2405. •• 

... 

Sincerely, 

. 
erald Heilinger, Fie! Mimager· 

Enclosure 

ICF/IIQ Survey a11d Certification Program 
Division of Residential Care Services ' ,, .. . -

cc: CMS Regional Office; Washington State ·ICF/11D T~arn .. 
Bill Moss, Assistant Secretary of AL TSA 
Kathy Morgan,· Interim Oirector of RC$ 
Donna Cobb, Senior Coun!!el 
Eve(yn Perez; Assistant Secretary of DDA . 
Donald Clintsman, Deputy,Assistimt Secretary of DOA 
.,Janet Adams, DOA Office Chief , • • 
Larita-f>aulsen, ODA QM.Unit Manager , 
Srlice Work, DDAMedicaid Compli~nce,Admihistr1:1tor • 

l . 
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STATE OF WASHINGTON 
DEPARTMENT OF SOCIAL AND HEALTH SERVICES 
ADSA, RCS, ICF/ilD Survey & Certification Program 

PO Box 45600, Olympia, WA 98504-5600 
• June 22, 2015 

. Jeff Flesner, Interim Superintendent 
F.ircrest School PAT A 
15230- :J5ttI Avenue NE· 
Shoreline, Washington 98155 

RE:. Recertification Survey (5/11/2015 through 512112015 
Complairit lnvestigatio·n: 30335~0 

Dear Mr. Flesner: 

Please find attached the amended SoD as dj~cussed. 
1 

if you have a11y questions concerning the, please contact me at (360) 7;25-2405'. 

• Sincerely, 

Enclosure 

raid Heilinger: Fiel~ Manager . 
ICF/IID Survey and Certification Program 
Division of Resider:jtial Care Services 

cc: CMS Regional Office, Washington State ICF/IIDTeam • 
Bill Moss, A~sistant Secretary of AL TSA 
Kathy Morgan, Interim• Director of RCS 
D9nna Cobb, Senior Cciumiel 
Evelyn Perez, Assistant Secretary of DDA 
Donald Clintsmari, Deputy Assistant Secretary of ,;>DA 
Janet Adams, DDA Office<;~hief •. • 
Larifa Paulsen, DOA QM Unit Manager 

' . Bruce Work,. ODA Medicaid Compli-:1nce Administrator 

J 
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CENTERS FOR MEDICARE & MEDICAID SERVICES 

•STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

()(1) PROVJDER/SUPPLIER/CLIA • 
IDENTIFICATION NUMBER: 

(X2) MULTIPLE CON.STRUCTION . • 

A. BUILDING ___ '-----

PRINH:D: 06/19/2015 
FORM APPROVED 

0MB NO 0938:0391' 
(X3) DATE SURVEY 

COMPLETED 
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:, OF PROVIDEROR SUPPLIER . .. STREET AODRESS,.CiTY, STATE, ZIP CO".E-

FIRCREST SCHOOL PAT A 

(X4) JD 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BEPRECEDED BY FULi. 

REGULATORY OR LSC IDENTIFYING INFO.RM,\TJON) 

V)I 000 INITIAL COMMENTS . 

This report is·a result of the annual recertification 
survey conducted at Fircrest School from 5/11/15' 
lhrougli 5/21/15. • • 

In addition the following·coinplalnt investigation 
was included: 3033540. 

The survey team Included: Gerald Heilinger, 
Kathy Heinz, Jim Tarr, and Ted Sparkuhl • • .. , 

·' 
The surveyors are from: 

Department of Social & Health· Services 
Aging & Disability Services Administration 
Residential Care Services; ICF/IID Survey and 
Certification Program • 
• PO Box 45600, MS: 45600 
_Olympia, WA 98504 

Telephone: (360) 725j215 

'The SOD was amended on 6/15/15: 
1. Under .W125 #4 references to Client#11 

.. were removed and Client #3 was inserted; 
2. Under W153 #6 references to wheelchair 

were repla_ci,d with chair. • .. . 
3. Under W154 #7 references to wheelchair 

were replaced•with chai1. •• 
4. Under W196 on page 27 In the second 

paragraph the reference to Client #2 was 
. changed to Client #24. ' 

W 100 440.150(0} ICF SERVICES OTHER THAN IN 
INSTITUTIONS 

"Intermediate care facility services" may include 
services In an institution for the mentally retarded 
(hereafter referred to as Intermediate care 
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SEATTLE, WA 98155 

ID 
PREFIX 

TAG 

wooo 
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PROVIDER'S PLAN Df CORRECTION 
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LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATJWS SIGNATURE TITLE 

(X5) 
COMPLETION 

DATEi. 

()(6) DAT!l 

Any deficiency statement ending with an asterisk <-) d8notes a deflcl8nc.y which the institution may be excused from correcting providing It is detemilned that 
other safeguards provide s!Jfflcient protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days 
( the date of survey 't-'hether or not a plan of correction Is provided. For nursing homes1 the above finding~ and· plans of cOrrectlon are dlsc!os.ab!a 14 • 
\.~ ,1wing the date these documents are made available to the facility. If deffc!encfes are cited, an approved plan of correction is requfsite to continued 
pruyu:im particij,atlon. •• 
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Continued From page 1 
facilities for persons with mental retardation) or' 
. persons with related conditions ift 
(1) The primary purpose of'lhe Institution Is to 
provide health or rehabilitative services for. 
mentally retar,ded individuals or persons,wjth: 
related conditions; . •• 
(2)rhe institution meets the standar(lsln Subpart 
E; of Part 442 of this Chapter; and .. • 
(3) The mentally retarded recipient for Whom
payment is requested ls receiving active 
treatment as specified in §483.440. 

Th.i!l STANDARD is not met as evidenced by; 
Based on obsel'ila!lon, interview and· record 

review, the fa<;Ility cfid not meet the. Condition of. 
Participation (COP.) for Active. Ti;eatment 
Services. . 
Findings include: 
The facil!fy did not meet the ConditiOn of 

• Participation (COP)'for Active.Treatment 
Senilces. -The facn!ly did not ensure Clients. 
received contin·uous acillve treatment.services 
that:included aggressive and conslster:it 
implementation.of formal ancj informal tr;iining. 
programs and supports,. Clients were observed 
i;penaing significant blocks of time where no , : 
formal or'lnformal training occurred. See W1 as .. 

W 102 483:410 GOVERNING. BODY AND. 
MANAGEMENT .• 

The facility must ensure tltat specific governing 
btjdy an_d management requirElments are mElt 

'·' 

.. 
FORM CMS•2/l67(02-8P) Previous Veraions Obsolete Syent ID:MOAB11 

J 

a.WING 

_ID 
PREFIX· 

TAG 

'• 

STREET ADDRESS, (,lllY, STATE, ZIP CODE 

15230 15TH NORTHEAST D 
SEATTLE,WA 98155 

PROV!tiER!S Pi.AN OF CORRECTION 
(EACH CORRECTIVEAC110N SHOUW BE 

• CROSS..REFERENCEDTOTHEAP.PROPRIATE 
• DEFIClet,ICYJ . . 

W 1()0 , 

.. ' 

,, 

•. •'· 

I : 

W102 
,• ' 

05/21/201,'-· : ' 
\. 

1)(5) 
COMPLETJON 

DAl"I'! 

Fa<>lfity ID:,WAGSO If continuation sheet._Page 2 of 49• 
' ' 



( 

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

STATEMENT OF DEFICIENCIES 
AND PLAN ,OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

50G053 
E: OF. PROVIDER OR SUPPLIER. 

• FIRCREST SCHOOL PAT A 

(X4) ID 
PREFIX 

TAG 

W102 
•. 

• SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

,. 
Continued From page 2 
This CONDITION is not met as evidenced by: 
Based on observatlons, record review and 
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of Participation (COP) for Governing Body by not '. 

. 
W104 

exercising operating direc;tion over the faclllty by 
not meeting the COP for Active Treatment and 
the COP for Client Protection. 
Findings include: ,. 

The- governing body failed to exercise general 
operating direction by not developing and 
Implementing habilitatlon plans based on 
functional assessments, by not promoting Client 
choice and self-management, by not ensuring 
allegations of abuse, neglect and mistreatment 
were reported to the State anq not thoroughly 
inv!lstigafing allegations of abuse, neglect and 
mistreatmeht 
Findings include: W104, W106, W122, W195 
483.410(a)(1) GOVERNING BODY 

The governing body must exercise general p,olicy, 
budget, and operating dlrectiort over the facility. 

' 

This STANDARD is not met as evidenced by: 
Based on record reviews alid staff interviews, ii 

was determined the facility governing-body failed 
to provide sufficient oversight to ensure that the 
functio,ns of the facility Emer_gency Response 
Committee were implemented as described.iii the 
facility' s Standard Operating Procedure (SOP) 
#!A 13, The failure of the facility govern,ing body 
to ensure oversight resulted in no quarterly drills 
occurring and no feedback given to emergency 
responders after real medical emergencies 
oc;curred. • 
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W 104· Continued From page 3 
• ~in dings inclµde:, 

• • t. Review on 5/1~/15 of the facility " Medical 
Emergencies" SOP #1.A.13 revealed the faclllfy 
Emergency Response Committee was . • 
responsible for reviewing doci.imenlatiDn of how 
staff respond during medical. emergency drills, 
including actions and times of arrival at the 
hypothetical scerie. Interview on 5/14/15.wlth 

. Staff~ ar,c! staff V reveal lad the Emergency 
Response c·ommittee had not held a meeting for 
more than one year. Staff V and Slaff X were 
unable to saywhen the last Emergency 
Response Committee met to review emergency, 
response drills. ' 
2. Review on •5/13/15 of the " Medical 
Emergencies " stan_dard Operating Procedure. 
(SOP) #I.A. 13• revealed emergency,medical 
response drills were io be. conducted on a 
quarterly basis ·by the Staff DBV!llapmenl office 
ahd the Safety Officer. The facility was requeJ,\ed 
on S/13/15 to provide documentary evidence !Q 

. verify emergency' medical reJ,ponse drills had 
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.· been C()naucted on.a quarterly bas!~ .. In response 
fo this inquiry, Staff X stated that the facility had 
not cpnductecfany'emergency rrieqical response 
drills since 1l30/~ 4-more than 15 months ago. 
Interview with StalfVori,5/14115 verified the 
fa/iility d\d 'not have any dbc.umentation ta show 
!hat emerge.hey medical response drills had been • • 
conducted since 1/30/14. 

w 106 '\83.410(a)(3)GOVERNING BODY W106 

The governing body-must appoi(lf the· , 
administrator of the facility. • ., 

This STANDARD is nol"met as evidenced by: 
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• W 106 Continued From page 4 
Based on record review and interview the 
governing body failed to comply with State law 
when.'they did not report allegations of abuse, 
neglect and mistreatment. This failure resulted in 
the Slaw, Agency not being aware of the 
allegations and therefore unable to conduct its ' 
own investigations to determine if Clients were 
safe. 
Findings include; 
SeeW153 

W 122 483.420 CLIENT PROTECTIONS 

The facility must ensure that specific client 
protections re,quiremenls are met 

This CONDITION is not met as evidenced by: 
Based on observation, record review and 
interview, the facility failed to ensure Clients ' 
rights were protected, when the facility obstructed 
Cllen!s ' views from bedroom winaows, removed 
personal property from a Client' s bedroom 
without due process, and used Clients ' personal 
money to fund !raining programs. The facility 
also failed to ensure allegations of abuse, neglect 
and mistreatment were reported to the Slate 
Agency and incidents were thoroughly 
Investigated. These failures resulted in Clients' 
rights being violated without due process and 
prevented the facility and the State Agency frqm 
knowing if Clients were being protected. 
Findings include: 
See W125, W126, W153 and W154. 

W 125 483:420(a)(3) PROTECTION OF CLIENTS 
RIGHTS 

The facility must ensure the rights of all clients. 
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W 125 Continued From ·page 5 
'rherefore, the facility must allow and encourage 
Individual clients to exercise their rights as clients· 
of the facility, and as clti.:ens of the United States. 
\ncludirig the-~ght to file comP.laints, and the right 
to due process. • 

This STANDARD -Is not met as evidenced by: 
Based on obseivatlon, record review and 

inteiview, the facility failecilo ensure Clients' 
rights were protected when it used Clients ' 
money to fund facility initiated programs, blocked 
views from bedroom windows, and removed 
personal property from a· Client ' s bedroom 
without due proc~s. These failures resulted in 
Clients living in bedrooms without being able to • 
see outside, having to pay.for programs the 
facility considered part of. their habilitalion, and 
heving peri;Jonal possessions removed because . 
of their behavior without going through due 
process. 

Findings include: 

1. -Cooking Programs: 
a. ·.pizza 
Obseivation on 5/15/15 revealed a direct care 
staff bad S!aff·f\l, from House 313/314 authorize 
the withdrawal of $10.00 frorn 13 Cll!3nls1 ~ 
personal accounts to pay for a cooking program. 
When asked what Clients were going to learn • 
how to cook, staff did not kn~w. • 

Observation on 5/15/15 at noon revealed Staff A 
had purchased 9 pizzas from a l.ocal pizza ' 
franchise fo'r 13 Clients using the Clients ' 
personal inoney. Review of the receipt revealed 
the tote! cost was $95.90. . . 
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W 125 Continued From page 6 
Interview on 5/20/15 with.the Qualified· lntelleciual 
Disabilities Professional (QIDP) revealed she was 
not aware of'coDking programs al House 
313/314. 
r nterview w\th Staff o on 5/19/15 revealed the 
facility ki!cheli could furnish food for Clients to 
use for cooking programs so they don 't have to 
use their personal money. 

b. Spaghetti 
Review of.a cash withdraw slip dated 5/1/15 
reyealed Staff N • had authorized staff to withdraw 
money from Clients ' accounts for a facllity 
initiated cooking program, Review of the grocery 
store receipt dated 5/1/15 revealed Clients living 
ln the home paid for spaghetti noodles, sauce, 
ground beef, onions; garlic bread and parmesan 

. cheese. Total cost ta the. Clients was $102,94. 
Interview with Staff O on 5/20/15 revealed, 
kitchen staff did not deliver lunch trays Ip House 
313/~14 on Fridays, The surveyor showed lha 
grocery store-receipt dated 5f1/15 to Staff 0, 
Staff O verified the items purchased by the 
Clients at the local grocery store could have been 
provided to the Clients by the facility kitchen at no 
cost to the Clf~nts. ' 

c. Bar-B-Que 
Review of a cash withdrawal slip dated 5/6/15 
revealed Slaff N authorized Clients to sperid their 
own money on a faclflty initiated cooking program. 
The Clients paid for bonel~ss chicken, pork. rib .. 
eye chops, sausages, chicken quarters, soda, 
Bar0B-Que ss1uce, spices, cheese, ice cream, hot 
dog buns, strawberries, grapes and candy. The 
total cost to Clients was $105.07. 

• Interview on 5/19/15 With the QIDP revealed 
Clients living at House 313/314 did not have a 
cooliing program, and that most of the Clients at 
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W 125. Continued From page 7 • 
that liouse were unable to decide what to cook , 
and had varyipg skills :and levels .of ability to cook. 

Interview on 5/191:15 with Staff O revealed most 
of the items purchased by the Clients coulil have 
been· provided by the facility kifchen at no cost to 
the Cl!erits. • 

-d. Sunday Bar.-B-Qlie _ 
Reylew ofa Casti Wiltidrawal receipt dated 5/14/ 

• 15 revealeq, Stiff N aulliorized the use of. Clients 
' money to. pay for a Bar-B-Que. The Clients 

. putcl\ased lamb, chicken, soda, cookies, onions 
and hot p_eppers. The .total cost Clients' spent for 
the Bar-B-Que was $133.14. • •. 
Staff P was interviewed .about the Bar,B-Oue held. 
every S(mday al House 313/314. staff P stated. 
• !fiat Staff eijt ihe Bar-B-Que meal with the 
Clients. Sf,aff P cqllects varying_ amounts of 
money from st;;iff working at the ho.me during the 
. Bar-B,Que. He st;iited that some staff.don ' t • 
always. have money to pay for the fo.od. Staff P 
used money staff cqntriblited to pay, for addi~onal 
food .. He stated food Is laid out on a table on ·the 
patio-and everyone helps themsei~i,s. 

2. Observation on 5/1811 !i revE!aled C::lie:nt #9 
worI<ed in .the Adult Tralnlng Program (ATP) area 
of the facility teaiing labels off e_mpty medication 
bubble packs. 

Review ·of.the trust fund account ledger dated 
411/15 to 4130115 revealed Client#B'swagelifor 
working were deposited into his personal 
account··. • 

J 

Review on 5/20/15 of an-1.mplementation Plan for 
Vending Machine,dated May, 2019 reveaJed 
Client #9 had <\ formal program to place money in_ 
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W 125 Continued From page 8 
a vending machine, select an Item and hand his 
change (own money) back to the shift charge. •• 

Review of the trust accourit ledger dated 4/1/15 to 
4/30/15 revealed Client #9 used his own money 
to pay for ihe facility initiated program. 
3. Observation on 5/18/15 revealed Client #30 
worked in the ATP area of tl)e facility tearing 
labels off used medication bubble packs. 

Review on 5/15/15 of the ATP Fund Piece Rate 
dated' 4/1/15 to 4/30/15 revealed Resident#30 
earned money at ATP and one of the jobs she 
was paid to do included tearing labels off used 
medication _bubbl~ packs. 

1 
• Review on 5/20/15 of a Money Management 
Program dated May, 2015 revealed Resident#30 
had a training program to learn how to make a 
purchase at a store. Data was collected by staff 
on 5/1/15, 5/5/15, 5/7/15, 5/12/15 and 5/14115. 

Interview on 6/15/15 with Staff R and the trust 
account records present, revealed Client #30 

•. used her own money to pay for facility initiated 
programs. 

4. Review on 5/18/15 of Cfient #3 ' s file revealed 
an Addendum to Program cfatecj 5/12/15 stated: 
" If he engages in property destruction and is at 
risk we will .remove all items· and glothing _out of 
his room to keep [Client #3 's first name]. and 
other peers safe". There was no abridgement of • 
Client #3's rights in his file related to his 
belongings being removed from his possession, 

Interview on 5/19/15 with the QIDP assigned to 
Client #3 verified there was no abridgement of 
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righ~ for removing property. She slated It was 
still in the Human Rights Committee revJew 
• process end·probablywouldn 't be revleweid uritJI 
the next month. She verlffed lhe·removal of 
properly·was being implemented currently. She 
revealed she !lid not see !his as a restrlotldn for 
Client#3. 

'" 
5. •Observation on 5/11/15 ~llent.#31 's .. 
bedroom window at HouseMrevealed ltha'd 
opaque window film extending up approximately 
five fes1t from the bottom of the window. Review· 
• Ori 6120/15 ofGlrent 1131 ' s fill? revealed lhel'a 
was 110 aliridgemlilnt of rights !'Qr this restriction. 
lnten/lew on 5/20/15 wllh StaffT verified there,• 
was no abridgement: • 

' 
6. Obseiva!loil on 5/11/15 of c;nent #32 ' s 
bedroom window revealed It had opijque windl)W • 
film covering .the entire window. Review on. 
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• 5/2011 s of crrent#32 ' s file revealed there was 
no abridgeme.nt of rlghts for this restriction. 
lntervfew cm Sl20/15wllh StaffTverified there • 
was rio abridgement • 

7. Observation orr5/11/15 lillenl#33' s 
bedroom winc:low at House revealed It hiad 
opaque wind9w film covering approximately the 
bottomthlrd ofthewlndow. Reviewon 5/20/15of 
Cllent #33 ' s record revealeij there was no 
abridgement Of rights for this restr!ctlon .. 
Interview on 5/20/16 with Staffs velifjed jhere . 
was no abridgement of Client #33 ' s rights for the 
•window coverlhg'. 
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a. Ol:lservatlon on 5n211 s ijient#34 's 
bedroom Window atl-louse revealed the . 
bedroom window had an opaque V/lndow film 
covering over thEI entire window. Interview on 
5/20/15 with fr)e QIPP asslghed to Cllenf#34 
verified there was no. abrldgemenfof rights for the 

, win(low covering ree.triction. 

9, Observation on!il12/15.~~,nent#15 's 
bedroom window a! Hoose-revealed the. 

. bedroom window had a frosted window film 
covering the entire window. Interview on 5/20115 
with the QIDP ass1gned to Client#16 verified 
there was no apridgemen! of rights for the 
window covering restriction. 

to. Observation on 5/12/:io'ICJient #4 • s 
bedroom Window at Ho tis . . revealed the 
bedroom Window had a frosted window .film.with 

covering the entire window: 
Interview on 5/20115 with the QlDP assigned the 
Client #4. veiifled there Was no abridgement of 
rights forthe window covering restriction. 

11, .Observation on 5/12/15~1ient#35 • s 
bedroom window at House-revealell the 
bedroom window haq a frosted window 1Jlm 
covering to approximately six. feet from the 
bottom ofthe• window. Interview on 5/20/15.with 
the QIDP assigned to Client #35 verified itiere 
was no abridgement .of rights for thsi,Wlndow 
covering restriction. 

1.2 .• 0 .. n 5/11·/·15. at·~.lien.1#2. 7whileinihe 
day room at Hquse-was observed to. 
r~move one of his ~h9es eind thrqw It towards. a 
staff: StaffJ told another staff that when Client 
#21 throws his sooe he isrestricted from having it 
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W 125 Continued From page 11 .. 
.back for five minutes. Staff.J stated ihat the shoe 
rlj!striction was lmplemented·by CfieQt #27' s , 
Adult Training Program (ATP) staff. OnS/12/15 
. .it11:oa AM Cllent#27 was observed to thiow his 
shoe at Staff I In theATP•workroom. Staff I tried 
~ block Client #27 from picking up ljis shoe ..• 

A record review of. Client #27 ' s Comprehensive 
Funplional AssessmenHmd Individual Habllilalioh 
Plan dated 8/27/14' did not identify anY, need .to • • 
restrict Client#27 from his shoe if he.threw it. A 
l'f/COrd review on 5/2111 Ii c.ould find no 
authorization for the abridgement of rights for 
. Client #27 allowing staff to restrict him from his 

., shoe If .he threw It . • • • 

Interviews on 5/19/15 with the QIDP assigned to 
Client #27 and Slaff D revealed that there was no 
progJ'!lm that restrlcteq Client #27 fiom his-shoe 
for fi)le minutes if he threw i~ An'jnterview on ' 
5/21/15 with Slaff E and Slaff G also reveal11d 
there \V!!!S no authorized shoe reslrictiop 
implernenteq for Client '{t-27; 

W 153 483.4;!D(d)(2i STAFF TREATMENT OF CLIENTS 

The facility must ensure that all allegations .of 
mistreatment, neglect or abuse, as well as 
lnju.rtes cif:unknown source, are reported •· • 
Immediately.to the administrator or to other . 
officials in accordance with State law through 
estallllshetl procedures. 

•' 

This STANDARD. II;! not met.as eviden.ce~ by: 
Based on a Task 2 review of the facility ' s 

, system to prevent abuse, neglect or :. . . 
mistreatment, Jt was determined the ft.c1lity .failed 
to ensur1;1 that eillegafions of abUSfl neglect and 
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Continued l:rom page 12 
mistreatment were reported to the Department of 
Social and Health Services Complaint Resolution 
Unit Failure to report allegations of abuse, 
neglect and mistreatment lo the CRU prevents 
the State Agency from ensuring that Clients are 
safe. 

Findings include; 

Record review.of the following incidents revealed • 
they were not reported to the CRU in accordance 
with state law; 

1 . On 5/6/16 at approximately 1 O AM, Expanded 
Sample Client #16 was punched on the left side 
of the head by anottier Client and the right side of 
her head was knocked into a cabinet. She was 
startled and said· her head hurt. 

2. On 4/25/15 while he was doing his laundry, 
Expanded Sample Clie~t #15 was hit in the back 
by another Client Client #15 yelled briefly. 

3. On 4/26/15 whTie on a van ride, Expanded 
Sample Client#17'was grabbed by a peer from 
behind his seat and sustained 2 scratches on the 
right side of his neck. 

4. On 2/12115 at6:10 PM in the#301-dining 
room, Expanded Sample Client #19 was pushed 
backwards by a peer, causing Client #19 to fall to 
the floor and hit the back of her head on t~e door 

. frame. Client #19 cried Jciudly. .. 

5. on 4/17/15 at 6:65 PM, a peer came from 
behind Expanded Sample Client#20, grabbed 
her shirt and scratched Client #20 ' s right 
shoulder. Client #20 became upset and engaged 
in self injurious behavior by biting her right hand 
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< 

. and leaving a reg mark. 

' 

8. On 3/26/15 at 12:-15 pm In the cefeterla, 
!:xpanded Sample Reslden't#2.1> tripped over a 
·cliafr ,,ricf fell to lhe cafeteria floor ln·the presence 
of staff. Aearesultoflh-fall. stalned a 
(;llsplaceil 'fracture of th hich 
required transport to the comrl'!un ty hospital for 
treatment 

7. on 4121115 at approximately 11 AM, direct 
care $ff received a report that ~n unknown male 
person was observed looking Into.Expanded . .. 
Sample Client #23 ' s bedroom window while. 
Client #23 was standing nak!'ld 10· her bedroom. A 
second allegatlon was made that Client #23 ' s 
assigned 1: 1 staff person was notattendlng to . • 

- this Client I s needs and PfllTT!ltted her to remain. 
naked In h11r room wtth the door- open while 
_ma1ntenance staff were present in the main living 
room.-

W154 483.420(d)(3) STAFF TREATMENT OF CLIOOS 
' 

The faciilty must have evidence Iha! all alleged· 
vlolations are,lhoroug!Jiy lnves~gated. 

.. 
. This STANDARD is not m!it as eVldenced by: 

Based on a ·review of facility incident report 
.. invesligaiions itwas determined the faclllfy failed 

,to ensure that a!I allegations of abusl;), neglect 
imd mistreatment were thorougl\ly investigated. 
Fallure•ta Jtivestlgate all aspecl$ of Incidents 
prevented the faclliql from knowing exactly _what 
happened and. to·d.eveiope effective corrective 
ac~ons. 

Findings include: 
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Review of the following incidents revealed they 
did not include a thorough investigation: 

1. On 4/25/15, while he was doing his laund,y, 
Expanded sample Client #15 was hit in the back 
by another Client. Client#15 yelled brlefly .. The • 
facility investigation did not include evidence as to 
why Client#15 was hi~ where staff were when 
this Incident occurred; orwhat could be done to 
prevent the incident from oc"urring again in the 
future. 

2. On 5/6/15 at approximately 10 am, Expanded 
Sample Client#16was punched on !he·left side 
of the head by anotner Client Which caused her to 
hit the right side of her head Into a cabinet She 
was startled and said her head hurt. The facility 
investigation did not analyze what staff could • 
have done differently to prevent the peer from 
punching Cllent#16. The investigation i§cked 
.any specifici!Y, that would have explained the 
antecedents or why two staff, who were present, 
were unable to prevent Clle(ll #16 from being 
punched. 

3. On 4/25115 while on a van ride, Expanded 
Sample Clienr#17 was aggressed'against by a 
peer from behind his seat and sustained two 
scratches on the right·side of his neck. The 
facility investigation failed to identify any 
antecedents and whe!herthere were any trends 
o,f altercations cetween Client #17 and the peer. 

4. On 3/2/15 at approximately 3:30 PM, a peer 
followed Expanded Sample Client #12 outslde of 
the house and shoved her backwards, causing 
her to cry out and lose her balance. The facility 
investigallon did not explain why the peer 
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followed her, where staff were located at the time 
of the incident, how staff reacted·to the Incident, if 
staff were follc,wing !he supervision guidelines, If 
there were any. !reliefs of altercattons between 
these Clients or if.modifications of the 
environment were needed. • 

5. On 2/12115 at6:1D PM In the~01 dining 
room, Expanded sample Client #19 was pushed. 
backWards bya peer, causing Cllent#19 to fall tq 
the floor.and hit the back of her head on ihe door 
frame. Client #19 was raying loudly, saying " she 
pushed me, " The faolllty did not Investigate this 
incident to. determine why the peer pushed Client
#19 to the floor, where staff were located when 
the incident occurred and why staff were unable 
to prevent it. • 

a. On 4(17/15 at6:65 pm, a peer came from 
behind Expanded Sample Cltent #20, grabbed 
her shirt and scratched her right shoulder. Client 
#20 reacted to the Incident by becoming upset 
and engaged In self injurious behavior by biting 
her right hand and leaving a red mark. The facility 
investlgation did not deletmine why the peer 
aggressed again!i,I Clli.n\ #20, whether staff had 
the opportunity to position themselves to prevent 
• the attack, whether there were antecedents prior 
to the Incident, If there were previous altercations 
between these two Clients, or.any t!iscussion of 
recommendali9ns to prevent future attacks. 

7. On 3125115 at12:15 PM in the cafeteria, 
Expanded sample Cllent#21 tripped over a chair • 

. . and fell to the cafeterta floor. As a result ~ll 
slained a (lisplaced fracture ofihe-. 
which requjred tr;msport tc lhEl,community 

tal for treatment The fapilily invesligatlon 
t review why Client #21 tripped over the 
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chair, whElther staff were assisting hE)r at !lie time . 
of the fall or whethenilaff should have ·been at 
her side to safely assist her In Ille cafelElria. • 

a. on 4/28/11,; at 3:45 pm, Expended sample' •• 
Client #22 was found with a 2 • x 1 " bruise on 
his right forearm: Staff reported the injury 
.occurred at the •local puplic school .. Tj,e facility did 
not follow,up with the school to detenTiine how 
the injury occurred, whether Client #22 
accidentally Injured hiinself or If it was·the result 
of an altercatio_n·with somebqdy at schao1.· 
483.430(a) QUA~IFIED MENTAL Rj=TARbATION 

. P.ROFES$1O!'/AL • 

E<!ch_ client'.s active treatme~t prpgram must be 
ih!egrated, coordinatec! and.monitored bya 

• ·qualified mental re.tardation proressional. 

This STANDARD is not met as evidenced by: 
Based on observation, record-review.and . 
interviews, the facility failed to ensure that three 
cif13 Sample Clients (CliE!nts~,#11, and#12) . 
and two Expanded Sample ClieRts (#25 and #26) 

• had Qualified Intellectual Disabilities Professional 
(QiDP) who actively developed a plan which ·met 
the Client's needs, actively monitored the plan 
for l3uccess, coorc!inated the correct 

. irnplemenlation of the plan, ~nd advopated forthe· 
• Clients'. needs. ·Failure to have-QIDPsw)lo fulfill 
. their responslbllities puts the Clients at risk of not 

receiving- the se_rvices they need to become more 
Independent-and !Jlove lo"a less restrictive 
Sf!ltif1Q, 

Findings inc;ll>de: 
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1. Obseivations ofCRent#S durtng lhE! survey 
from 5/11/15 lhrough 5/19115 revealed Cllent#3 
spent a lot of time ln ~i~ bedroom. He frE!quently 
refused to partlQlpate in act!vities offered by the 
staff. He did not attend, a work trafnfng program. . 
During all observaUons of Clfent #3, the .QIDP , 
was not observed to be directly Involved with him , 
• or the !;taff providing ,his treatment R.eview on , 
5/18/15 of Client#3' s flle revealed the QIOP had 
noted thEll.he had not made progres:rnn his skill 
training programs frOm September, 2'014 lhr.ough 
March, 2Q15. No changes to these·programs 
were noted. Interview on S/19t15 wlth1he QIDP 
assigned-to Gllentt/3verified no changes had 
, been made to ihe programs·desplte the lack of 
progress. The QIDP stated. staff were to.attempt 
.to,getCUent#3toattendATP. TheQIDP ' 
revea!ed cflent #3 ' s molher/guardran made . 
demands of th~ facility regarding her so11 which , 
'prevented !h\l facility frqm :working to help him be 
more Independent. • • , 

2. Obs.eivations of Client #11 during_lhe survey 
from 5/11/15 through 5/19/1(i revealed Cllent.#11 
spent-a. lot of time Where stie. was not 11ngaged in 
any.meaningful actlvity'. staff were observed 
occasionally handing her a magazine, Which she 
did tiot'look a~ or occaslonally th11y attempted to 
get her engaged with a qhlla • s IEi.Whioh was not 
appropr!ate·ior a woman almos-ears of age. 
During all of. the observa!ions of Cllent#11, tl)e 
QIDP was not observed to be involved with her or 
the staff proll!dlng her treatment Review on • 
5/20/15 ,of Clierit#11 ' s file revealed the facility 
had determined she should raCl;Jlve training on 
seven different basic care skills. F.or the year of. 
~Q14, Cllent#11 had·made no progress on six of 
these skills and on.the seventh she.had passed 
tlie·oriferla for success each month, but the QIDP 
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j,ad not made any chang(ls lo th.a programs. 
Interview on 5/20/1,5 with th.e·Qll:iP verified she 
had made no !)hanges to Client #11 ' s program_s 
for over a year. 

3. Observation made from-5/11/15 to 5/18/15 at 
both the homes and Adult Training Program 
revealed Client#12, Cllent#25-and Cllent#26 not 

• con~istently·involved .in. meaningful activilies:or 
training. In adqition on 5/14/15,a slaffwas 
observed deriying·Clienf.#12,_additlonaifood al 
dinner because the staff beiieved Ciieilit #12 had 
a dietary re~triction. • 

A record Jeliieyv on 5/18/15 found a Con.sent for 
cjletary restricllons for Client #12 that was not 
signed by her fegal• g\lai'dian. The guardian wrote 
on tho; consent that she believed the dietary 
restriction for Client #12 was on hold because 
C!1ent #12 :had lost weight. However Cllent #12 • 
s 6/12/14 'Individual Hatiilitation Plan (!HP) • 
lndic~tedJhat she Was on an 11:!00 calorie a day 
diet.' • 

A record review for Clil'lnl #25' s IHP dated 
5/28/14 indicated l!lat Client #25 willingly engages 
in most work t;.sks: It also in.dicaled that Client 
#25 has difficufty·.with unstructured Orne and staff 
to plan ,and' offer·actiyities, 

• • A'record review for Client #26 • s IHP dated 
8/20/14 indlcaied,thatCilen1#26 had mastered 
the shredding• progn:im and is sampling a variety 
of alternative vocational !ask. The CFA also 
indicated that Client #26 enjoy.,d work. 

The;QIDP was intervlewed on 5/19/15 and 
rel)!irted that the IHPs for Clients #12 and .#25· 
needed to be revamped because the training· 
programs no longer fit the clients. In 9ddition the 
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W 1 ~9 Contlniied From pag!'l 19 , 
, Q!DP reported there was no longer any d!etaiy 

re,strlc:tion fqr Cli~~t#12•, The QIDP also reported. 
that the IHP for Client in.6 needed to be modified 
for Client #26 due to her· age ;md ·physleal 
disabllltiee: 

W 189 483.430(a)(1) STf,FP TRAINING PROGRAM 

' •· 

Tlie facility m~st provide each employee wi!h 
Initial amfoontinulng training !hat enables the 

• employee to perform his or her'dlllles effec!lvely, 
efflcfently, and competently; • , 

j 

Thjs STANDARD is not met as evideqced by: 
Based on record reviews and staff Interviews Jt 
was detentiined that the faclllty.falled lo ensure 
that medical emergency respanse staff. 

• partlclpatea .Jn regularly scheduled medical 
e(liergency response drill training to prepare 
them for actual medical emergencies, Failure of 
the fac;:llity lo ensure that medical emergency 
responders received regular dccum,ented training 
0/1 medlcal emergency scenarios preven.ted the 
responders from f)avlng th11 oppprtunffy to 
,Practice and refine'thl!llr skills and ability to • 
respond to real medical elliergencies•and pulil 
Clients at risk should a medical emergelicy ooour. 

Findings Include: 

Review qn 6/12115 of Expanded sample Client 
#14 • s death revealed.he experi. a cardiac 
event at 5:55 arri the morning of 15, !>taff 
found· him unresp,>nslva, not brea 1~9 and • 
without a,pulse. Staff announced a medical 
emergency via Internal f;lcility phone system and 
c:allaj 911. staff immediately bega,n , 
cardlo-pulmonary resuscilalion ·(CPR)efforts. to 
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Continued From page 20 
revive him. Facility staff responded to the 

., emergency with emergency medical equipment 
Including a portable Automatic External •• 
Defibrillator {AED). Though the.cardiac 
elT)ergency met the criteria for connecting the 
resident to the AED to determine if the heart 
rhythm was compatible for an electric shock to •• 
the·heart, theAEDwas not used. Community 
emergency medical staff (EMS) arrived on the 
scene at apprelximately 6;05 am and continued 
resuscitation efforts. At 6:40 am, !;:MS • 
pronounced Client#14 deceased, At the time of 
EMS aTJival, facility staff had been adminisiering 
CPR for approximately 10 minutes. • 
The faciHty conducted a Mortality Review Meeting 
(MRM) on 2/17115 to review, 1) the quality of care 
Client #14 received prior _to the medical 
emergency, anci 2) the quality of the facility's 
immec;liat~ response to the medical emergency; 
The MRM noted the following; 

A Facility emergency staff failed to hook up 
• Client #14 lo the AED to ascertain if the heart 

rhythm was compatible with AED L!SB. , 

B. The facility emergency team needs to bring in 
the AED during these types of medical· 
emergencies as a regular _course of action. 

' C. Facility medical emergency responders 
needed to have refresher courses on AEp. 

D. The facility needed to reinstitute emergency 
response drills, 

Review on 5/13/15 of the " Medical Emergencies 
" • Standard Operating· Procedure (SOP) #1.A 13 
revealed medical emergency response drills were 
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• to 'be conducted on a quarterly basis by the Staff 

' Development office and the ·StaffX. The f.icmty 
was requested on .5/13/1'5 lo provide 
documentary evidence to verify medical 
emergency resppnse drills had been conr:lucted 

· on a quarterly basis. In response to this Inquiry, ' 
. the Staff X stated that there had notbeen 1;my 
medical emergency response drilis since 1/30/14, 
mpre than 15 months ago. lntelViewwilh staffV 

,. on 5/14/15 vertfied the facility did not have,any 
• documentatipn to show tnat medical emergency 

response·dtills h?d bsien conducte~ ¢Ince . 
1130/14.-

A number of recommendations were made at 
·Client 14 's2/17/15 Mortality Review Meeting_ 
• with the goal of Improving, thia qµallty of the facility 

' s response to med,lcal emergencies. Since the . 
date of that meeting more than 3 monthi; have 
passed and the facility has yetfo conduct al)d 
docume9,t medical emergency response drill 

. training Incorporating the lr!iinsport and use of an 
" -AED. • , 

, W 195 483.440 ACTIVE TREATMENT SERVICES ' . .. 

The fa9ility must ensure that specffic active 
treatment services requirements are met. 

This CONDITION is 'not met as evidenced by: 
Bas.ed· on observ.itions, record. reviews; and 

interviews, the facility,failed to develop and 
Implement systems that resulted· in Clienl!I 
receiving consi~lentiy ·implemented plans based .. 
qn fu11otional(y assessed needs which \"as then 
monitored by a Quallfi!ld Intellectual Disabilities 
Professional 'for any chang!ls.whit:h might be 
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needed. • Clients were not conslstently • 
encou,aged to make choices for themselves and 
to manage their daily activities to the fullest extent 
possible. This failure prevented the Clients from 
receiving necess,iry services and supports to 
promote greater autonomy and independence 
and resulted in the Condition of Participation of 
Active Treatment Services to be not mel 
Findings include: See W196; W247, W250, 
W255, W257, W258 • • 

W 196 483.440(a)(1) ACTIVE TREATMENT• 

Each client must receive a cootlnuous actiye 
treatment program, which •includes aggressive, 
consistent implementation of a program of 

- epecialized and generic tralning, treatment, health 
services and related s,ervlces described In this 
~ubpart, that is directed toward; 
{i) The acquisition of the behaviors necessary for 

the client to function with as much self 
determination and independence as possible; and 

(ii) The prevention or deceleration of regression 
or loss o_f current optimal functlonal status . 

• I 

This STANDARD Is not metas _evidenced by; 
Based on observations, (ecord reviews and 

interviews, the facility failed to ensure_ three of 13 
Sample Clients (Clients#3, #11, and #12,) and 
three Expanded Sample Clients (Clients #24, 
#25, #26) received a continuous, consistently 

- implemented program of supports, servlces, and 
training to meet their needs. Failure to ensure 
Clients were provided active treatment prevented . 
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them from acquirJng skills to increase their •• 
independence. 

Findings include: 
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1. Observation at House 314 on 5/12/15 between 
8:45.AM-and 9:30 AM revealed Client #24 was 
sitting in a chair by a wl~dow twirling a set of. 
black and white strings. At 9:25 AM Staff M 

•• asked him If he wanted to !Oak at a magazine. 
This was the qnly interaction from staff. Resident 
#24 rejected the mag?,!ine and continued to twirl 
the string. Client #24 was not en_gaged in any 
meaningful activity. 

On 5/12/15 while walking by•house 314 at 11:10 
AM and again at 11 :55 AM the surveyor observed 
Client #24 sitting lry a chair by a window twirling 
strings. • 

Observation on 5/12/15 belwei_en 2:25 PM and 
3:57 PM revealed Client #24 was sitting in a 
chair. A staff asked Clienl #24 If he wanted 
something to ·eat. Client #24 followed the staff 
into the kitchen. Client #24 grabbed the staff's 
waist. The staff asked .Client #24 if he "coulµ 
dance." Client#24 grabbed the staff around the 
nl;lck ,md the staff said "space please." Client 
#24 lhen laid his head on the·staffs shoulder and 
the staff stated, "that• s nice". Client #24 then 
made "raspberry" noises with his lips. Slaff made 
Cl[enl #24 a peanut butter sandwich. Client #24 
sat down at the kitchen table ilnd started yelling, 
screaming, maklng growling likei nqises while he 
ate his peanut bl!lter sandwich. Client #24 stood 
up from the table, walKed to the dining room 
window started yefiing, screaming and making 
growling like noises. Staff asked Client #24 if. he 
could halp clean. up the table. Client #24 • 
screamed and shook his.head "no.• Cllent#24 
sat'at the kitchen table and made growling like 
noises, yel_led and screamed for half an hour. 
staff did not encourage c1nY meaningful activity. 
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W 196 Continued From page, 24 
Informal interview with a direc:t care staff revealed 

. Client #24 preferred to eat alone. 

Observation on 5/13/15 between 7:10 AM and 
• 8:05 AM revealed Client #24 sat on his bed, in his 
underwear, with the door open, yelling, and 
making growling like noises. Interview with the 
graveyard staff Indicated Client #24 was 
protesting something staff asked him to do and 
!_hat Client #24 has "moods." Staff periodically 
walked past his room and asked him if he wa·s 
OK. 

Observation on 5/13/15 at B:55 AM revealed 
Client#24 was silling·on his bed yelling, and 
making growling like noises. At 9:11 AM, Staff A 
went into the bedroom and assisted Client #24 to 
getdressed. At 9:15 'AM Client #24 stood in the 
hallw;iy by his room, yelled, screamed and made 
growling like noises. At 9:30 AM Client #24 
walked to the living area of the home holding one 
pant leg Lip with one hand, and twirling a string.in 
the oiher. Staff working In the 11ome encouraged 
Client #24 to dance. Slaff chanted "go [name of 
Client #24] y'', "go [name of Gilent #24jy''. Staff A 
was sitting in an office chair in the micfdle of the 
living area. Client #24 sat briefly on the staff's lap. 
Slaff A pusl]ed him off. Client #24 hugged Staff A 
ahd twirled the chair Slaff A was sitting in. Staff· 
continued to enco4rage Clien_t #24 to danc1;1 and 
twirl the chair Staff A was si!\ing in. Client #24 
danced around the room holding one pant leg up 

' with one hand and a string in the other. Staff did 
not engage Client #24 in any meaningful activity. 
Observation on 5/13/15 at 9:50 AM reveale_d 
Client #24 was sitting in a chair by a window 
twirling strings. At 10:00 AM, Client #24 got up 
from the chair and walked to the patio, holding 
on~ pant leg up·with one hand and twirling a 
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W198 Continued From page 25 
siring i_n the other. tlis ··pants were C!bserved to be 
on backwards. Client #24 came back into the 
living area of-the home. At 10:10 AM staff B was 
. sitting on the ijrm o{ a couch. Client #24 sat" on 

. her lap. Staff B asslsted_'him off her. lap. Cllerit 
• ;¥24 pinched Staff B in• the ,!;>reast area. Staff B 
stated "safe hands" to Client #24. 

Observation oh 5i13/15 at 1 :25 PM revealed 
, Client #24 was sitting in a .chair on· the porcli: A 
direct care staff approached Client #24 imd said 
"hr'. Cllent#-24 yelled at the staff. and tossed th~ 
· strings at the staff. The direct care staff tossed 
the strings tlaok at Client #24. Client #24-ran- into 
the kitchen holdirtg the strings In one hani:l. Cllenl , 

• #2.4 pinched Staff A's bottom and .kickep at Staff. 
• A Client #24 stljck lils tongue ·up to his· nose c\i'ld 

' staff iaughed. Staff A redirected Client24 outof 
the kitchen. Client #24 covered his mouth with 

' his hand and·JTJade "raspberry" like noises. Staff 
did not engaile Client #24 in any meaningful 
actiirlty. . . 
Observation .on 5/14/15 between 9:40 AM a11d 

•· 10:20 AM revealed Client #24 stqod ·Iooking out 
the window by the side door of the home or in the 
dining area of the home.'Direct c;iire stated to . 
Client #24 "are you looking for the school bus? 
Jt's ·already passed by." Client #24 was not 

• • engaged.in any meaningful activity. • • 

Observation on 5/14/15 at 11:55 AM revealed 
Cfient"#24 was sitting In a chair by the window 

. Ioc,ited by a side door of the· home. He appeared 
.. t.o be_ sleeping. Informal interview.with a staff 

revEi?led-a staff. went to gets lunch tray for Client 
#24 because Client#24 would nQ!: £lat-in the 
cafeteria with other Clients. At 12: 20 PM a st;iff ; 

asked Client #24. when he wanted to .eat lunch. 
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Client #24 rubbed his eyes and made a growling 
like noise. 

Observation on 5/14/15 between 2:1 o PM and 
2:30 PM revealed Client #24 was sitting in a chair 
by a window located by the side door of the 
house. A staff conducting an investigation said 
"hi" to Client #24. That was the only interaction 
from staff. • 

Observation on 5/14/15 between 2:40 PM and 
3:30 PM revealed client#24 was sitting In a chair 
by the window located by the side door of the 
house. A direct care staff said "hi" to Client #24, 
and asked him if he wanted to listen to music.· 
Client #24 twirled a string he was holding. Client 
#24 stood up, sat do.wn and threw the ~Iring at 
the staff. Slaff tossed the string back to Client 
#24. l;itaff working· in the home continued to 
encourage Client #24 to gel up ani:l dance. Client 
#24 danced around the living area of the home 
holding one pant leg up with one hand and a 
string in the other. Client #24 pinched a staff's 
bottom and Client #28 stated "he is trying to get 
your'booty." Cllent#28 laughed. Cllent#24 made 
raspberry noises with his lips. Client #28 stated to 
Client #24 "shake it like a salt shaker." Client #28 
stated "look, [name of Client #24] Is trying to_ back 
it up into you." A direct care staff wiggled the 
string 'in Client #24's face. Client #24 sat on the 
couch and put his bottom up in the air and held 
his legs open with his hands. Staff did not engage 
Client #24 in any meaningful activity. 

Observation on 5/15/15 at 8:25 AM revealed 
Client #24 was sitting in a chair by a window 
located by a side door of the home. Client #24 
threw the strings at the surveyor, The surveyor 
put \he strings on the counter. After a few 
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mlnutes, Staff K observed Iha strings on the 
counter and handed them to Client #24. Interview 
wllh Staff Kon 5/15/15 regarding the strings • 
revealed "the strlngs are a lefsure activity a11d not 
a program." lnlerviewwith Staff-Kon 5/15/15 
regarding ths activity cf d;mcing revealed Client 
#24 liked to dance and it was a leisure activity. At 
8:40 AM Cllent#24 was observed silting at the • 
dining room table twirling a string. At a:55 AM, 
Ciient#24 was observed sitting i~ a chair bya 
window located by a side door to the home 

. twirling.a string. staff did not engage Client #24 in 
any meaningful activity. • 

Observation on 5/15/15 at 11:30. AM revealed 
Client #24 sat either ln the chair located by the 
side door of the hom_e or iri the dlnlnjl room. At 
noon he was obseived in the chalr by the side 
door ofth;, home twirling string:s In his hand. He 
was not engaged in any meaningful activity. 

Interview with the Qualified lntdllectual ·oisabiil!ies 
Professional (QIDP) on 5/20/16 regarding Client 
#24 ' s active treatment plan and the ~urveyors 
observations revealed, Client #24" does not do 
anything". 

2. Observation on 5/11/15 from 3:05 PM to 3:25 
PM revealed Client #11 was in her home at • 
Houseaitting' on a couch holding a tom up 
magazine. At3;19 PM she laid down·on tha 
couch and a staff tried to get her to ait up but was 

• unsuccessful. No other staff Interaction occu~ 
during the obseivation. 

. 
Observation on 5/12/15 from 10:00 AM to 10:37 
AM ofCllent1f1~aled she was sitting on a 
couch at,House- Her feet were up on the 
couch. At 10:08 AM a staff took h.erto a:shelfto 
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choose a magazine. Ciienl#11 took a magazine 
back to the couch but did not look at II: At 10:14 

• .AM a staff tried to get her to look at the , 
magazine, but she resisted and the magazine 
was put back on the couch. At 1 O: 18 AM a staff 
tried to get her to look et the magazine, but she 
.fust put it down on the couch. The staff gave her; 
a dlfl'.erent magazine which remained open on 
Client#11 'slap, but she did not look at it The 
observation ended at 10:37 AM with Client #11 
still on the. couch. • 

,. 

Observallon on 5/12/15 at2:27 PM of Client#11 
,at the facility ' s Senior-Refirement Program 
revealed she was sitting on a couch. A$laffwas 
sitting with her attempting to get her-to dQ a child' . s wooden non-inter!ock:ing piece puzzle by • 

' 
handing her a piece of the puzzle, At 2:34 PM a • 
staff had her feel the texture of what appeared to 
be a " pool noodle " . At 2:42 PM the staff again 
attempted to get her to do the puzzle. ·The. . 
observation ertded at 2:58 PM when the Clients • 
left to go back to their house. 

Observation on 5/13/15 at House-a! 9:32 AM 
revealed Cllent.#11 was walking around and then 
went and sat down on a couch. At 9:40 AM she 
walked up to·a st.affwho got her a magazine and 

(X2) MULTIPLE CONSTRUCTION 
A BUILDING 

a.WING '. 

STREETl\llDRESS, CITY, STATE, ZIP CODE 

1523Q 15TH NORTHEASTO 

SE~TTLE, WA 9~155 

PRINiED: 06/19/2015 
FORM APPROVED 

0MB NO 093B-0391 
(X3) OATS SUR\ISY 

COMPLETED 

05/21/2015 

ID PROVIDER'S PLAN OF CORRECTION (1{5) 
PREFIX (!,/\CH CORRECTJV!!AOTION SHOULD ee CCMPLET!ON 

TAG CROSS.REFERENCEDTOTHEAPPROPRIATE DAtE 
DEFICIENCY) 

' 
W196 

' 

' 

. 

.. . 

then led her back to a couch where i.he sat down. • 
At 9:50 AM a staff brought a pan of soapy , 
appearing water to the couch and assisted Client 
#11 lo put her feet Into the water fora brief period 
of time. The staff then aried her feet and rubbed .. . ' 
lotion on thern and put her ~hoes and sox back 
on her. The staff did not train Client#11 to do 
any of this activity. The observation ended at 
10:14 AM, ' 

. Obs,ervation on 5/15115 at Housellat 10:02 . ' 
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AM revealed Client#11 was sitting on a couch. 
With her feet up holding a book, which she was • 
not lopklng at. At 10:05 AM staff brought her to a 
table to " palnt'rocks " . She was given colored • 
construction paper and markers. l,t required hand 
over hancl assis1anoe.for Cllent'#11 to use the 
materials. The observation ended at 10:38 AfJI 
with Client#11 sitting an the couch. 

ObservaUon on 5/18/15 at House.at3;33 PM 
revealed Client#11 was sitllrig in a chair. At3:54 
PM she got up and walked lntq the dining room. 
A staff brought her back and assisted her lo wash 
her hand$, Client #11 then went back to the chair 
and sat down. The observation ended at 3:58 
P.M with Cllent#11 Still sitllng in the chair, 

Review on 5120/1'5 of Client #11 ' s file revealed 
her IHP dated 6/9/14 noted: "Across aO 
domains, the challenge is to Increase [Cllent#11' 
s first hameJ participation " . There were no • 
programs or strategies which directly addressed 
this fundamental challenge for Cllent#11. 

Interview on 5/20/15 with the QlDP assigned to 
Client#11 verified she was not making progress 
on her individual Habililation Plan (!HP} 
objectives and that no changes had been made In 
her programs. 

3. on 5/12/15 from 9:58 AM to·10:'34 AM Ollent 
#12 was observed at herworkstatlon in tl)eAdult 
, Training Program (ATP) ',Vorkroom for House 
301/302, Client#1;2 had a wooden paper folder 
device Jn front of her. Durtng the observation • 
Client#12 only folded the sheet of paperwh\'ln a 
• staff pieced the paper In the folding di;,vice. As 
soon as staff walked =Y from·Client#12 she 
would pick up a wooden box and stare at the 
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bottom of the box. The maJortty of the time was 
spent not engaged In a meaningful activil;y. 

On 5/14/14 from 5:26 P~5:50 PM Client#12 
was observed in Housea. At 5:25 PM Client 
#12 exited the dining room after eating dinner and 
went down the hallway· towards her bedroom. At 
5:34 PM Client1#12 was observed in her bedroom 
topless with the bedroom door open. No staff 
had checked on hei. At 5:50 PM Client•#12 was 
stlll 1n her bedroom and no staff had gone to 
check on her. 

On 5/15/15 from 10:09 AM to 11:01 AM Client 
#12 was observed at her workstation in the ATP 
workroom for House- From 10:09 Mo/, to 
10:18 AM C11ent#12 was seated at her 
workstation not Involved in a work activity, At 
10:19 AM a staff placed a piece of paper i11 the 
paper fol!iing device arid Client #12 folded It. • 
Cllent #12 continued to fold paper but only when 
the staff put the piece of paper In the foidlng 
device and cued Client #12 lo fold it. At 10:45 
AM Client#12 returned to·herworl(statlon after a 
break. Client #12 stared at a wooden box until 
10:54 AM when Staff F placed a plece • of paper Jn 
the fo.ldinE! device and cued Client #12 to fold ii. 
At 10:55 AM Cllent#12 picked up wooden box of 
papers and dumped It out. At 10:58 AM a staff 
returned to Cllent#12 and placed a paper in the 
folding ,device and cued her to fold the paper. • 

• Client 12 never folded a piece of paper Without 
staff being invplved. 

A record review on 5/19/15 ofCJient#12' sATP 
Vooa!lonal Assessment indicated that she needed 
prompting in the workshop but could work 
Independently for short periods oftime. Client 
#12" s Choice Implementation Plan revised In 
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November 2013 Indicated that Cllenl# 12 would 
·.chose her work activity by pointing to a 
communication board. No such board was 
observed being used._ . 

The QIOP w_as jnteiviewed on 5/19/15 regarding 
Client #12 and reported that he was aware that 
Client #12 's IHI" was coming due for review and 
that her program needed to be revamped 
because it no longer flt Cllent #12.' s needs. 

. . 
4. on 5/12/15from 10:11 AM to 10:34 AM Cllent 
#25 was·observed in the ATP workroom for • 
House - At 10:11 AM Client#25 slid out 
of her chair at her workstation to the floor on her 
right side. Staff Q knelt down and spoke with 
Client #25. Over the next 23 minutes she . 
continued to lie on the floor and periodicallY Staff 
Q asked her if she wanted to get up. At 10!34 • 
AM staff Q and Staff F helped Client #2!j back 
into her chair. An Interview with Siaff.Q reveal~d 
that this was not an uncommon behavior for 
Cllent.#25. The staff are Instructed to ask Client 
#25 if she wanted to get up and to sign if she 
wanted something to drink. During this' 
observation she was not engaged In any 
meaningful activity. 

On 5/14/14 from 10:38AM to 11:31 AM Client 
#25 was observed sitting ~rks!ation in lhe 
ATP workroom for House -At 10:53 AM 
and 10:58.AM StaffQ asked Clientffi ifshe 
would like to work. Client #25 continued to.sit at 
her workstation. At 11:07AM staff Q moved 
Client #25 ' s chair closer to her workstation not 
engaged In a meaningful activity. Client #25 
pushed herself back from workstation. Af11:11 
AM Slaff F pushed Cllerit #25 closer to her 
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workstation she pushed herself back and turned 
:sideways to herworksta!lon, At 11:15 AM Staff F 
asked Client #25 if she was working. Client #25 
touched a newspaper and then pulled her hand 
back. At 11:19 AM Cl!ent#25 sat leaning 
forward. At11:2.1 AM StaffQ signed to Client#25 
if she wanted·to work. There was no reaction 
from Cl!ent:#25, At 11:25AM staff Q handed 
Client #25 a newspaper and she handed ll bi;cl<. 
At 11:30AM Client'#25 remained seated at her 
workstaUon not engaged In any meaningful 
ac!Ivity. 

On 5/14/15 from 4'..27 PM to 5:50-PM C/1,1,#25 
.was observed In the dayroom at House At 
4:27 PM Client #25 sat In front of !he television. 
At 4:29 PM Cfient #25 opened a book at1d looked 
at it. At 4:42 PM Client#25 con!lnued to sit In the 
dayroom. Some of the other Clients entered the 
dining room to begin dinner. At 4:47 PM Client 
#25 was still sit!lng in the dayroom. At 5:oo PM a 
staff asked Client #25 if she would like to eat 
• dinner. There was no reacUon from Client#25 
who was still not engaged In any meaningful 
activity, At 5:04 PM a staff asked Clien!#25 If 
she fsgoing to eat. She Indicated no. AtS:17 
PM Client#25 still' sat in the dayroom. At 5:41 
PM Siaff F asked Client #25 if she was going to 
eat and posHloned her walker in front of her .. 
Client #25 pushed the walker iaway with her foot 
At 5:40 PM a ~taff tried to get Client if.25 to go to 
dinner. He told her she could have ice cream . 
later. Client #25 did not move. The observaHon 
ended with Client #25 still not engaged in any 
activity, 

On 5/15/15 from 10:11 AM to 11:01 AM Client#.25 
w;as obseived at her workstatlon in the ATP . 
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#25 sat sideways at her workstation. At 10:38 
AM Client #25 sITd down to the floor on her right 
side, At 10:39 AM Client #25 got up to her knees 
in an attempt to get up from the floor. Sile hit 
herself In the face and than sat down on her 
chair. At 10:47 AM Client #25 sat In her chair and 
stared across Iha room. At 10:55 AM Client#25 
still sat In her chair without any activity. ,b;t 10:56 
AM.Client#25 picked up a newspaper and 
opened it. A staff scooted her closer to her 
workstation. At 11 :00 AM Staff Q gave Client #25 
a newspaper to open but Client #25 did not react. 
At 11:01 AM Cllent#25'contlnuea to sit alone. 
During the observaiion Client#25 did not engage 
in any meaningful a'c!Mly. • 

on 5/18/15from 2:10 PM to 3:12 PM Cllent#25 
was obsel sitting In a chair In ihe living room 
at House not Involved In any 'activity, At 2:39 
PM Client 5 was obseived In a different chair in 
the livlng room putting Items in a basket. At 3:12 
PM Client #25 was observed sitting on the couch 
In the living room not involved in·any acbvities. 

A record review for Cllen!#25 's IHP dated. 
6/28/14 Indicated that Client #fJ.5 Willingly 
engaged ln most work tasks. It alsojndicated 
that Client #25 has difficulty wtth unstructured 
time and staff are expected to plan and offer 
meaningful activities. 

The QIDP anl Staff D were Interviewed on 
5/19/15 regarding Cli~nt#25. The QIDP reported 
that he was aware that Client #25' s lHP was 
coming due for review and lliat her program 
needed·to.be revamped because it no longer-flt 
Client #25 ' s needs. 

5. On 5/11115 from 2:02 PM to 2:17 PM Client 
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#26 was obse.ittlng In a chair in !he dining 
room of House looking out the window. No 
staff approache er; Staff J repof!ed !hat Cfient 
#26 enjoys looking· out the window. . . 
On 5/12/1(, from 10:50 AM'!o 11:41 AM Client 
#26 was observed silting ~~kstatlon in the 
ATP workroom for House- Clienf.#26 
had a stack of newspapers that she was 
supposed to fold, Several attempts were made 
by staff to get Client #26 to fold tile newspaper. • 
Each time Client #26 refused. Cllent#26 just sat 
in her chair. ·At 11:13AM Clien!#26got up from 
her chair and left the workroom. She returned to 
her chair a couple of minutes later. At 11:24 AM 
the QIDP assigned to Client #26 took Client-#26 
to the bathroom, ·She returped at 11:28 AM. 
CUent #26 continued to sit In her cnalr until the 
group left forthe coffee shop at 11:58 AM. Client 
#26 wai; not engaged in any meaningful activity at 
her workstation, during the observation. 

On 5/13/15 from 7:2.6 AVf 48 AM Client #26 
was observed in House At 7:26 AM Client 
#26 returned to the dining room atter'having 
finished dinner and gone to the bathroom, A staff 
posllioned a chair by the Window In the dining 
room and Client #26 sat down and looked out the 
window. At B:05 AM a staff asked Cfient #26 if 
she would like to join the group in the living room 
orconfinue sitting in !he chair, Cllent#26 stayed, 
in herchair. At8:06AM Cllent#26 moved the , 
chair so she could look into the kitchen. At 8:22 
AM Staff F asked Cllent#26 what she would like 
lo do. Client #26 got up briefly from the chair but 
returned to the chair at 8:24 AM. Client #26 was . 
sfill seated in a chair in the dining room when lhe 
observation concluded at s:1a AM. . 
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On 5/16/15 from 10:15 AM io 11:23AM Client 
#26 w~serv:ed sitting In thra dining room of . 
House1111&taring out the window or Into the 
kitchen. At 10:30 AM Slaff I w,;ilked Client #26 to 
the bathroom and then back to the chair in the • 
dining room where Cl!ent #26 sat until ihe elld of 
the obseivation at 11:23 IW'!. 

A record review for'Cllent #26 ' s !HP dated 
8/20/14 indicated that Clien~ #26 ha9 mastered 
the shredding program and was sampling a· 
variety of alternatiye voca!lonal tasks. The !HP 
!llso Indicated that Cffent lf?.6 enjoyed work. 

The QIPP, Staff I} and Staff R were inteiviewed 
on 5/19/15 regarding Client#26. The QIOP 
reported that he would li~e ta see Client #!26 go to 
a recreation program because she was aging and 
tied some physical qlsabilitles. 

6. Observation on '5112115 at House. 
. revealed Client :/13 was In his bedroom playinQ • 

with a keyboard. At 10:50 AM a st;;ff told _him 
there was somra stuff going on out ln the other . 
room, but Client :/13 refused to come out. At 
10:58 AM a staff brought some games to Cllenf 

• #3 ' s room and offered him the opportunl_ly to 
playi He refused, At 11:19 AM he was offered 
the o'pport1mity to do a floor puzzle; but he • 
refused. The observation ended at 11 :21 AM with 
Client #3.still in llis bedroom. • 

Observetlon on 6{13/15 at House 8.t 10:60 
AM revealed Client #3 was 'in his beciTo'~m in bed 
and appeared to be asleep, The obseivatlon 
ended at 11:10 AMwith.Client#3 still In bed. 
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W 196 continued From page 36. 
Observation on 5/14/15 at House-t2:1o PM • 
revealed Client #3 was in his bedroom lying face 
down on the floor with the lights out. At2:14 PM 
a staff went Into the bedrcom and came out a 

. i;hort time later and Indicated that Client #3 was 
having an . " emcilional moment • . (He could be 
heard crying from the living room of.the house.) 
At2:32 PM the staff was standing in the dooiway 
of the room, but Client#3 did not come out. At 
2:35 PM a different staff was able to get Clfent #3 
to come out of the room and gb into the kitchen to 
get something to eat 

Observation on 5/18/1 Sat House -t 3:05 PM 
revealed Client #3 was in his bedroollJ silting on 
his bed doubled over wJth his f~ce on the bed. At 
3:15 PM a staff went into his room and asked if 
he wanl~d to come out, Client #3 declined. At 
3:28 PM the staff w,ent to check on him and at 
that point Clfent #3 left ~is bedroom and went Into 
the bathroom. The observatron ended at 3:28 PM 
with Client #3 stm In the bathroom. 

Revlewoflhe'file on 5/18/15 for Client#3 . 
revealed his !HP dated 8/22114 did not directly 
address Client #3 ' s propensity for choosing not 
to participate in activities such as \\'Ork. 

Interview on 5/19/15 with !he QIDP assigned to 
Client #3 verified that lnectlvlly ls a big issue with 
him and that his I HP did not directly address !he 
root cause of refusing to participate in activities. 
She revealed Client #3 • s mother has made 
demands related to how the faclfity should. treat 
Client #3 which often led to Increased lack of 
Involvement-in po~en!lal training activities .. 

W 247 483.44~(c)(S)(vi) INOIVlDUAL PROGRAM Pl.AN 

{X2) MULTIPLE CONSTRUCTION 
A BUILDING _____ ~_ 

a, WING • 

STREET ACDR!:SS, Cl1Y. STATE, ZIP cooe 
1523015TH NORTHEASTD 

SEATTLE, WA 98155 

PRINTED; 00/18/2015 
FORM APPROVED 

0MB NO. 09'.'!8-0391 
(X3) DATE SURVEY l 

COMPU:TED J 

05/21/2015 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVl!ACTION SHOULD ae • 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) , 

(X<i) 
COMPLETION 

OAT!! 

W196 

·. 

W247 

FORM CMS4567{02-99) P/t!ViOOO Verolon, Obsolete Event IO:MOA611 · Facility JO: WA630 If cantinuatfon sheet Page 37 of 49 

l 



u,__rnn IIVIC:I~ I UI" Ht:ALI HAND HUMAN SERVICES 
CENTERS FOR' MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/Cl,IA 
IDENTIFICATION NUMBER! 

50G053 
• • NAME OF PROVIDER OR SUPPLIER 

FIRCREST SCHOOL PAT A 

(X4)1D 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FOLL 

!'EGULATORY. OR,LSC IDENTIFYING INFORMATION) 
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The individual program plan must Include 
opportunities for client choice and 
self-management. . 

0

This STANDARD ~ riotinetas.e~icj~nced by: 
Based on observations, record review, and 
intervjew, the facility failed to allow four Sample 
Clients (#3, #6, #11, #12) to manage their own . 
food preferences and self-manage their daily 
routines. These failures _prevented Clients from 

• exercising freedom of choice and 
self-management 

Findings.include: • 

• 1. Observation on 5/12115 at lunch time, 
revealed Client #11 was not offered a choice of 
what to have for lunch. The\ staff assisted her to 
serve herself the meal whlch had been prepared 
at the facliity ' s main kitchen. • • 

Observation On 5/13/15 at breakfast time, 
revealed 'Client #11 was not offered a choice of 
whai to have to eat The staff assisted her to 
serve herself the meal which· had been prepared 
at the facility ' s main kitchen. • 

Observation on 5/14/15 of dinner lime revealed 
Client #11 was not offered a choice of what to 
have to eat. The staff assisted her to serve· 
liersetf the meal which had been prepared at the 
facility ' s msiin kitchen. . • 

Observation- on 5/15/15 af lunch time; revealed 
Client #11 was not offered a choice of what to 
have for lunch. The staff assisted her to serve 
herself the meal which had been prepared at the 
facility ' s main liitchen. 
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Interview on 5/14/15 with staff.during the dinner• 
meal reyealed C!lents are not offered choices of 
something else to eat unless they refuse the meal 
from the main ~ilchen·. 

. 
2. Observation on 5/12/15 at3:15 PM at House· 
315 revealed Client #6 was standing near the 
coffee maker in the ~itchen. A direct care staff 
asked her if sheWanted coffee. Client#6 said 
"please." Staff made instant coffee forCllent#6. 
Client #6 did not (]elp make the coffee. 

Review on 5/19/1.5 of the lndiVidual Habflitation 
Plan (!HP) dated 11/5/2014 for Client #6 revealed 
under the Summary of Needs sections, Client #6 
needed to make her own coffee, 

Observation on 5/13/15 at 8:42 AM revealed a 
direct care staff Instructed Client #6 ta get her 
IunclT. Staff pulled out a brawn lunch sack and 
indicated the sack was empty. The staff indicated 
another client likes lo eat Client #6's lunch meat 

. spread. Client #6 said "no lunch". The direct 
care staff put together a lunch for Client #6 using 
available .food, Client #6 did not help put her 
lunch together. ClieQt #6 said "thank you." . 

Review on 5/19/15 of the IHP dated 11/5/20H for 
Client #6 revealed Client #6 can open the 
ref:igerator and can select preferred Items . 

. Observation on 5/13/15 at 11 :25 AM revealed 
Client #6 was sitting al a work station atATP. The 
staff instructed Client #6 to get her lunch·out of 
the refrigerator. Client #6 did not get her lunch out 
of the refrigerator. Staff removed Client#6's• 

• lunch from the refrigerator, unpacked the lunch, 
scooped the_ lunch meat onto a plate, poured a 
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• W 247 Continued From page .. 39 
can of soup Into a cup, heated the soup in a 
microwave, poured the heated soup into two 
small glasses and placed a clothing protector on, 
her. Client #6 did not assist with the set up of !tie 
meal. • 

Interview with-the QIDP on 5/21/15 revealed 
• Client #6 should be. doing more for her~lf. 

3. On 5114/15 between 4:~1 !'M to 5:25 PM 
Client #12 was observed eating dinner In the 
dining room of House 3011302. . Client #12 ate 
two dishes of food and a salad. At 5: 17 PM Staff 
F told Client #12 that she was done with her 
meal. At 5:21 PM Client#12 continued-to try to 
• spoon out more, food from her empty bowi: Client 
#12 then got.up from the table and took her bowl 
to the serving table and set it down in front of the 
serving tray. Staff H told Client #12 that she had 
had all the rood she could have according to her 
diet. Staff H confinned with another staff that 
Client #12 had had two servings. During an 
interview with staff H at 5:34 PM he reported that 
he would like to give Clients more food bi.It they 
haye diet restrictions. Cllent #t2 was observed to 
be thin In stature. 

A record review on 5/18/15 found a Consent for 
dietary restrictions for Client #12 lhat was not 
signed by her legal guardian. The guardian wrote 
on the· consent that she believed the dietary • 
restriction for Client #12 was on hold because 
Client #12 had lost weight However Client #12 ' 
s 6/12/14 IHP indicated that she was on an 1800 
calone·a day diet • ' 

A 5/19/15 interview with Quelilied lntellectu;.I 
Disability Professional revealed that there were 
no longer any dietary restrictions for Client #12 
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and the consent ~hould not have been In Client 
#12 's program record. A 5/19/15 intervi!)w with 
Staff H verified that there were no dietary 
restrictions for Clfeht #12. 

W 250 483.440(d)(2) PROGRAfyl IMPLEMENTATiON 

The facility must develop an active lreajment 
schedule that outlines the current active treatment 
program and that is readlly available for review by 
relevant staff. 

This STANDARD is not met as evidenced by: 
, Based on record ~view and interview, the facility 
failed to develop individualized.Active Treatment 
Schedules for two of 13 Sample Clients (Clients 
#3, #11). Fallure to develop Active Treatment 
Schedules prevented staff from knowing what lo 
do at any given lime for Clients. 

Findings include: 

Client#11' 
a. Review on 5/20/15 of Cllent#1f' s file 
revealed !here was no active !realm.en! schedule, 

b. Interview on 5/15/15 with Staff L revealed 
there were no Individualized Active Treatment 

•. Schedules 'for Clients at House 319/320 including 
Client #11. Interview on 5/20/15 with the 
Qualified Intellectual Disabiiitles Profession 
{QIDP) assigned lo Client #11 verified lhere was 
no active treatment schedule for her. 

Client#3: 
• a. Review on 5/18/15 ofClient#3' sfilerevealed 

there was no .active treatment schedule .. 
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. b. Interview on 5/19/15 with·Staff M about an 
active ireatment scliedule for Client #3, revealed 
there were Post Schedules for staff and a generic 
activities schedule for the house, but no 
individualized active treatment schedule for Client . 
#3, 

W 255 483.440(f)(1)(i) PROGRAM MONITORING & 
CHANGE • 

The individual program plan must be reviewed at 
least by the qualified mental retari:lation 
professional and revised as necessary, including, 
but not limited to situations in which the client has 
successfully completed an objective od,bjectlves 
identified In the individ1,1al program plan. 

This STANQARD is·not met as evidenced by: 
Based on record review and interview, the facility 

failed to ensure that one of 13 Sample Clients ' 
(Client#11) Individual Habilitation Plan (IHP) was 
updated and revised when the Client met the 
training criteria for a program. This failure 
prevented the Client from having the opportunity 
to learn nfi1W skills. 

Findings lnc;lu_de: 

Review on 5/20/15 ofCllent#11 'sfile revealed 
her IHP dated 6/9/14 contained.a training 
objfi1c!ive for participating in, leisure activities. The 
Qualified Intellectual Disabllltl.es Professlonal' s 

• (QIDP) Review listed the objective as: "·[Client 
#11 ' s first name] will cpoperate with usirig 
leisure Items offered by staff with verbal prompt 
on 80% of trials.for 3 consecutive months " . The 
QIDP Review indicated Client #11 had met . ' •. 

·• 
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criteria for all 12 months of the year 2014. There 
was no review for 2015. 

Interview on 5/20/15 with the QIDP assigned to 
Client #11, With Client #11 ' s record present, 
verified the program had not been updated or 
revised when cneiit #11 met the ,criteria for the 
program. 

W257 483.440(f)(1 )(iii) PROGRAM MONITORJNG & 
CHANGE 

.The individual program plan must be reviewed at 
least by the qualified mental retaraation 
professional and revised as necessary, Including; 
but not limited ID situations in which the client is 
failing to progress toward identiflecj objectives 
after reasonable efforts have been made. 

-

This STANDARD is n~t met as evidenced by: 
Based on re·cord review and interview, the facility 
failed to ensure that two of 13 Sample Clients 
(Clients #3 and #11) had training programs that 
were updated and revised when they aid not meet 
progress. This _failure prevented Clients from • 
learning the skills the facility determined were a 
priority for them to become more independent 

Findings include: 

a. Review on 5/20/1 5 of Client #11 ' s Qualified 
Intellectual Disabilities Professional (QIDP} 
Review, last updated 5112/15, revealed Cllent#11 
had.programs for dressing, money management, 
serving herself food, clearing I/le table, 
comm4nlcation, and napkin use. For all 12 
months of the year 2014, the QIDP assessed·the 
programs as ·not meeting criteria. There was no 
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evidence the programs had been changed. 

Interview on 5/20/15 of the QIDP assigned to 
Client #1·1, with Clierit #11 ' s record present, 
verified no changes had been made to the 
programs to attempt to make progress on 
achieving the objective. 

b. Review on 5/1 B/15 of Client #3 ' s QIDP 
Review, last updated 5/6/15, revealed Client #3 
had programs for toileting accidents, showering, 
tooth b(tlshing, shaving, and using a vending 
machine. The QIDP review for the months of" 
September, 2014 through March, 2015 revealed 
Client #3 did .not meet criteria during any of these 
months on these programs. T-here was no 
evidence the profjram had been updated or 
revised,.. • • 

.Interview on 5/19/15 with the QIDP assigned to 
Client #3 verified that no changes had been made 
on the programs when lack of progress had been 
Identified. . ' 
483.450(a)(1)(i) CONDUCTTOyvARD CLIENT 

• These p_olicies and procedures mu.st promote the 
growth, development and independence of.tl)e 
clie~t, . 

TNis STANDARD ls not met as evidenced by: 
Based on observation, record review and 
Interview, the facility failed to ensure staff 
interacted with one Sample Client (Client #4) and 
two Expanded Sample Clients-(#29 and #24) in a 
manner. which promoted their dignity and taught 
them appro·priate ways of interacting with others. 
Staff were observed enga_ging in undignified 
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behavlor·when they allowed a client to sit on their 
lap, blow raspberries, pinch bottoms, twirl strings 
and spin staff in. office chairs. other Clients were 
observed carrying 'their own restrain\ devices. ' 
Failure to ensure staff interacted appropriately 
with Clients, resulted in one client acting in a 
manner which called negative attention to himself 
and stigmatized other Clients by having them 
carry their own restraint devices in public. • 

Findings Include: 

Observation on 5/12115 between 2:25 PM and 
3:57 PM revealed Client#24 was sitting in a· 
chair, A staff asked Client tr2.4 If he wanted 
something to eat Client #24 followed the staff 
into the kitchen. Client #24 grabbed the staff's 
waist The staff asked Client #24 if he "could 
dance.". Client #24 grabbed the staff around the 
neck and the staff said "space please." Client 
#24 then lald his head on the staff's shoulder and 
the staff stated, "that's nice". 

Observation on S/13/15 at 8:55 /WI revealed > 

Client #24 was sitting on his bed yelling, and 
making growling like noises. At 9:11 AM, Staff A 
went Into the bedroom and assisted Client#.24 to 
get dressed. At 9:15 AM Client #24 stood In the 
hallway by his room, yeUed, screamed and made 
growling like noises. At 9:30 AM Client #24 
walRed to the Jiving area of the home holding. one 
pant leg up with one hand, and twirling a string In 
the other. Staff worf<lng in the home encouraged 
Client _#24 to dance. Staff chanted "go [name of 
Client#24] y", "go [name of Client#24]y''. staff A 
was sitting in an office chair in the mlddle of the 
living area. Client #24 sat briefly on the staff's lap. 
Staff A pushed him off. Client #24 hugged Staff A 
and twlrled .the chalr·Staff A was sitting in. -Staff 
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continued.to encourage Client#24 to dance and 
twirl the chair Staff A was sitting in. Client #24 
danced around the room holding one pant leg up 
with one hand and a string in the other. 

Observation on 5/13/15 at 9:50 AM revealed 
Client #24 was sitting in a chair by a window . 
twirling strings. At 10:00 AM, Client #24 got up 
from the chair and walked to the patio, holding 
one pant leg up with one hand and twirling a 
strinfl in the other. His pants were observed to be 
on backwards. Client #24 came back into the 
Hying area of the home. At 10:10 Alill Staff B was 
sitting on the arm ofa couch. Client#24satbn· 
her lap, Staff B assisted him ·off her lap, Client 
#24 pinched Staff Bin the breast area. Staff B 
stat~d "safe hands" to Client fr.?.4. 

Observation on 5/113115 at 1 :25 PM revealed 
Ciient#24 was sitting in a chair on the porch. A 
direct care staff approached Client #24 and said 
"hj". Client#2.4 yelled al the. staff and tossed the 
strings at the staff. The direct care staff tossed 
the strings back at Client #24. OJient #24 ran into 
the ~itchen holding the strings in one hand. Client 
#24 pinched Staff A's bottom and kicked at Staff • 
A. Client #24 stuck his tongue up to his nose and 
staff laughed. Staff A redirec,ted Client 24 out of 
the Ritchen. Client #24 covered his mouth with 
his hand and mad~ "raspberry" like noises. 

Observation on 5/14/15 between 2:40 PM and 
3:30 PM revealed client #24 was sitting in a chair 
by the window located py the side door of the 
house. A direct care staff said "hi" to Clienf #2, 
and asked him if he wanted to listen to music .. 
Clienl#24 lwirled a string he was holding. Client 
#24 stood up, sat down and threw the string at 
the staff. Staff tossed the string ba* to Client 
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#24. Staff working in the home continued to 

. encourage Client #24 to get up and dance. Client 
#24 danced around the living area of the home 
holding one pant leg ~P with one hand and a • 
string in the other. Client #24 pinched a staffs 
bottom and Client #28 stated "he is trying to get 
your booty." Client #28 laughed, Client #24 made 
raspberry noises with his lips. Client #28 slated to 
Client #24 "shake it like a salt shaker." Client #12.8 
staled "look, [name of Client #24] is trying to back 
it up Into you." A direct care staff wiggled the 
siring in Client #24's face. Client #24 sat on the 
couch and put his bottom up in the air and held 
his leg~ ope~ with his hands. • 

2. Observation on 5/12/15 at 11· AM revealed 
Client #2.9 was walking in an area close to his 
home. Client# 29 was carrying a helmet and two 
other objects that were rolled up. 

Observation on 5/1'5/15 al 11:30 AM revealed 
Client #29 wa·lked Into his home canying a 
helm.et. 

Review of Client_#2.9's ~osltive Behavior Support 
Plan (PBSP) dated 2/24/15 staff were instructed 
to apply a protective helmet and arm splints if 
Client #2.9 continued to engage in self Injurious 
behavior. •. ' 

Interview with the QIDP on 5/20/15 revealed 
Client #29 shpuld. not carry his own restraint 
devices. 

3. Observation of Client#4 on 5/12/15 al 4:00 
PM aHhe facility gym revealed he left the gym 
with a staff and Client #4 was carrying his own 
helmet 
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Observation of Client #4 on 5/14/15 at 3:32 PM 
revealed he was carrying a helmet to the ·" t:awn 
Activities !: . At 3:53 PM he left: the " Lawn 
Activities " carrying the helmet: 

Review ori 5/19/15 ·of Client #4 ' s file revealed he 
had. a PBSP dated 8/22/14 which indicated the 
use of a helmet for maladaptive behaviors. There 
was nothing in the PBSP which Indicated Client 
#4 _should carry the helmet himself. 

Interview on 5119/15 with the QIDP assigned to 
Client #4 verified there was nothing In Client #4 ' 

, . s plan which directed him to carry the helmet. 
W 448 483.470(i)(2)(iV) EVACUATION DRILLS • 

The facility' must investigate all problems with 
evacuation drills, Including accidents. • 

. . 
. This STANDARD Is not met as evidenced by: 

Based on record reviews and staff interviews, it 
was determined !hat the facllity' failed to ensure 
that all emergency fire drills Included , 
documentation of any difficulties observed during 
the drill. Because the facility did not record . • 
evacuallon:related problems, it was not possible 
for !he facility to Identify where the problems 
occurred or what corrective actions needed to be 

•• taken to remedy the problem, Examples includ~d: 

On 5/12/15 all montftly emergency fire drills 
conducted by the facility sinc_e the last 
recertification- survey were examined. None of 
the evacuation drill documents included. any 
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notation of difficulties experienced while 
attempting to evacuate Clients during the time 
each drill was conducted. 

surveyor interviews on 5/12115 with Staff X 
revealed the facility had a practice of not 

. documen/ing any problems or difficulties 
experienced by staffy,ihile attempting ta evacuate 
Clients from each house. Though the survey 
team requested the facility provide any 
documentation of evacuation problems for the 
past year, none was provided. 

Surveyor interviews with Staff X on 5/12/15 
c;:onfirmed staff and Clients are expected ta fully 
eyacuale during each drill. Staff X also reported 

. that during some of the full evacuation drills, staff 
dld experierice difficulty gaining cooperation from 
some Clients to follow evacuation instructions. 
According to Staff X, an unknown number cnf 
Clients at different times refused ta evacuate 
during some fire evacuation drills and-were 
permitted to remain Inside the house with staff 
supervision. :Their refusal to evacuate, however, 
was nc;it recorded in the evacuation drill 
documentation for.furt9er follow up. 
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. . STATEOFWAS!ilNGTON 
DE\'!ARTMENT OF SOCIAL AND HEAL Ti-I SERVICE$ .• 

•• ALTSA, RCS, ICF/11D Survey & Certification Program 
·po Boie 45600, Olympia, WA 98504-5~00 • 

April 7, 2014 • 
CERTIFIED, MAIi, 17008 1300 000 7188 4~801 

Qr. Asha Singh, Superintendent 
Fircrest School PAT A 
15230" 15th Avenue NE 
.Shoreline WA 98'155 

RE: . Recertification Survey . 
3/10/2014 through 3114/2014 

Dear Dr: Singh: 
•'· 

From 3/10/2014 lhfciugh 3/14/2014 ICF/11D survey s!aff from the Residential Care Sel\fices 
(RCS) Division of Aging and Long-Term Support.Administration (At;TSA) conducted a 
r.ecertifjcatlon survey at your facility to· determine compiiance with. Federal requirements for 
ICF/J!D f;;icililies participating in the Medicaid program. The CMS 2567 Siaiement of 

• Deficiencies Is enclosed. • • 

Plan of Correction (POC) 

You ~ust·detail a POC on.the enclo~ed,orlginal CMS ?567 form for ~!I deficiencies, YourPOC 
must at minimum.address each' of the bµlleted items below. '. 

• • How the facility will correct the deficiency as· it relates to:the resident;. 
• How the facflitywill act to protect residents in similar situations; • 
• Measures the f!icility will. take or th!! systems it will alter to ensure that the problem does 

not recur; ' • . 
• How ttJe facility plans to monitor its performaAce to make sure that solutions are 

sustained; • • . • . . . . . 
• Dates When corrective acUori Will be,completed (no more.than 60 days from the last day 

of the inspection); and • • • • 
. • ·The title 9f the person or persons responsible to e~sure correction for each•deficlency. 

You must also ·send the original 2567 form with your P.OC signed and· dated to the Manager 
below no later tt,an 1 o calendar days after you r!;lceive this· letter: Failure, to submit an 
acceptable POC by the 1 Oih calendar day may result in the imposition of remedies, 

• LOida Baniqµed, Field ,Manager . 
ICF/11D survey.and Certif!cation Progra~ • 

Residential Carea:Services,'Mall Stop:·45600 
PO Box 45600 

Olympil\l, WA 98504-5600 . 
Office (360) "725-2405 Fax (360) 725~2842 . . 



Dr. Asha Singh, Superir' ,dent 
April 7; 2014 
Page2 • 

RCS will 1,1se the POC, as a part of th~ basis for verifying Whether. the deficiencies hc1v~ been 
corrected. If yciu modify your Poe;: after submis~ion, you mµsfimmediately notify the above· 
officei.in.-wriling. AnYPQC modificalicinmust'address each "W"·tag number with related· 
details about any modification$. • , . • 

liiformal Dispute Resolution (IDR) ·, 
. • ' ' 

• You have.an opportunity to question ciied deficiel)cies and/or.state actlo'ris initiated;in. 
response 'to tnem·, through the state's informal review and dispute resolution process. 
Unless you becollie· e·ntitled to a federal administrative hearing. following Imposition of a 
fede~al remegY,, this will be your only opportunity to challenge the. deficiencies described on 
CMS Form 2567i · • • · • - •• 

To request an in~orrn!!I dispute resolution (IDR) meeting•, please send your W,l'i!ten reqliest to 
. Robert Mcclintock; QA Administrator, PO Box 45600, Olympia; Washington 98504•5600 .. If 

you request an IDR; you must still $Ubmit a POC within the time limits descrioed above .. Tbe 
written IDR request should: • 

• identify the specific deficiencies that are disputed; . 
• Explain why you ar1, dlspoting'the deficiencies; •, . .. 
• Indicate th_e type. of d·ispµte. res.elution process. you_ prefer (face•to{ac;e, telephone 

conference.or documentation review);and 
• Be .sent during.,the same 1 o calendar days yoµ have for submitting-a POC for .the ·". 

cited deficienc{es. • •• ' • ·, 

During the informal process you have the right to present written alit!/or oral. evidE:1nce, refuiing 
the deficiencies. An incomplete revlew and dfspute resoluiion process will not delay the . 
effecih:,e date-of, any enforcement action. • • • • • ·• ' • 

If you have ariy questiorys-conceming the instrli~ions c;oritained· in this letter, 'please cqntact me 
. al (360)725-2405. • • ' 

Enciosures 

•. cc: Janet Adams,. DDD 

Slncerely, . 

x~~-
Loida Baniqued, ~eid Manager . . , 
ICFfllD·Survey and Certifi~tion Program . 
Residential Care Services-
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W 000 iNITIAL COMMENJS· 

This report is the result of an Annual 
Re'certificallon·Survey conducte4 at Fircrest 
School PAT Afrom 03/10/14 through 03/14/14., 

' 
A sample of 13 residents was selected from a 
census of 128. The expanded sample Included 
21 current residents. 

' The s4rvey was com:lucted by • • 
Penelope Rarick, B.A. 
Janette Buchanan, R.N., a.s. 
Claudia Baetge, M.A. 
Christina so·rchardt, R.N., B.S. 

The survey team Is from: 
lCF/llD Survey and Certi!icatjon Program .' 
Residential Care Services Division . • ' 
Aging and Long-Term Services Administration 
Deparl(nenl 61 Social and Health Services. 
P0Box4660Q 
Olympia, Washington, 98504·6800 ' 

Telephone: {360) 725·2405 
Fax: (360) 725-2642 . 

W 104 483.410(a)(1) GOVERNING BODY 

The governing li9dy must exercise general policy, 
budget,.and operating direction over_ll!e·facflity. 

This.STANDARD ls not met as e;videnced by: 
Based on observations, interviews and record 
reviews, the !acillty,failed to have a policy that . 
provlded·operatlonal direction related to the 
alteration of medications. This failure placed 5 of 
21 expanded sample-residents at risk of harm in 

DSHS/ADSA 

PRINTED: .04/07/2014 
FORM APPROVED 

OMA NO 0938·0391 
(Xi) MULTiPLE o~fl. (X3) DATE SURVEY 

COMPLE'fED A.BUILDING ___ ._. ___ _ 

B.WING 03/14/2014 

ID 
PREFIX 

TAG 

,Sl'REEfA.DDRESS, GITY, SI'ATE',ZIP CODE 
1523015TH NORTHEAST D • 

SEATTLE..'WA 98155 
·' PROVIDER'S PLAN OF. CORRECTION 

(EACH CORRECTIVE/IOTION,SHOUlD BE 
CROSS-REFERENCED TO THE APPROPRIATE 

• DEFICIENCY.) 

wo·oo • 

IRECEDVEIO . . 

MAX 2 O 2014 
• DSHS-AOSA 

Rosldentlal Care Service$ 
ICF/MR Program . 

•. 

W 104. Resident 1t 15, 16, 17, 18, and 34's • 
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NO Pl.AN OF OOR[!EOTION IOENTIFICl)TION NUMBER: 

50G053 
NAME Of PROVIDER DR SUPPLIER 

FIRCREST SCHOOi.. PAT A 

(X4l 111 
PREFIX 

TAG 

SUMMARY STA1EMENTOF.DEf'lOIENOIE9 
(EACH DEFICIENCY MUST BE PRECEDED B'(FUll 

llEGUlATORY OR LSO IDENTIFYING INFOFIMATTDN) 
" . ~ 

W 104 Continued From page 1 • . 
·receiving medications whlcli oould· resull In 
potential adverse drug reactions_ • 
t=lndings include: 
All observatrons, Interviews, and recprd rex!ews 
were compl~led on 03/10/14 through 03/1411"4 
unless otherwise specifli:iii . 
Review of facility polioy lilied Preparation and • 
Administration of Oral and/or Enteral Medications; 
Nursing Procedure I-F.6a.revealed the followlng: 

N - Do not crush enteric-coated or 
time-release tablets or capsules. Contaot the.
Pharmacist or Physician ii such medications are 
ordered; to facilitate change to' more""appropriate • 
medication/dosage. , 
Nursing-Procedure I-F.6a specified what 
medl¢allon should not be crushed. However, the 
Nursing P.rocedure was limi!Eicl In tlla1 It did not 

, provide operat1on11I dlreclfons on the Physician 's 
Orders to reflect which medications were 
approved to be crushed.. 
Observation of me~icalion administration 
revealed nurses administering medioalion in 
accordance, wlth Physician orders as follows: 
• Re$1dent #15 received Calcium 600/400 Vlt. 
D crushed in applesauce' at 3:30 pm 03/10/14,• 

Resident #16 reoalved Calcium 600/400 Vlt. 
D oru~hed In pudding at 3:3-3 10/14. 
• REts!dent #17 received 00 mg. • 
crushed In pudding at-3:;10-10 14. • , 
• Reslcjent #18 received -

25 mg orushad n u ce w th 
at 7:30 am 03/1 

dent 1134 received . 
·tabJei, Muitlvitamln-Mineral tab et and 
8.6 mg tablets on 03-10-14 at 8:00 am crushed In 
-pudding, • • 

Re\llew of Physician o.rders· for Resident 1115, 18, 
17, 18 and 34 revealed no orders lo crush 

lRM Cl'l.S-2567(02-99)'.Pr.WJous Vo1"1i>ns Obso!OIB EvonllD:DflK)':11 

(ll2) l\,IULTIPI.E CONS'TRUOTION 
A.BUILDJN<l ______ _,. 

SJREEf ADORES~, CIT\', STAlE, ZIP CODE 

152SD151H NQRlliEASTD 
SEA1TLI!, WA 911:155 

"PRINTED: 04/07/2014 
FORM.APPROVED 

MB NO. 0938-0391 
(X3) DATESURVE'/" 

·COMPLETED 

0a/14/2014 

PROV/Olill'$ fl.At.I OF CORRECTION (}IS) . 
(!!AC!; CORFIEOTIVEACTION SHOULD BE COMPLE!10N 

, GfPSS.REFERllNCOO TO Tttlll\PPHOPR!ATE DATE 
DEFICIENCY) 

\IV. 104 modified t~ indicate that medication · 
should not b~-crushed unless it is 
specified by the provider, All P A.'f A 
nurses will be•in-servfced that nurses 
will not crush medication 'without the 
provider order. All information that 
indicates cllents preferenc:eto crush 
medications will be removed from the 
Medication Admirustration Record 

. (MAR). Crushingmedicationf9r 
clinical purposes will have a physician 
order and will be indicated on the 
MAR. 
These action plans will be monitored 
·quarterly through_ the medication 
observation sheet by lead LPN's 
(LPN4) and will be ~onitored and 
filedbyRN4 
CompletionDate: 5/14/14 
Person Responsible: RN 4 

FaolJily JD: WA6SO If cantlnua!lon shoat Page 2 of 88 
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D/:PARTMENT OF HEALTH AND HU~ • SERVICES 
CENTERS FOR MEDICARE & MFDICAID SERVICES 
'ATEMENT OF DERCIENGIES 

~n PIJ\N OF CORRECTION 
{X1) PROVIDER/SUPPLIER/CUA 

lpENTIFIOATION NUMBER: 

50G053 
NAME OF PROVIDER OR SUPPLIER 

FIRCREST SCHOOL PAT A 

(X4) ID 
PREfl){' 

TAG. 

W104 

SUMMARY STATEMEITT OF DEFIGIISNCIES 
(EACH DEFICIENCY MUSnE PRECEDEO BY FULL 

·REGULATORY OR !,SC IDENTIFYING INFORMATION) 

Continued From page 2 
medications that were.administered during •. 
observation. . • • 

PRINTED: 04/07/2014 
FORM APPROVED 

.. 0MB NO: 0938-0391 
()(2) MULTIPLE CONSTRUCTION (Xa) DATE SURVEY 
A BUILDING ____ c__ __ 

B,WING •·. 

STREET ADDRESS, CITY, STATE, ZIP COPE 

1523015TK NORTriEASiD 
. SEATTLE, WA 98155 

PROVIDER'S PLAN OF CORRECTION 

COMPLETED ' 

03/14/2014 

ID 
PRcFIX 

TAG 
, (EAGH CORAEC'TIVEl!ICTION SHOUt.D BE 
OROSS·REFERENCEO TO THE APPROPRIATE 

DEFICIENC'I} •· 

W104 

Review ot-medioation bubble packs (bingo cards) 
or overthe counter bottles o!'medications did not 
have directions from the Pharmacy or Bhysiolan 
that instructed_ Nursing staff whether a medication 
cfould or could not be crushed. •• 
• Review of the residents ' Medicatlon ·, ' 
Adrnlnistraticin Record (MAR) revealed a 
document titled Medication Boak Information, 
Which-included." Medication Administration 
Preference. " , Nursing staff dispensing • 
medications to the residents followed the " • 
Medication Aqmlnistration Preference • section 
on the Medication Book Information sheet which 
stated for example; • Takes meds crushed with 
pudding.• . . • 
Interview with·Stalf Yon 03/31/14 revealed all 
medication orders are to be given as ordered 
unless otherwise specified. Staff Y stated she 
would be concerned medications were being·· 
'crushed which should not be and could alter the 
therapeutic value. She stated the original 
medication cirders came from the Physician. 
When orders get to the Pharmacy, tlle 
Pharmacist alerts staff. lo whelh<;lr there·were any 
specialized instructions such as, whetner a ., 
medica!lon could or could not.be crushed, 
whether a rneilication needs to be given prior toa 
meal or not; whether a rnedication·should be 
given with other medications, or whether a 
medication should be given in lhe morning or 
evening. 
Interview with Staff c on 03/13/14 revealed " 
Mediceti9h'Admlnl~tratlon Preference''. 11'lay have 
come from preference Input from the 
resident/lamily or the dietary department_ Staff G •• 
acknowledged that- it was unclear as to where the • 
document originated. 

' FORM CMS-2567(02-99) Pf'8Vlous Vorsions Obsole.ta Evant ID: DRKY11 

' , 
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DEPAf!TMENT OF HEALTH AND HU~ • SERVICES 
CENTERS FOR MEDICARE &MEDICAID SERVICES 

>TATEMENT OF DEFICIENCIES 
IND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/OLIA 
IDENTIFICATION NUMBER: 

·50G05:i' 

NAME OF PROVIDER OR SUPPLIER 

FIRCREST SCHOOL PAT A 

(X4) ID , 
PREFIX ·, 

TAG. 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFlCIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR 1,SC IDENTIFYING INFORMATION) 

W 109 483.41 0(b) COMPL:IANCE W FEDERAL, STATE 
&LOCAL LAWS 

• 

The facifity must be in compnance with all 
applicable provisions of Federal, State and local 
laws, regulations and codes peJi?lnlng to 
sanitation. 

This STANbARD· is not met as evidenced by: .. 
Based on observations, record reviews and 
Interviews the facility failed to cqmplywilh Stale 
Regulation (WAC 246-215-04710) ensutlng all 
equipment, food contact surfaces and utensils 
were sanitized. This failure placed residents at · 
risk for Illness due·to exposure by cross 
conjamination. .. 

Findings include: 

All observations, record reviews ·and interviews 
were ·completed between 03/10/2014 and 
03/14/2014, unless otherwise specified. 

Interview with Slaff S indicated the main kitchen 
dishwasher temperature is checked daily to 
ensure -the correct temperature Is reached for the 
sanlt1zation process. IGtchen stall place a 
Thermolabel (temperature sensitive tape) on an 
Item that goes through.Iha dishwasher-ensuring , 
hot water sanitation. At the end of the 
dishwashing cycle, the Thermolabel Is plac~p on 
the Dishwashing Machine Temperature Chart 
Record review of the Dishwashing Machine 
Temperature Chart for March 2014 reveal'!.d (liter 
the dishwasher temperatures were checked, 
"Thermolabels were placed on the chart in an 

:>RM CMS•2li67(02-99) PrevJousVersrons Obsole(e Event ID:ORKY11 

PRINTED: 04/07/2014 .. 
FORM APPROVED 

O Al3 NO. 0938-0391 
(X2) MULTIPLE CONSTHU,CTION (XS) DATE SURVEY ., 

COMPI.ETED A. BUILDING ______ _ 

B.WING . 03(14/2014 

ID 
PREFIX 
• TAG· 

STREET ADDRESS, CITY, STATE, ZIP COD!a 

15230 15TH NORTHEAST D 

SEATTLE,WA 98155 

PROVIDER'S PLAN OF CORREOTION 
(EACH CORRECTIVE; Ac:T!DN SHOULC BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

•W-'109 
The chart for the retention of the 
Thermolabel was revised so that there 
would be no overlappiilg labels, All.staf 
wereagain trained on the requirements 
fo.r-the wasli; rinse and sanitizing 
process when the dishwasl:!er is not 
available for use. Signs with the GQrrect 
process were ·posted at the s~ for 
easy reference. The dishwasher /. 
sanitizer was fixed during the time of . 

• 'the survey. 'This iss'!-e was added tq the 
supervisor's checldisf as a monitoring 
tool. They are to.look atthe chart with' 
the Therniolabels f;cJ assure that the· 
correct process is

0

being followed. If the 
qishes are being washed by hand, the .. 
supervisor .is to monitor the process to 
assure that the correct mix of sanitizing 
solution is used for washing. 

Completion Date 3/+ 4/14 
Person Respo,;isible: . 
Food Services-Manager , 

(XS) 
COMPLSTION 

DATE 

Facility ID: WAGSO If conffnuafion sheet Page 4 of 88 
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DEPARTMENT OF HEALTH AND HUM . SERVICES 
CENTERS FOR MEDICARE & MEOICAID SERVICES 
fATEMENT OF DEACIENOIES 

•·tAN OF CORRECTION 
• (X1) PROVIDER/SUPPLIER/CUA 
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' 
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()(4) ID , 
PREFIX 

TAG 
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SUMMARY STATEMENT OFDEFICIENCIE\l 
' (EACH DEFICIENCY MUSrnE PRECEDED.BY FULL .. 
REGULATORY-CR LSG IDENTIFYING INFORMATION) 

Continued From· page 4 
overlapping manner making- It clifficultto • • 
determ lne which days the dishwasher 
tem~er~)Ures were checked. There were no • 
readings 011 March 1st'and 2nd and only two days. 
in which readings displayed the desired. 
temperature of t60°. Staff S apknowledged she 
had not peen notified .of problems with .the • 
dishwasher and she was unable to determine 
how long there had been problems with the 
temperature-sanitation cycle. 
Interview with·Staff S revealed when !he main 
kitchen dishwasher was not available foi' use, 
staff would use ihe three compartment sink to 
wash, rinse end sanitize tableware, utensfls and 
equipment. 
Observation of wash, rinse and·santtize process 
revealed staff did not understand how to sanitize 
tableware, utensils and equipmerit corr~ctly or 
how long to sanitize items. When interviewed 
how long Items were s_anitized: Staff S responded 
1 minute, Staff T i_ndicated 20 seconds and Staff 
U was not sure. 
483.410(0)(6) CLIENT RECORDS 

, The facility must provide each identified 
reslderitial living UJ'ilt wjth appropriate aspects of 
each client's /ecord. • • 

. ' 

This STANDARD Is not met as evidenced by: 
Based on observations, record reviews and • 
interviews, the facfliiy failed to ensure staff had 

• access ·to the most current and relevant 
informatlon for 6'Df 13 sampled residents 
(Resjdent.i/4, 8, 10, 11_, 12, & 13) available In 
resident program books, dining books.ancllor 
main chart. This failure placed residents at risk of 
receiving Inappropriate care due to staff not 

FOFIM'tlMS·2567(02-99} 1'1reylous Yersi.ons Obsolete ~vent ID:DRKY11 

PRINTED: 04/07/2014 
FORM APPROVED 

0MB NO 0938-IY-l91 
(~ MULTIPLE CQNSTRUCTlqN 

A.BUILDING~------

()(3)-DI\TE SURVEY 
COMPLETED , 

aWING 03/14/2014 

ID 
PREFIX 

TAG 

STREET ADDRESS, D'?Y, STATE, ZIP GODE ~ 

1523015TH NORTHEAST D 
SEATTLE, WA 98155. 

PROVIDER'S PLAN OF OORAECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS·REFEREMCED TO THE APPROPRIATE 
DEACIENCY) 

W109 

0<6) 
COW>LETION 

DAlE 

·. ; 

W 11_6 A work group developed a standardiiec . 
•• process fur content within client pro- • 

gram books that wilfbe used \n the Pro-, 
, gramAtea Team (PAT). Program. 

books will be assigned per client staffin, 
post Each intfrdiscipfuiru;y team will 
review the progriim bocik aru:iually and 
when progran+s change to ensure that 
each book contains the most recent ver
sion of the Imp leinentation-Plaris for 

' each client; • • 

FaclBtylD:WA63p If continuation sheet Paga 6 of 38 
' 



DEPARTMENT OF HEALTH AND HUM ilERVICES 
CENTERS FOR MEDICARE & MEDICAiD SERVICES 
TATEMENTOF DEFICIENCIES'· 
ND PLAN" OF CORRECTION 

(X1) PROVIDER/SUPPLIER/OLIA 
IDENTIFICATION NUMBER; ' 

• 50G053 
NAME OF PROVIDER OR SUPPLIER 

FIRCREST SCHOOL PAT A 

(X4) ID 
PREFIX. 

TAG 

W 116 

SUMMARY STATEMENT OF DS'ICl~OIES 
,(EACH DEFICIENCY MUST BE PRECE.DED BY FULL 
REGULATORY OR l.SO IDENTIFYING INFORMMION) 

Continued From page 5 
knowing.residents '· current functioning level, 
medical issues, dietary issues and restrictive 
,practices. 

Finaings include: 

All observations, record reviews ;md interviews 
were completed between 03/10/2014 and 
03/14/2014. unless otherwise spectti~d. 

Program books'wilh missing Positive Behavioral 
Support Plans (PBSP): Resident #8, Resident 
#10, Resident' #12 and Resident #13, 
Program books with-outdated PBSP 's; Resident 
#11. • • 
Program books with qutdated PBSP Directions 
for Staff: Resident 114. 
Observation of units revealed each unit had a 
dil!EJl'!lnt approach for what resident information 

. was available for staff and how information Is 
provided for staff. Some units provided one 
program book per resident which may include 
training/behavioral/medical information. Other . 
units tied combined resi.dent program boo~s 
and/or s~veral program books per res1dent. 
Interview with Staff I ahd J revealed based on. 
Information being out of date in program books, 
unit staff refer to the resident ' s main red book. 
when training new staff. 
Interview with Staff L, Mand N revealed Program 
Books are used·by staff'to help understand the • 
needs qf residents. •• 
Interview with Staff Q revealed floating staff, 
unfamiliar with the unil,.have expressed difficulty 
finding relevant resident lnformatlon·due to 
inconsistencies regarding the t)lpas and quantities 
of resident program books on each unit,· 
• interview with Slaff B st9knowledged program 
books must-include the most updated and • 

)RM CMS-2567(02•89) Provrous Verslons Obsolete 'Event ID: DRKY11 

PAINTED: 04/07/2014 
FORM APPROVED 

0MB NO. 0938-0391 
(X2) MULllPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A.BUILDING ______ _ 

• 03/14/2014 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

152301 G'lli NORiliEAST D 
SEATTLE, WA 98155 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE' 
DEFICIENCY) 

W1:16 Dining books will be reviewed byt¼e 
Attendant Counselor Managers to en
sure that the most recent version of 
the Nutrition.al ManagementPlan: llllc 

Dining Guiqelines are in place. • 
Dietary staff will review dining books 
monthly to ensure that the most recen 
Diet Orders ate'within, the Dining 
Book ap,d the chart The QI 
Department will monitol' one_pro
grain l!lld o'ne dining, book per house 
(picked randomly) one time monthly 
to assure that the information con
tained in the bookii is current. The 
results of these random c;hecks will be 
given to the PAT A Director and 
DDAl for' followup as needed, 

'Target Completion Date: 5/14/14 
·Person Responsible; 
DDAl; PAT A Director 

(X5), 
COIIPLETION 

DATE 

FaclH!y ID: WA630' If continuation sheet Pago 8 of 38 . . 
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DEPARTMENT OF HEALTH AND HUfl>." •. SERVICES 
CENTERS FOR 'MEDICARE & MEDICAID SERViCES. 

(X1} PROVIDER/SU~PUER/OLIA 
IDENTIFICATION NUMBER: 

501>053 
NAME OF PROVIDE~ OR SUPPLIER 

FIRCR!=ST SCHOOL PAT A , 

. 
(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EAC[i'DEFICIENOY r,AUST BE PRECEDED B'I' FULL 

REGULATORY OR l.SC IDEITT]FVING INFORMATION) 

W 116 Continued From p.ige 6 
relevant resident information however Staff B 
agreed the facility goes not have unif.orm ed 
appr_oach to~ how or what type of resident . 
lnformatjon Is offered In.program books. 
Observation of resident meal books/main chart 
revealed the fqilowing: 
Resident #5: B~view·of di~ing·book and resident 
main chart revealed Dlnjng Guidelines Latest 
Updates-Diet Orders: 10110/11 and Nutritional 
Management Plan (NMP): 09/14/2012. Staff W 
provided an updated Dining Guidelines for 
Resident #5 which revealed updated information 
to Include.Diet Orders: 1/23/14 and NMP: 
09/13/13. The updated Dining Guidelines, 
document was not found In the resident dining 
book or main chart. 

,/ 192 483.430(e)(2) STAFF TRAINING· PROGRAM , 

, For employees who work wlth clients, training 
must focus pn skills and ~ompetencies directed 
toward clients' health needs. . • 

This STANDARD is not met as ~videnced by: 
Base_d on observations, ieoord reviews and • 

interviews, the facility failed to ensure staff . 
followed directions with regards to the Vagus 
Nerve Stirn ulator (VNS) magn,it !or· 1 ol 13 
sampled residents (Resident #6), This failure 
pll,\ced resident at risk of medical ·complications 
from an unmanaged.seizure.- , 

Flndlngs ll'lqlude: 

All observations, record reviews and Interviews 
werl) completed on 03/10/14 through 03/14/14 
Ut]less otherwise specified. .. 

' 

,. 
PR'iNTED; 04i07/2014 

FORM APPROVED 
OMR NO 0938·0391 

(X2) MULTIPLE OON~TRUCTION (X3} tiATE SURVEY 
'COMPLETED. A. BUILDING_'--------
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i,. ID 
PREFIX • 

TAG 
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) 

W1,92 

PROVIDER'S PLAN OF OORREmlON 
'[EACH CORRECTI\IEACTION SHOUW'BE 

CROSS.REFERENCED TO THE AFPROPRIATE 
. .' . DEFICIENCY} 

Writt.en expectationshave been given 
to the Attem;lant Counselors (AC) staf 
on 311/312' regarding the use oft\le • 
Vagal Nerve Stin;,.ulator (VNS)·fot 
resident #6. A form was developi,;l for 
the staff on any unit with a clientwho 
has av.NS to docuID;ent the exchange 
of the VNS between the shift1Ho 
ensure its location. •• 
All AC staff who support clients who 
have VNS magnets will be re-tram.ed 
prr the VNS guidelines that the: 
expectation that the VNS magnet is on 
their person at.all tn:n:es. • 

' 

(JG) 
OOMPI.ETION. 

!;)ATE 
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CENTERS FOR MEDICARE & MEDICAID SERVICES 
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\ND PLAN or CORRECTION 

{X!) PROVIDER/SUPPlJEH/CLIA 
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FIRCREST-SCHOOL PAT A 

(X4) ID 
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TAG 
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SUMMARY STATEMENT OF OEFJCIENCIES 
(EACH ileFICIENOY MUST BE PRECEDED BY FULL 

REGULATORY OR I.SC IDEN)'IFYING INFORMATl?NJ 

Continued From page 7 
Review-of Resident ffll ' s Annual Medical Review 
(06/12/13) revealed Resident. #6 was diagnosed· 
with a seizure disor.der and had a Vagus·Nerve 
Stimulator (VNS) implanted to assist in the 
management of his seizure acti~ity. VNS is used 
to prevent seizures by sending regular, mild 
pulses of electrl9al en~rgy to the brain via the 
Vagus nerve. If the regular inteivat electrical 
·pulses do riot prevent a seizure, a magnetic wand 
can be used to deli~er an extra pulse of • 
stimulation. This extra electrical stimulalioh can 
stop the.seizure, shorten the seizure, orreduce 
the seizure severity. , •• 
Review of nursing direcffons to staff (11/07/13) • 
revealed staff should keep the ma~net.(VNS) on 
their person at all times and away from credit 
oards and watches. If staff no!lce any symptoms 
of seizure activity they are to immeglately use the 
magnet by passing magnet over the area from his 
'Jell armpit to his left nipple 1-;1 times, if seizure 
does not stop, repeat after 5 secon~s and keep ,. 
repeating. • . 
Observation of Unit 312 at 4:00pm on 03/12/14 
revealed VNS magnet wrapped around staff 
walkie talkie radio and felt on chair out.side of 
Resident #6 ' s bedroom. Staff X was providing 
~ :1 supervision with Re~ldent #6 In living room 
area for approximately 15 minutes. •. , . 
Interview with Staff X revealed she failed to have 
VNS In her possession while supervising 
Resident #6 In the llvlng room. Staff X stated the 
·unit had two extra VNS magnets.both focated 
behind locked cabinets in the liylng area. 
However Slaff X- acknowledged qut; to her failing 
to have VNS in her possession she would have 
been unable to provide immediate medical 
Intervention if a seizure were to occur. 
483.44D(f)(3)(i) PROGRAM MONITORING & 

:ORM CMS-2567(02-99) Prell]OUS Versions Obsolete EvenllD:DRKY1f 

• PRINTED: 04/07/2014 
FORM APPROVED 

0MB NO 0938-0391 
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• . CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

W1_92 

W262 

A question 'l\'RS added to the PA 1' A 
Observation form checking 
whei:h~r a, staff who is assigned to a 
client who uses a VNS has it on ' 
their person. Appropriate action . 
will be taken if the staff does not 
have the yNS on their person, The 
PAT Observation forms are given • 
to the PAT A Director for over0 

sight. 

Target Completion Date: 5/14il4 
P.erson Resr.onsible: 

• Acting PAT-A Director; RN4 

(){5) 
COMPLETION 

DATJl 

' Faolllly JD:WA630 If conlinuallon sheet Page B pl 38 
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03/14/2014 
NAME OF PROVIDER OR SPPPUER 

FIRCREST SCHOOL PAT.A , SEATTLE, WA 98155. 

(X4) ID 
PREFIX 

TAG 
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W 262 Continued From page 8 
CHANGE,. 

The commlltee should review, approve, and 
monitor Individual programs designed to manage 
Inappropriate behavior and other programs Iha\, 
In the opinion of \he committee, involve risks to 
client protection and rights. • . 

' 
This STANDARD is not met as evidenced by: 
Based on observations, interviews, and record 
reviews, the facility failed lo ensure Human 
Rights Committee, (HRO:) had reviewed and/or 
approve(! restrictive procedures fer 2 -of 13 • • 
sampled re.sidents (Resideflt l/1 0 & 13), 2 of 21 
expanded sampled resid.ents (l3esident #14 and 
34) and 5 of 18 Units (Unit 308, 315/316 and 
319/ 32D). This failure placed residents at risk of 
harm due to facility using restrictl~e procedures 
that were not approved by the HRG. • • 

Findings inchide: 

Ali observations, interviews, ·and record reviews 
,were completed on 03/10/14 through 03/14/14 

. unle~s otherwise-specllled. 

Resld(lnt ll:10: . . 
• Record review revealed Resident l/10 ' s HRC 
Restrictive Procedure,s Review Tracking Form for 
residents Posi~e Be~avior Support Plan (PBSP) 
had not been reviewed or update~ by HRC since 
08/09/12: 
Review l/13: 
Ob'servation revealed Resident l/13 had a 
pommel positioning device placed on a 
wheelchair between resident 's legs In order to 
prevent resident from sliding forward. This 
restrictive device' must be .removed by staff in 
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PROVIDER'S PtAN OF CORIIEOTION (1'5) 
(MOH CORREOTIVE Am:ION.SHOULO BE CO!lflETION 

CROSS-REFERENCED TO THE APPROPRIATE D/lfE• 
DEFIOIENO\') 

Resident #lO's Positive Behavior 
Support Plan (PBSP) has been 
reviewed by the Human Rights 
• Committee (4/10/14). 
A consent for use of the abductor 
support on the wheel chair of resident 
#13 was obtahied.by telephone on 
3/15/14. The restrictive process~ be 
reviewed by the Human Rights 
Committee and a written consent 
approval will be sought by t)le 
guardian in May. 
'Resident #14's clothing is no longer 
locked up in the supply room and 
she has access to it • 
Resident l/34 was incorrectly identifiec 
and should riow be resident #35. The 
cabinethas been unlocked and a 
.work order placed to have the hasp 
taken off the cabinet so it can't be 
locked in the futurn. 
The cabinet containing hygiene/ 
grooming kits and razors on house 
308 is no longer locked. 
The cabinet on 315/316 containfug 
Depends.undergarments, wipes'and 
toilet paper is no longe~ locked. • . 
Consents for locking the exterior gates 
around 319/320 have been sent otit to 
guardians. AB the consents come back 
sigued, the restrictive pro~edure is 
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W 262 Conlin~ed Froni-p~ge 9 ' 
order for resident to enter arid exit the wheelchair. 
Review of Resident #13' s record revealed no • 
documentation lo lntfJCa!e HRC had reviewed 
and/or approved the resirlctlve procedure before 
1t was implemented. 
Resident #j4: 
Observation revealed Resident #14 had two 
boxes of clothes stored in·the unit' s looked 
supply room. Resident #14 wa~ aware of the 
additional olo\hes in the locked room but must 
ask for staff ,assistance to access !he locked 
room. 
Review of Residen1#14 ' s record revealed no 
documentation to indicate HAG had reviewed 
and/or approved the restrictive procedure before 
Ii was implemented, • • 
Resident #34: 

•• Observation revealed a locked cabinet in the 
dining room ~hlch contained snack Items for 
Resident #34. 
Review of Resident #34' s record revealed no 
documentation lo indioale HRC had reviewed • 
and/or approved the reslriotive_prccedure before 
·It was implemented, • . _- • 
Unit 308: 
Observation ·revealed a locked cabinet which 
secured hygiene/grooming kits and razors for 
residents. • 
Interview of staff K reve.al~d items ·had been ' 
locked due to a safety concern regarding a unit 
resident who ingests dangerous substances to 
Include liquid items such as shampoos and/or 
mel£1l and plastic items. Staff K acknowledged 
HRC had nbt reviewed andfor approved the 
restrictive procedure before It was implemented. 
Unit 3151316: 
Qbservatio~ of Unit 315/316 reveal_ed looked 
cabinets in the bathrooms which contained 
Depends undergarments, wipes and !cite! paper. 
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W 262 being reviewed bytlie Human Rights 
Committee. 
A training on restrictive processes or 
actions will be held for all 
.interdisciplinary team members in 
PAT Aso that future restrictions mi. 
~A'I'. A clients will receiv.e appi-ovai 
froin guardians and the Human Rights 

. Committee prior to Initiation of the 
resi:rictiv:e process or action. 
Target Completion Date: 5/14/14 

Person Responsible: PAT A Director, 
DDA 1 and le11d Psychologist 

I 
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Review of Unit 815/316 resident records revealed 
HRC had·not reviewed and/or approved the 
restrictive procedure betore they were • 
implemented.· 
Unit 319/320: 
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Observation of Unit 319/320 revea\ed'there were , 
four exterior gates {8 in the back of the µnit and 1 
off the patio In the front) which restricted 16 
residents from entering and exiting the unit 

• without the assistance of-the staff.· 
Interview with Staff D acknowledged the gates_ 
were locked due to the concerns regarding ., • 
potential elopem\,nt of two residents; 
Review of records that reside on Unit 319/320 
revealed that two residents out 16 residents on 
tlie unit were at risk of elopemenl HR9 had not 
reviewed and/or approved the·restrictive 
prooedure·before it was implemented. •. 

W 263 4B8.'14D(f}(3}(ii) PROGRAM MON.ITOAING & 
.CHANGE . . :.. . •• . 

Ttie comm lttee should Insure that these programs 
are conducted only with the written lnformecl 
consen.t of .the client, parents (If the client is a 
minor} or legal guatdia_n. •. • 

This STANDARD 1$ not met as evidenced br. .. 
B;;ised oh observations, record reviews and 

.interviews, lhe faclllfy failed to ensure residents ' 
guardians.reviewed and/or approved restrictive 
procedures foT1 of 13 sampled residents 
(Resident al1G), 2 of 21 expancled sal)lple 
r!)sldents (Resident 1114 and 84) and 5 of 18 : 
Units (Unit $08, ~15/316 and 319/320). This 
failure denied the reslde~ts/guardians the_ • • 

• opportunity to make informed decisions about . 
facilltyrestrictive practices and denied residents ' 

FORM CMS-2567(0?-9P) Previous Vatslons Obsolete Event 1D:bRKY11 • 
. . 

W 263 'The Human Rights Committee was • 
unable to review the restI;ic.tions 
identified as they were not presented 
with the process-for review. A ~ing 
on restrictive processes or· actions. will 
be held for aihnterdisciplinary team .. 

. members in PAT A so that future' 
reiltrlctiohs on PAT A clients will ' ... _ 
receive approval from guardians and tb.i 
Human Rights' Co=ittee prior to 
initiation of the restrictive process or 
action. • · 

Resident #~O's Positive Behavior 
Support Pjan (PBSP) hasbeen reviewed 
by the Human Rights committee 
(4/10/14). • • 
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W 263 Continued From page 11 
!heir right of free access to tlielr property, 

Findings inclupe: 

All obseniations, record reviews and Interviews 
were completed between 03/10/2014 and 
03/14/2014, unless otherwise specified; 
Resident lt13: • , 
Observation revealed Resident #13 had a 
pommel positioning device Pi!'!ceil•on a • 
wheelchair between residen1 ' s legs in order to 
prevent resident from sliding forward. This 
restrictive device must be removed by staff in • 
order for resident to enter or exii .the wheelchair. 
Review of Resident #13' s record revealed no • 
dooumenlalion to Indicate guardians had 
.reviewed and/or approved the restrictive 
procedure before It was implemented, 
Resident #14: • 
Observation revealed Resident #14 had two 

• boxes of clothes stored In the unit ' s locked • 
supply room, Resident #14 was aware of lhe 
addltli>nal clothes In the locked room· but must • 
ask for staff assistance to access !he looked 
room. 
Review of:Resideni #14' s record revealed there 
had been no guardian re vie~ and/or approval of 
tn.e restrictive procedure b!lfore it was 
Implemented. 

' Resident #34: • 
Observation· revealed a lockecfoablnet In the 
dining.room ·whloh:contained snack Items for 
Resident lt34. . 
Interview with staff P acknowledged cabinet 
should not have been looked and there had ·been 
no guardian review and/or" approval of Iha • 
restrictive procedure.before It was implemented. 
Unij30B: 

. Observation.of Unit 3□8 revealed a looked 
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W263 A consent for use of the abductor supp 
art qn .the wheel chair of resident #13 

• was obtained by teleph!]ne on 3/15/14. 
The restrictive process will be reviewec 
by the Hulrian _Rights Committee and 
· a written consent approval will be sougtit by the 
guardian in May. • 

• Resident#l4's clothing is no longer 
locked up in the supply roori:t. and she_ 
has access to it 
Resident #34 was 'incorrectly identified: 
and should now be res'ident #35. The 
cabinet has been unlocked and a 
work-order placed to.have the hasp 
taken off the cabinet so.it can't be 
locked in the future. 

•. The' cabinet containing hygiene/ 
grooming kits and razors on house 308 

• is no longerlocked. . 
The cabinet on 315/316 containing , 
Depends undergarments, wipes and 
toilet paper is no ionger locked. 
Consents for locking the exterior gates 
around 3.19/320 have been sent out to 
guardians, As the cons.ents come back 
signed, the_ restrictive procedure is 

. being reviewed by the Human Rights. 
• Committee. 
Person Responsible: PAT ADirector, 
DDA 1 and Lead Psychologist . 
Target Completion Date: 5/14/14 
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Continued From pag!;! 12 • • 
cabinet which secured.hygiene /grooming kits 
and razors for residents, 
Interview of Staff K reveeled items had been 
loqked due to a 1iaiety.concem regarding a unit 
re.sident who ingests dangerous substances 
which include·liquid items such as shampoos 
and/or metal-and plastic items. S\aff K . 
acknowledged there had been n9 guardian review 
and/or approval of the restrictive procedure • 
before it was Implemented. 
Unit.315/316: • . 
Observation of Unit 315/316 revealed looked 
cabinets in the bathroom which contained 
Depend uni:ler garments, wipes and toilet paper. 
Interview with Staff N revealed bathroom cabinets 
wer~ routinely locked up. . . 
Record .review revealed there had beeri no 
guardian review and/Qr approval of- the restrictive 
procedure b!)fore tt WEI$ implemented; 
Unii 319/320:· ' 
Observation ·of Unit 319/320 revealed there were 
four exterior gates (3 in the back of .the unit and 1 
off the patio in the ,tront) which restricted 16 
residents from entering and exiting the unit 
with·out the ,assistance of the stat!. 
Interview with Staff D aoknowl13dged the gates 

·were locked due to the concerns regarding 
potential elopement'ol two residents. , . 
Review of records that.reside on Unit 319/320 
revealed that two residents out 16 residents on 
the unit were at risk of elopement which 
guardians had not reviewed and/or approved the 
restrictive procedure before it was implemented. 
483.460(a)(3)(i) RHYSICIAN'SERVICES 

The facility must provide or obtain annual physical 
examinations of each client !hat afa minimum 
inoll!des an, evaluation of vlslon and hearing. 
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Residents #6, #9, #10, #12 and #13 ~Vf 

had vision exams scheduled. 

(l(5) 
COMPI-ETION 

DAiE 
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W 323 Continued From page 13 

•• • Tills STANDARD ls nQt mei as evidenced by: 
Based on record reviews and ln~ervlews, the 

. facility failed to (:lnsure that 5 .of 13 sampled 
residents (Aesldenti/6, 119, #10, #12, & 1113) 

., received annual and/or as ·recommended llision 
exams. Failure lo provide a time.ly'vision exam 
placed residents at risk of uoldenlifled changes .In 
vision and other medical Issues which could lead 
to deterioration In their overall health. 

Findings Include: 

All record reviews and Interviews were completed 
between ·03/10/14 and 03/14114, unless olhe!WiSB 
speclfled. • 

Resident #6: Review of medical chart revealed 
resident had not had a vision exam since being 
admitted to faoilily on 10/31/2011. 
Reslden! #9: Review of Ophthalmology 
Consultallon dated 09/07112 revealed resident 
had developing ·cataracts whlqh were gradually 
worsening. Assessment recommendations 
Included holding off on surgery and to recheck In 
another year. : ' 

. Interview with Staif O acknowledged that 
Resident #9 had not been rechecked slnoe exam 
dated 09/07/12, • 
Resident #10: Record review revealed !hatthe 
last vision exam was 07/07/08 with a . 
recommendation for resident Jo have his eye 
s!gtll followed on a routine basis. There ]Nas no 

' documentation provided to Indicate a follow up 
exam had ocourrect_ , 
Resident #12: Review i;it medical chart revealed 
resident had'not had a vision exam since being 
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W328 A review of all other PAT A clients wil 
occur to assure that all clients have hac 
a vision exam based upon their 
particular clinical needs, or an initial 
exam as a baseline. ' 
Admission History and Physical 'and 
Annual Medical .Evahiations inclnde 
evalnatiqn of the ,client's eyes, as well a. 
r~view of health history, including 
ophthalmo!ogi~ .. The health care 
provider will request ophthalmologic'. 
consnltation for any_ concerns, 

At each Individual Habllltation Plan 
(IHP) meeting, the Health Care 
Coordinator (RN) will review the char 
to ensure consultations are completed 
and treatment plans lmplemeµted. 

Target Completion Date: 5/14114 
Person Responsible: RN 3 

admitted to facility on 11. . •• 
-----'---'---.L------~------',--,..._. 

Event IO;ORKV11 
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Continued From .page 14 
Resident #13: Record review revealed last:.1is!on 
exam had been 01/20/00 with recommendations. 
to have a routine follow up Vision exams. There 
was no documentation provided to indicate a • 
!ollow up exam had occurred, 
483.4600)(1) DRUG REGIMEN REVIEW . . ~ . 

A pharmacist with input from the lnterdisc!plinary 
team must review )he drug regimen of each client 
at least quarterly, • 

This STANDARD is.not met as evidenced by. 
Based on record reviews and interviews, the 

facility faffed to ensure a pharmacist provided 
thorough reviews of drug regimens for 13 of 1_3 
sampled residents (f.lesident l/1, 2, 3, 4, 5, 6, 7, . 
8, 9, 1 0, 11,. 12 and 13) during the quarterly 
review process: This• failure placed residents at 
risk of inappropriate medication management and 
risk for potential·mediqation errors. • 

Findings lnolu~e:. • 

All record reviews and interviews were completed 
on 03/10/14 through 03126/14 unless o\herwise 
specified. , • 

Review of 8harmacy Notes revealed each 
ptjarmacisthad a different approach regarding 
how drug regimens were reviewed for each 
resident: Pharmacy Notes failed to include a 
review of all drµgs In residents • drug t!'Qimen, 
failed to consistently- Indicate whic~ drugs were 
re:vlewed, fai(ed to. consistenlly describe the 
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W362 A separate tab labeled "Pharmacy" wil 
be added to each client's chart Thls 
.se¢on will contain. the follow.Jng 
'sianclardizedinformation for eadi 90 
day phannacy revie~··· • 
• Client name, home, ID#, 

date of birth • 
• Immunizations· 
• Acute Medical Problems in the 

past 9.0 days ' 
• Cu.rrentmedicatio.n list with 

dosage and frequency ~· 
infonnation : 

• Diagnoses with.recent 
.• laboratoryresults, any 

·appointments,. consultations, 
l)ledicatlon: usage and response 
during this period 

• Laboratory-results and schedule 
for routine screening 

• . Recommendations by Cljnical 
Pharmacist with outcomes 

• Clinical Ph-,mnacist's si~afure 
and date • .. 

COM"~ON 
Dl<IE 
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W.362 Continued From page15 
residents ' response to !he drug regimen and 
lalled to be signed by !he phallllaoist." • 

.• 

Review of Pharmacy Notes rev(j!lled no evidence 
to support a complete review of drog regimen or 
response to the drug regimen for the following • 
residents: ' 

Resident lt1 
Review of Resident #1 Medlcatton Admihlstrallon 
Record (MAR) dated 2/21/14 revealed a 

/i4dldnot 
mo o e a 1s o reviewed drugs or Information 
regarding the resident's response io each dr~g. 

Resident 112 
Review of Resident lt2 MAR dated 12/23/13 • 
reveale • 

and 
Ph<!fmaoy o s dated 1/7/14 did not include a • 

• fist of reviewed drµgs or information regarding the 
resident' s response lo each drug. 

Resfdent#3 . . 
-·--·•·----·•-·••-"· 3 

3 

3 

Notes dated 12/23/13 did not Include a list of 
reviewed drugs or lnfonnalion regarding the 
resident ' s re~pons11 to each, c:l'.ug, 
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. . 
W 362 The Phannacy Supervisor wlll conduct 

random chart reviews of each Clinical • 
Pharmacist's assigned areas to ensure 

• that the consistent and standardized 
input of the clinical pharmacist is 

• clearly reflected in the record of each 
client. • 
COMPLETION DATE: 5/09/14' 
PERSdN(S) RESPONSIBLE: 
Lead Pl_1annaclst • 
Pharmacy Supervisor . ' 
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W 362 Cqntinued From page 16 

Resident it4 . 
Review of Resident 114 Medication P. 

• drug's or lnformation·regan,!ing lhe residi;mlS' 
response to the drug, 

flesldent #5 
Review of Resident #5 Medication Profile 

• d A l .......... ,.-, ' 
3 

3 "' :'I t: :Cl ,, ' . ' . gs 
information regarding the residents ' ,response to 
the drugs. 

Residentll6 
' • #6Medl 

amn , 1am1 
Pharmacy Notes dated 1/29/14 dld not include a 
list of reviewed drugs or information regarding the 
residents ' response lo tt\a drug. 

Resident #7 . . . 

!'ORM CMS"'-667(02•99) Ptov!ous V•nili>"" Oboolole E\ll;mt10:0RKYt1 

()/2) MUll1PU!CONSTRUO'l;ION . f 
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03/14/2014 

10· 
PAa'lX 
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PROVIDERS PLAN OF CORREO'!lON !XS) 
(EACH CORR.EC'TlVllAGTION SHOULO BE c9MP

0
~oN 

OF;OSS·REFERENCED TO W!iAPPROPRIATE "'" 
DEFICIENO'/l 

W862 
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W 362 Continued From page 17 
Note aated02/04/2014 did no! Include a list of 
reviewed drugs or informaiion regarding the 
resident ' s response to Iha drug. • • 

Resident #8 . . 
Review of Resident #B Medication Profile 
reveale_d a ?rug • • • 

include a list of reviewed drugs or Information 
• . regarding the resident' s response to the drug. 

Resident Im 
Review of Rasldenl ll9 Medication P. • 
revealed a drug regime 
Mulll~ltamlne-Minera!s, 

I!' Calcuim CarbNlt D and . 
ar drops. l;'h~rmacy Nola date o 11 14 

n nclude a list oj revie~ed dru11s or 
Information regarding the resident• s response to 
the drug. • • 

Resident #10 
Review of Resident 1110' s Patient Medication 

1 % Powder. Pharmacy Notes dated 02/11/14 did 
not Include a list of reviewed drugs or Information 
regarding the resident' s response to !he drug. 

Resident #11 . . • 
Review of Resiaent'#11 ' s Patient Medication 

JRM CMS-Z67{02-99) Pmvl,,us Vor,lons Obsol•lo 

()f2) MULTIPI.E CONSTRUCTION 
A..au1LD1Na ______ _ 

$TRE8' ADDR!'SS, Cf!V, STATE, ZlP CODE 

1523015Tii 1101\THEAST D 
SEATTLE!, WA 98155 

PRINTED: 04/07/2014 
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0MB NO. 0938-0391 
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COW.PI.ETED 

03/14/2014 

10 
PREflX 

TAG 

PROVIDER'S PLAN OF coRREOTION 
(EACH COARECTIVEAc:nO!>I SHOULD aE: 

(XO) 
COI.IPLEIION 
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C~OSS-RE:FE:R~~g~iJi• Al'PROPRIAT!l 

W362 

\ . 
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W 362 Continued Fram page 18 
P.roflle reveal-en.which Included· 
Vitamin D and harmacy Notes 
dated0.2/11/1 di not no uae a list of reviewed 
drugs or ioformatlon regarding the resident • s 
response to tile drug, 

ResfdenU/12 
• . Review of Resident fa ' a Patfent Medication 

• .. ,.3 ... ~~, 

3 
\I 1 .. 

'eglmenwhlclllncluded . 
in wiih mina..,_ 

upposltory,-ally 
. . Pllarrne.oy Notes dated ~ .. 1 • ~ • ! :; ,, 

01/15/14 did notinclude a list-al reviewed drugs 
or inklrmallon regarding the. tesldent 's response 
lo the (jrug. 

Resident #13 
Review of Resident 1113 ' s Palient Medication . . 

O Jl)9 Supp, Pf'!a(macy Notei; • 
e . did not Include a list al ravJe:t1ed 

drugs or infprmatlon regarding the resident • s 
response to tha drug. 

lnterviewwtth Pharmacy team revealed \he 
Pharmacy Notes are completed during the'90 
Day Interdisciplinary Team (IDTI maaUng. 
Pllermao\sts .revealed the IDT meeting didn't 
always provide enough time to /lomiment a 
complete drug review. The pharmaclsls • • 

FOR>IJ Cf-,19•2567(02-9{1) 'Provl~UQ Von.tons ObsototB • Even\ 10:bm<Yt1 

( 

,();2) MUI-TIPLECONSTflUITTION 
A.BUILDING ______ _ 
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1623015TH flO!ITHGAst D 
sEAm~ WA 9B165 

PRINTED: 04107/2014 
FORMAPPROVEO. 

0MB 0. 0938-0391 
(XO) PAW $UAW,' 

COMPLETED 

. 03/14/2014 • 

ID 
PREFIX 

TAG 

'P!lOVIDER'S Pl.AN OF CORRECTION . 

W362 

(EAC!l CORREOT\)IE AOTlqNSHOULD BE 
0ROS$·RE'ER5NCEI\ TO lliE APPflOPRIATE 

• DEFIC\ENGV), 
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CENTERS FOR MEDICARE & ME:DICAn.l SERVICES •• 

lTATEMENT OF DEFICIENCIES 
\ND PL;\N OF COARECTJON 

(X1) PROVIDER/SUPPLIER/CUA 
• iDENl'IFIOATION NUMBER: 

5DG053 
NA Me OF PROVIDER OR SUPPLIER 

FIRCREST SCHOOL PAT A 

(X4) ID 
PREAX 

TAG 

l 

-SUMMARY STATEMENT (?F DEFICIENCiES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

jlEGULATORY OR LSC IDENTIFYING INFOijM/\TJON) 

W 362 ContlnlJed From page 19 
acknowledged Inconsistencies with the tyµe of 
information provided in the Pharmacy Notes. The 
Pharmacy team acknowieciged they do not 
provide a copy of the Pharmacy Notes for the 

•• residents I chart as required per policy ,. 
(Procedure for Medlcation Regimen Review 
-#p:1.2 revls·ed 08/2013) nor sign the Pharmacy 

'•. Notes. . ., , . ' 
W 382 483.460(1)(2) DRU.G STORAGE AND 

RECORDKE~PING 

The facility must keep all drugs and biologicals 
locked except when being prepared for 
administration. ' • 

This' STANDARD is not met as evidenced by; 
Based on observations and interviews, the facility 
failed to keep medication earls tocked durtng 
·medication administration for 2 of 18 unlts (Unit 
309 ,(317) & 315). This failure placed residents at 
risk of harm. due lo acce'.sslbllity of unsecured 
drugs. 

Finding? Include: 

All observations and interviews were completed 
on 03/10/14 through 03/14/14 unless otherwise 

. specified. 

Observation on 03/10/14 on Units\ 5 revealed 
Staff V had plac!)d·ttie medlcatftin cart in the 
center of living roam. Staff was observed qulcl<iy 
returning to the unlocked medication cart after 
dispensing medication to a resident 
approximately2D feet from the cart. 
Interview with Staff V acknowledged this was 

·acoeplable per policy, as long as·~he could see 

:>RM CMS-256~(02~99) previous Veislons Obsolete EventlD;DRKY11 

PRINTED: 04/07/2014 
FORM APPROVED 

0MB NO 0938-0391 
(X2) MULTIPLE CONSTRUClTJON 
A.BUILDING ______ _ 

(l<a/ DATE SURVEY 
COMPLEWD 

B.WING 03/1'4/2D14 

JD 
PREFIX 

TAG' 

STREET ADDRESS, CITY, STATE, ZIP CODE 

1523016TH NORTHEAST,D 

sEATTLE,WA 98155 
PROVIDER18 PLAN OFCORAECTfON 

(EACH CORRECTIVE ACTION SH0ULO BE 
, CROSS:REFER~~Wci1i~ AP.P.ROPRIATE 

W362 

W 382 StaffV and all other ni;trsing staff will 
be .In-serviced that medication carts 
need to be secure('[ and in front of the 
nursing s,taff at all times. Even lf the 
cart is within a line of sight, if the nurse 
{lteps away from. .the cart the cart needs 
to be locked at all times. 
If the resideut cannot come up to·the I 

cart to take their medication,.the nurse 
need to take the medication.cart and 
the Medication .Administration record 
~th then:i to the client iocation and 
administer the medication. • • 
The Nursing supervisor (RN4) 
• observed the medication administratioi 
bynurs~~ofailclientsfu.PATAto, • 
assure the med cart was secured and 
locked according to the procedure and 
nursing practice. 
l\1ed.ication Gart security procedure wil. 
. be added on the-Nursing procedure 

• I-R6a 

(X6) 
COMf''LETION 

DATE 

Faolll(y1D:WA630 If continuation sheet Page _2JJ 9f 38 
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50G053 
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ID • 
PREFIX 
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FORM APPROVED 

0MB NO 0938-0391 
(X3) PATE SURVEY 
.. COMPI.ETED • 

03/14/2014 

SUMI\IARY STATEMENT OFDEFlCJIENCIES 
(EACH DEf~OYMUSTB!'\PRECEIJED BY l'IJLL 

REBULATOfl'/. O!U.SC IDelffl_FYINtll !NFORtM110N) - ~ TAG 

PROVIDER'S Pl.AN OF.CORRECTION 
{EACH COR!limlVEACTION 8HOUI.D llE ' 

CROSS-REFl'Ra,ICED TO Tll1".APPROPRIATE 
• DEFICIENC'i) 

l){G) 
COMPLETION 

DATI! 

W 382 ·Continued From page 20 .. 
the medication cart; 
O\lsatvalion on 03/11/14on Unit 309 (317) 
revealed lh1'!·medloatlon nurse brought the-

• mediqatlon cart into living room area.,-and parked 
medication cart 'on far side of living room. Stall 
walked over to tba sink ori opposlte side of Iha 
room to fill her water container and left cart 
unlocked and within reach of a resident 
lntervfew wtth Staff C revealed nursing praolioe 
'dictates medloaUmn carts should be tn.fron.t of the 
nurses at all times and ii resident does not come 
up to lhe cart the nur9e is to lock.the earl and 
take the medtcation to the ,esldent or bring the 
cart to the resident in order to admlnlster 

•. medication. 
W 424 483.470(d)(1) !'.)LIENT BATHROOMS 

• The l~cUlty must provide toilet and bathing 
·fac!litles,.appropna\8 In number, siie, and design 
to meet the needs of the clients. 

•. 

This STANDARD is not met as evidenced by: 
Based on observaftons, record reviews and 

intetviews, the facility fpiled.ensure 2 of 2 · 
bathrooms had mirrors by the slnk/to9th bru~hln9 
area for t of 13 sampled reside!lts (Resident #5) 
and 6 of :?1 expanded sampled residents 
(Resident i/19, 1120, 1!21 #-22, 4123 and l/24~ This 
failure" prevented residents from maintaining good 
hyglane and violated residents I right to 
independence, personal choice and dignity.' 

Findings ln'clude:: 

Ali observations, record reviews and interviews , 
occurred between 03/09/14and 03/14/14 unless 
otherwise speoffied. 

'FORM CM-67{02-99} Praiiou< Vnn;lons C!>sola!o 
., ' EventlD:DRK'/11 

W882 • • , the HCC (RN2) and the LPN 4 wi'Jl 
bse,:ve medication adml.nistration of 
ill clients in PAT A quarterly and 
poradically and do spot checks to 

!Ilake sure n~rses follow Nursing 
'rqcedi:re I-F.6a and r_eport to :RN4. 

. 
"arget Cm,npletion Date: 5/14/14 

' 'erson Responsible: RN 4 . 

·• 
W424 • • ,\Jon-b~eakable plastic mirrors were 

nstalled in the bath.rooms and secured 
o the wall on liouse. The issue.of . 
bathrooms having all necessary • 
components (mirrors, toilet paper, 

. etc.) will be included in a new QI 

. Rigbts/R~strlctions checklist. '11tls 
::hecklist will be completed by QI staff 
r.uid fue results of these observations 
~ven to the PAT A Dil:ector for • • 
appropriatefollowup. • 

. rarget Completion Da~: 5/14114-. ' . 

• Person Responsible: 
PAT A Director 
~I Dlre.ctor 

, •· 
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W. 424 Continued From page 21 .. 

Observation of unit -evealed both resident 
l;l~throoms failed to have mirrors. 

, lntervlew of stall revealed Resident #20 had 
ingested some glass aner breaking a picture 
(rame. In response lo safety concerns for 
R.esldent #20, all glass items were immediately 
removed from area, including the bathroom 
mirrors. , • • 
lntervlew of Staff G acknowledged there had 
been discussion regardfng'balhroom mirror 
replaoementand the best way to offer a re;fleotive 
mirror 1ype device that would not place Resident • 
#2D at risk if he were lo break er Ingest the frame 
or glass, Staff G revealed they hacl not yet 
d,:,termlned how or wllen U1a·b11throom mirrors 
woulil ~ replaced. 

·, Revlel)' of facility Incident Rep0l'f (02/08/14) 
revealed bathroom mirrors were removed on 
02/08/14.' The fac!Hty failed to provide bathroom 
mirrors for five weeks,. 

W 441 483.470(l)(1) .~ACUATl'?N DRILLS 

The facility must hold evaouallon drills under 
varied condilfons. 

Thfs STANDARD Is n~t met as evidenced b_y; 
. Based on record reviews and interviews, lhii • 
faoility fallad to erisure evacuation drill !fines and 
evacuation routes varied during evacuation drills 
for all units. •This !allure plac~q reslda~ts at risk of . 
harm should an emergency occur that . 
necessitates eyacuatlon. , 

Findings include: 

RM CMS-2557(02-98} Pl"JvfOUS Verr.lM!. Obsoteto Evonl ID:DRKY11 

B . .WING 

ID 
PREFIX 

'TI\G 

• Sf!lEE' AODRf<Sll, C!JY, STA'rE, 21P CODE 

• 1523016TH NORlHE!AST P 

SISAlTLE,WA 98!55 

QS/14/2014 

PROVIDER'SPLAWOFCORREOTION {)<6) 
(EACH CORAEOTIVEAOTJON SHOIJU> BE OOMPI.E!lON 

CROSS-RSFEREt.'CEP TO rnaAPPROPRIATii DATE • 
' DEFIOIENOY) ,_ 

.. . 
W424 

W441 
F,ire evacuation drills will be conducte; 
at.varied times. Some drills wlll be • 
conducted on the weekends to include 
clients who may be ·at school or week 
during the work week to accommodate 
this requirement. Evacuation routes 
will be varied by indicating to staff tl}e 
location of the practice fire and . 
changing the locat;lon of the practice 

. fire each drill • 
., 
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{ 

DJ;:PARTMENT OF HEALTH AND HU~A~ SERVICES 
CENTERS FOR MEDICARE & MEDICAlu SERVICES 

( 
• ~•.TEMENT OF DEFICIEiiGIES 

PUIN OF CORRECTIDN 
(X1) PROVIDER/SUPPLlER/OUA 
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PRE;FIX 
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W 441 Continued. from page 22 

All record reviews and interviews occurred 
beiween 03/10/14 and 03/14114 unless otherwise 
specified. ' 

Review of facility 2013 Fire Drill Schedule 
revealed quarterly drill times for 2nd shift were 
perforfl)ed·wlthin·the same two hour time frame 

• on units 301/302, 303/304, .305/306, 307 /308, , 
311/312, 313/314,.316/316, 317/318," and • 
319/320. Quarterly drlll times for 3nd shift were 
performed within the same two hour time frame 
on 301/302, 303/304, 305/305, 311'/312, 3131314, 
315/316 and 317/318. " 
Interview of Staff K revealed daytime shHt fire 
drills w'ere planned around resident Active 

• Treatment Program schedu)es and· staff 
availability. Staff K'acl<nowledgecfdrm limes were 
not varied to Include "different times-of the day 
and for the 2nd and 3rd shift. ' 
Review of AII-Hazards.operaticins Plan Drill 
Forms for 2013 revealed houses 303/304, 
305/306, 307/308, and 309/310 (317/318) all 
practiced full evacuations out the patio door and 
had.no variation with evacuation routes. 
Interview of Siaff K revealed each house has 7 
poiential exits. During fb'e drllls Staff K provi~es a 
mock fire.sliuatlon for each house and· • 
• acknowledged that based on these.mock 
siiuallom-rthe houses would naturally exit out the 
back patio. stair K acltriowledged the mock 

, situations did no\ allow a practice opportunity for • . 
. • staff and ~esidents to vruylhe•.evacuati□n routes. ' 

W 445 483.470(Q(2)(l) EVACUATION Df!ILLS . . . . . 
The facility must actually evacuate clients during 
at least on_e drill each year on each s~ilt. 

Evont ICY.ORK\'11 
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FORM APPROVED 
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• COMPLETED 
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03/14/2014 
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CROSS-REF5RENCED TO TI-lEAPPROPRIATE Dl<TI! 
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W 4.41 TheQualityimprovement Director wii . 
review all fir~ ew,cuation d.ri\I 
paperwork on a monthly basis to assun 
that all requirements of~ d;ill have 
b'een met The Safety Officer will teach 
the staff initiating the drill about the 
various requirements. of the dJ;ill if it is 
not initiated by the Safety Ol;ficer. 

Target Completion Date:,5/14/14 
· Person Responsible: 

Safety Officer and 
J:lirector of Quality Improvement 

W 445 A full evacuation drill will be s~h~duled 
to be conducted on the night (NOC) 
shift during the wanner weat4er of the 
summer mqnths so as to .not"put clie,n.ts 

Facllity ID:WA630 If continuation sheet Page 23 of 3B 
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W 445 Continued From page 23 . 

This STANDARD Is not met as evidenced by: 
Based on interviews-the facflityfalled to.evacuate 

·residents during.at least one c[rlll each year on 
• each shift,(3rd shift -overnight) during 2013. This 

failure placed residents at risk of hann from 
potential entrapment if an emergency should 

. occur that necessitate,s evacuation during the 3rd 
~~ . • 

Findlnl)S incl!,lde: 

All interviews occurred between 03/10/14and 
03/14/14 unle~s otherwise specified.· 

Interview of Staff K revealed there had been no 
actual evacuation drills done during the 3rd shift 
( overnight) •for any of the units during the past 12. 
months. . ... 

W 447 483.4700)(2)0ii) EVAC[!ATION DRl~LS 

The facility· must file a report and evaluation on 
each evacuation drill. 

This STANDARD Is not mE!t as evidenced by: 
Based on record·reviews and interviews, the 

facility-failed to file an accurate report and 
evaluation of each evacuation fire drill, This 
failure placed residents at risk 'al harm from 
potential entrapment if an emergency should 
occur-that necessitates evacuation and caused 
faclllty to be unaware of problems which m lght 
arise during a fire drill. • • 

1RM CMS02567(0Z..99} Prevlous Verslons Obsolete Event ID;DAKY11 
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PROVIDER'S PLAN OF CORREOTION 
(AACH CORRECTIVE ACTION SHOULD BE 

OROSS-REFEAENOEP TO THE APPROPRIATE 
DEFICIENCY) 

at risk of exposure to the cold and raiu, 
A plan for neighboring houses and the. 
duty office to assist the hoine that is 
conducting the drill will be 
implemented for supervision of the 

• clients once they have been physically 
evacuated, 
The Quality Improyement Director 
will.review all fire evacuation drill 

, paperwork ~n a monthly basis to 
assure that an evacuation drill occurs 
on night shift during the ·calendar year, 

Target Completion Date: 5/14/14 
Person_Respo.nsible: 
Safety Officer and 
Director of Quality·I:mproveme,nt 

W 447 Thi! Fire Drill fol;'fil has been revised to 
allow for indicating whether there was 
a full'evacuation, a partial evacuation 
or no evacuation. Tlie p.~rson 
conducting the-drill and completing. 
~e J:onn:willindicate reason for not 
evacuating. A co=ent section will 
also b'e added so that additional 
infonnation may be added to the form. 
A situation will be developed for each. 
drill and which exits are used. Exits 
wilJ. be varied throughout ~e yearto • 
meet-this. requirement. 

(XS) 
COMPLETION 

DATE 
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W 447 .Continued From page 24 
Findings include; 

AU r.ecord reviews and interviews occurred 
between 03/10/14 and 03/14i'14 unless otherwise 
speottied. • 

·'Record Review revealed each of \he 18 units (9· 
houses) had four quarterly lire drills during 2013. 

Interview of Staff K revealed at the time of each 
arm a designated stalf-typica\\y the safety officer 
(staff K) or. deslgnaleil Duty Officer (3rd shift) 
observes the drm, completes an All-Hazards 
OperaUons Plan Dlill form and identilles any 
• problems or corrective actions b~sed on the 
putcorne of the drill. ·' ,; 

Review of the{ All-Hazards Operations ·P.lan Drill 
form revealed the form was incotrecUy completed 
by staff and staff failed to Include accurate·. 
information which would allow the opportunilyto 

• identify problems. 

Examples included-as follows: 

Drill Evacuations: The fo'rm included a section 
. showing " exit used ' . In regards lo the drill 
evacuation extt. Th!J sec,tion had been completed 
by staff however staff did not distinguish between 
a mock evacuation and actual evacuation, e.g., 
A!I-Haiardp Operations Plan Drill form dated 

• 9/18/13 NOC shift Unit 301/302 revealed 
evacuation exit used was back pallo. lotervie.w of 
Staff K revealed this evacuation was a mock 
evacuation, no\ an actual evacuation, even 
\hough it was documented \hat the back patio 
was used as §In exit. staff K acknowledged when 
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W447 Actual tjme taken to evacuate will be 
provided during the full evacua'tion ,. 
drill. No time to evacuate will be docu- . 
me.rited at other fue·drills. 
C,omments from staff related. to the . • 
Fire Drill will be recorded on the Fire • 
Drill form. Any issues identified will b, 
resolved in a timely manner.· 
The Quality Improvement Director 
will review all fire evacuation drill 
paperwork on a monthly basis to 
assure that-all requirements of the dril 

. have been met The Safety Officer will . 
teach the staff initiating the drill about 
the various requirements of the 
documentation of the drill if.it is not 
initiated by the Safety Officer .. 

. Target Completion Date: 5/14/14 
Per son Responsible: 

. Safety Officer and - . 
Director of Quality Improvement 

. ,. 

(X6) 
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W 447 Continued Frcm page 25 
reviewing !lie form It would ,be difficult for anyone 
but him to know if the evacuauon driil was a mock 
versus an actual evacuation. 

Time to Evacuate: Review of documentation 
revealed.all evacuations ranged between one and 
three minutes, e.g., All-Hazards OperaUons Plan 
Drill form dated 3/20/13 NOC shift Unit 803/304 
revealed time to evacuate·16 cllents'.with 3 s!l:!f! 
at 04:06AM was 1 minute. However interview of· 
Slaff K revealed this drill was e mock evacuation, 
not an actual evacuation, so the iime listed was 
based on how long staff believed it-w6uld t1:1ke to· 
evacuate residents rather than an accurate 
evacuation time. .. 

.. 
Incomplete in!onnation; Review of documentation 
revealed during·!he course of the year, several 
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DATE 

sections of the All-Hazards Operations Pli;m Drill , 
form had been left blank. This included fire drm 
time, name of the person completing the form, 
prqblems e~countered, and inspection- of portable 
fire extinguishers, . 

Staff K acknowledged at times he failed 10· review 
the form to ensure Its completion. He also • 
acknowledged as part of his Job.he should review. 
and .sign all forms which had been completed by • 
ano\per staff and agreed he had not consistently 
done this. 

Based on the lnaccµracies and lncorripJeteness of 
documentation on the Ali-Hazards Operations . 
Plan Drill .form one.would be unable to accurately 
evaluat!') and determine if any problems occurred 
during a drill/evacuation. 

W 454 483.470(1)(1) INFECTION CONTROL 

ORM CMS-2ei67(02-99)·Pravlous Versions Obsolete Evant JD:DRKY11 

W 454 The plastic scoop that was used for 
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Continued FtQm page 26 • 
The facility must provide a sanitary environment 
to avoid sources and transmission of ln!eotions. 

This STANDARD Is not met as evldencecl by: 
' \3ased on obserwlions and lnterviawi,, 1he fa~llity 
failed to provide a sanitary environment that was 
free from items and areas cootaminale\i ~itll 
urine for 1 of 13 sampled residems (Resident ff5) 
and 6 of 21 exPanded sampled residen\S 
(Resident #19, i/20, 1121 #22, i/23 and #24). Tl)is 

, fal!ura placed residents et risk of belng exposed 
to unsanilaiy oondiUons Wlllqh could oause·hesllh 
risks. 

Findings \no!ude: 

All observations and lnle(Views occurred between 
03/09/14 and 03/14114 unless otherwise 
_spec Ill ed. 

. Observation of resident bathroom in Unlt M 
. revealed two plastio scoop-_like Items placed on 

bottom panel of the cabinet, unctemeath 
bathroom sink. • 
Interview of staff revealed the plastlo llems were 
used as a urine shield when Resident #19 was on 
the toilet. staff explained Resident #19 had a 
medical .condition Which caused him to 
Inadvertently spray urine when seamd on the 
toilet. Resldenti/19 wm plaoe.µie plasUo sli!eld 
over ,his penis when .sitting on toilet In order to • 
divert the urine bapk into Iha toUet. 
Interview of slalf revealed after use, Resident #19 
would rinse the plastlo ehleld In !he balhroom sink 
and place the plat!tlo shield under sink on bottom 
panel of the cabinet Staff revealed lhere is no 
system in place requiring Resident #19, or shlff, 
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W454 resident #19 was elim.inateq as he was 
able to be taught to use the toilet 
appropriately Without the scoop. 
A question about correct sanitization 
processes will be added to the new QI 
Rights/Restrictions checklist. This 
checklist w.il.1 be completed by QI 
staff and the results of these . 

. observations given to the 'f! AT A· 
J?lrector for ap~ropriate follo-wup. 

Target Completion Date: 5/14(14 
Person :Responsible: • 
PAT A Director 
QI Director. 

. (X'1 
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DATE 
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Continued From page 27' 
to sanitize the plasllc shield, sink !:Ind countertop 
and bathroom cupboard a'fter use of the plastic 
shield. 
483.470(Q{1) INFECTION CONTROL 

There must be an active program for the 
prevention, control, and investigation .of Infection 
and communicable diseases. 

This STANDARD is not met as evidenced by: 
Based on observation and Interviews, the facility 

failed to observe lnfecllon control practices when 
storing and charging electric razors for residents 
in 1 of 18 units (Unit 808), This failure placed 
residents at-·risk for illness from cross 
cont am !nation, 

Findings include: 

All observations and Interviews occurrei;l between 
03/oa-'14 and 03/14/14.unless otherwise 
specified. • 

Observation of Unit 308 on 03/09/14 revealed six 
resident razors co-mingling in a small plastic • 
container in dayroom cabinet. Observation of Unit _. 
308 on 03/11/14 revealei:I five residents' razors 
being recharged and co-mingling In a small 
plastic cpntainer in cabinet of television stand 
located in the day room. 

Interview of staff revealed razors are should be 
stored in iesldents ' individual hygiene 
containers, however )I/hen being charged they are 

!ORM CMS·25~7(02,.99} Previous Vernfons Obsolete EventlD:DRKV11 
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W454. 

W455 The Attendant Counselqr Manager has 
given writt~ expectations for the 
correct storage of client razors: The . 
razors for cli;mts living on 307 /308 are 
now stored in the client's bedrooms, 
Proper storage of cllei'it razors will be 
added tci th~ Unit Checklists to ensure 
that razors are not stored together, The 
checklists will be monitored by the 
Attendant Coun.selor Manager. In 
addition, a member of the QI staff will 
check on proper ·storage of razors iii 
addition to other practices that may be 
interpreted.as an infection control 
issue as part of a ran.dom checlc on 
PAT A houses. The QI checklist will 
be given to.the PAT kDirector for 
~ollowup when issues have been found. 

Target.Completion Date: 5/14/14 

:\'erson Responsible: 
AC Manage~.£9,.l}ouse 30~/308 
PAT 4 Director 
Director of Quzjity Improvement 

·-. '' :\• . 
.. 
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Continued From page 28 •. 
co-mingled in the plastic contaln~r,. , . 
483.480(a){1) FOOD AND NUTRITION 
SERVICES •· 

Each client must receive a nourishing, 
well-balari.ced diet including modified and 
speclally-pre13cribed diets: 

This STANDARD is·not met as evidenced by: 
Based on obseivations, inteiviews and record 
reviews, the lacllity failed to follow dining • 
guidelines for 2 of 13 sampled residents 
(Resident #4 and 7) and 2 oi 21 expanded 
sampled residents {Resident #25 & 26). This 
iailure caused residents to be served food that 
was not suit,ible size or texture for their eating 
.and swallowing ability, placing residents at risk of 
harm of ch".l<lng and/or aspiration. 

Findings include: 
.. · 

All observations, ihteiviews, and record reviews 
were completed on 03/10/14 through 03/14/14 
unless otherwise specified. 

Resident #4:· . . 
.Review of Resident #4 ' s dining guidelines 
revealed resident has mild oral dysphagia wilh 
open mouth· carriage and reduced oral motor 
skills. He takes food, eats a.nil drinks large 
amounts rapidly especially.with favored foods. He 
is at moderate risk for choking and aspiration, • 
Adaptive equipment included using a straw !or 
slow drinking. Management during meals 
Included reminding him to put hls folk/spoon 
down between bites and wait ii he started to eat 
too fas\; use gestures, p~ical prompts to slow 
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W460 Dietary D~partment will assure .that . 
food is cut up into small, manageable 
bite size pieces fur those clients with a 
Nutritibnal Management Plan . 
requiring small pieces, offood. The 
Occupatio)i-al Therapist will proviqe a 
template to the Food Service Manager 
and Attendant Counselor Managers 
showing the .approppate size the food 
should be cut, as well as healthy servi)l 
size. The Food. Service Manager will iD 
turn provide this information to l:he 
Dietary staff. Attendant CowJ;s~lor 
Managers will post the template 
diagram in dining rooms for Atteildan 
Counselors to refer to: 
All Nutritional ManagementP!an,s wjll 
be reviewed and updated as needed, 
starting with the three homes in which • 

(><5) 
COMPLETION: 

.oAll=· 

the sample residents live. The ' 
Occupational Therapist will in;servke 
.Attendant Co~selors on cutting food 
into manageable bite size pieces. 
Attendant Counselors have been 
directed to cut food to manageable ~itt 

,. size pieces when food is,not offered 
pnf-cut. ·The Attenchuit Counselor 
Manager will work closelywith the 
0/::cupational Therapist and Sp~ech 
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W 460 Continued From page 29· 
his rate of in-take down. Feeding guidelines 
included small bites of food/drink. Staff were )o 
make sure food was cut up Into bite size pieces,. 
Including. bread. Provide small am punts of liquids 
to reduce rate of .drinl<lng. 
Observation of breakfast on 03/10/14 revealed 
Resioent #4 was given Whole chicken nuggets. 
Resident #4 grabbed lhe pitcher of waler and • 
proceeded to fill up his watarglass as he drank 
through his straw while conUnulng,to fill glass with 
water. Resident was able io drink half.of the 
pitcher of water before staff entered the diping 
area and Intervened. During this meal time staff 
failed to cut food, prompt resident to slow his rate 
of food and drink Intake and provide small 
amounts of liquid as directed on _dining guidelines 
Observation of dinner on 03/12/.14 revealed 
Resident #4 was given whole chicken nuggets 
an,! tater tots (some mashed and some left 
whole). Resident was provided a glass of juice 
and 3 - ½ pint containers which Included skim 
milk, 1% mllk and chocolate milk. Resident was 
able to place one to two whole chicken nuggets In 
mouth arid several tator tots, iinishing meal within 
2 minutes. Resident was able to drink all 
beverages Within one minute, falling tci use-a 
straw. During this meal time staff failed tci cut 
food, proinpt resident to slow his.rate of food and 

. drink intake, provide small amounts of liquid and. 
provide a straw as directed on dining guidelines. 

Resident #7: . 
Review of Resident #7 dining guideITnes revealed 
resident has mild oral dysphagia with reduced . 
chewing and tongue mobility and.pocketing. She 
eats and drinks with some spillage. She tends to 
take multiple bjtes before swallowing the previous 
bite. She is al mild to moderate risk for cl)oking 
and aspiration. During the m!lal staff are to cut all 
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, W460 Therapist to assure that the Attendant 
Counselors have been trained on the 
d.iJ;rlng scenario and have a clear 
understanding on how to safely ., 

\ 

supervise.meals. • • 
A Meal Observation form will b~ used 
as a monitoring tool and has been 
revised to include the above topics. 
Copies of completed Meal'Ob~ervatior 
forms will be given·to the DDAl and 
Attendant-Cqunseior Managers for 
review. Attendant Counselors will
sign a training form indicating they 
have been trained and understand the 
above issues. 

Target Completion Date: 5/14/14 
Person Responsible: 
PAT A Director 
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W 460 Continued From page 30 
food to smali bite size pieces, Cue her to ohew 
and swallow food ·In her mouth. Avoid puttlng too 
much. food on her plate. • 
Review of Employee In-service Outline on Boals 

•• • for Feeding revealed bite size.piec69:~are ¼ inch 
or approximately the size of yourlhumbnaH. 
Observafion on 03/12/14 reve·aled staff au\ 
Turkey Wrap Hot dog into approximately 1 to 1 ¼ 
inch pieces. Resident l/7 was· observed taking 
huge bites. During this meal tlm·e staff_falled to 
cul food lo.appropriate bile size pieces and failed 

. to cue resident:during mealtime as directed pn 
dining .guidelines. _ 

Resident lf-25: 
Record review revealed Resident.#25 was on a 
1600-1800 calorie Dysptiagla Advanced Diet With 
thin liquids. She had. a Plinlcal Swallow evaluation 
on 12/10/13 lhat·demonstrated she had oral 
motor problems including limited chewing, 

•• chewing with mouth Open, rap1d _eating, pocketing • 
food, and stealing t.ood. staff were,to provide. 
enhanced dining with verbal.and physical cues to • 
slow the rate of eating. Staff Were to make sure 
that food was cut up into bite size pieces 

• including bread She Was to have all her food cut 
up includ)ng canned fruit to }!I Inch size. Food wa~ 
t9 be moistened with broth and she was to avoid 
sticky textures and to aliernate· Jlqutds with food. 
Observation on 03!1'1/14 at dinner revealed 
Resldent.l/26 grabbed 2 unmolstened ·bread rolls 
and:quickly which she pJaced l_n hermoµth. 
During this meal time s)11ff failed to provic!e a 
dysphagia advanced diet as directed on dining 
guidelines. . . 
Interview.with Staff D revealed she was aware 
she had forgotte11 lo cut up and moiste_n Resident 
#25 ' s bread before she ate it. 
Resident #26; • ·• • 
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Record review revealed Resident 1126 w'as G 
-Dysphagia Mechanical Diet with lhin liquids. She 
had a Cll_nioal Swallow evaluation Cln 03/13/13 
that demonstrated moderate oral pharyngeal . 
:dysphagia with her having missing teeth, low 

.. tone, spillage, reduced tongue mobility with some 
thrusting, dl:lCfeased lip seal on a cup, and 
uncoilrdimiteti delayed swallow, She takes large 
bites and eats 'rapidly and is distractlole and 
vocallzes during meals and is a high risk for 
cho~jng. Staff were to cue her to take small bites 
and all food_ was to be cut into bite sized pieces 
including bread ., 
Observation during dinner meal on 03/ 11/14 • 

W471 

revealed Resident 1126 was served French fries 
which were not ori her diet and were not cut into 
the bite size pieces. During this meal time staff· 
failed provide a.dysphagia mechanical diet as 
directed on dining guidelines. 
483.480(b)(1)(ii} MEAL SERVICES 

Each client must receive meals with not less·ihan 
10 hours between breakfast arid the evening 
meal of the same day, except as provided under 
paragraph {b)(1)(i) of this section. 

This STANDARD' Is not met as evidenced by:· 
Based on observafions, interviews and record 

reviews, the facility faTI13d lo ensure that 1 of 13 
• sampled residents ,(Resident #13) and 3 of 21 

expanded sampled residents (Resident #16, 25 
and 29) received_ the correct portion size for the 
diet prescribed. This failure placed residents at 
risk of receiving incorrect portions for diets 
prescribed, potentially causirg a bhar'ige in their 
overall health status.· 
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hours between breakfast and,the evenin 

. meal of the same qay but recognizes 
that the· current yersion of Appendix J 
incorrectly lists the facility practice for 
W 472, which is the appropriate 
quantity of food, under W 471. 
N: ew serving spoons have been ordered 
that will indicate the ounces of the food 
Staff will be taught how to use the. 
spoons to measure the required a.rn'.oun 
for each client. Clients who have no . 
dietary restrictions related tq portions 
will be allowed to have more food' after 
the initial serving is eaten. 
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Findings include: 

• All observations, Interviews, and record reviews 
were completed on ·03/1 Of141hrough 03/14/14 
unless otherwise specified. • • 
Observation revealed the facility main kitchen 

• sends a diet slip.with each meal which directs 
staff as to por\lon siws prescribed by dietician. 
·Observation of U11it 320 revealed staff assisting 
residents with serving unmeasured food portions 
(using lffi extra-large fl!Jt serving spoon) and 
falling to follow diet slip for dinner meal on 
0~/11/14. 
Resident #13: 
Review of dietary record revealed lhatResldent 
#13 was on a 1200 calorie, high fiber, and 
dysphagia mechanical diet due 1o decreased 
mobility. . • . 
Observation on 03/11/14 of dinner meal revealed . 
Resident #13 received several exlia-large .- •. 
spoonful • s for the pureed turkey pol pie, one 
extra-large spoonful· of-biscuit (pudding • 
consistency), one extra-large spoonful of ground 
peas and carrots and two extra-large spoonf~l 's ' • 
of pureed bananas and oranges. When r~ident 
had completed her meal she l]ad seconds on t!ie' 
turkey pot pie.and fniiL 
Review of Resident 1113 ' s dietary slip that came 
from the kitchen revealed !hat resident was to 
receive ¼ cup of pureed turkey pot pie; 1 biscuit, 
14 cup ground peas and carrots and a 1,4 cup .of 
pureed bananas and oranges; 
Resident #16: • 
Review of dietary record revealed that Resident . 
#16.was on a Dysphagia, high fiber mechanical • 
•diet with nectar thick liquids. 
Observation on 03/11/14 of dinner meal revealed . 
Resident #16-rem,,lved one and a half extra-laro.e 
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W 471 In order to assure that clients receive 
the correct porj:fon_pffood, staff may 
have f.o spoon out the correct amount· 
of food for some clients who life not 
al:>le to correctly spoon out the . 
identified amount of food. The client 
can then assist with the remaining part 

• of serving the meal. , 
Attendant Counselor-Managers (ACM 
will conduct meal obs~tions and 
check to see if strut are providing the 

• correct amount offood and provide 
, ~ediate feedback tq staff. Duty offic, 

staff will also conduct observations· and 
provide infurn1ation to the ACMs on 
t\le obserntion. 
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spoqnful' s of pureed turkey pot pie, one 
extra-large spoonful of biscuit, one extra-large 
spoonful of peas arid carrots and one extra-large 
spoonful of bananas and .oranges. 
Review of Resident #16 ' s dlelaiy.sllp that oame 
from the kitchen revealed that resident was to 
receive. 1 cup of pureed turkey pot pie, 1 biscuit, • 
¼ cup ground peas and carrots, and ¼ ccip 
pureed bananas and oranges .. 
ResidenU/25: • 
Review of dietary record revealed that Resident 
#25 was on ·a 1600-1800 calorle.Dysphag1~, 
Advanced diet • 
Observation on 03/11/14 of dinner meal revealed 
Resident #25 received two. extra-large spoonful ' 
s of pureed turkey pot pie, two biscuits and one 
extra-large spoonful cif pureed p~as and carrots. 
Review of Resident 1125 ' s dietary slip that came 
from the kitchen revealed that resident was to 
receive 1 cup of pureed turkey pot pie, 1 biscuit, 
¼ cup pureed peas and carrots, and ¼ cup 
pureed bananas and oranges. ,. 
Resident #29: 
Review of dietary record.revealed that Resident 
#29 was on a Dysphagia, mechanical diet, high 
fiber, lliabetic diet, mechanical.. •. 
Observation on 03/11/14 of dinner meal revealed 
Resident #29 received two extra-large spoonfuls 
of turkey pot ~le, one and a half extra spoonful ' s 
of pureed biscuit, two extra-large spoonful ' s ' of 
P,eas and carrots and an individualized dessert 
frorn the kitchen !hat was .already dished up. 
Review of R11sident #29 ' s dietary slip that came 
from the kltchen revealed that resident was to 
receive 1 cup of pureed turkey pot pie; 1 biscuit, 

. ¼ cup ground peas and carrots, and ¼ cup 
pureed !)ananas and oranges. . . 
Interview of Staff H, Staff I, and Staff J revealed 

• 'they had worked with residents ·anct knew how 
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Continued From page 34 
much·tood each resident was to have and did not 
always use diet slips. However Slaff D stated they 
did not have measuring utensils to measure lhe 
correct amount offood, • ••. • 
Staff H, Slaff I and Staff J stated·they do 
encourage residents to serve themselves, 
liowever.without measuring utensils il·I~ difficult 
to gauge the accurate measurement of food 
portions. 
483.480(d){4) DINING AREAS AND SERVICE 

The facility inrn;t supervise and staff dining rooms 
ad!'quately. 

This STANQARD Is not met as evidenced by; 
Observation and record reviews rev~a\ed the 

laciltty failed to ensure 1 of 18 sampled residents 
(Resident #4-) and 1 of 21 expanded sampled 
residents (flesident #25) were adequately 
supervise.d and received needed interventions 
d~ring meals. "this failure placed residents at risk 
of compromised health Including cho~ing ·and • 
or/aspiration. 

Findings include: 

All observations and record reviews were 
completed on 03/10/14 ihraugh 03/14114 unless 

. otherwise speoifiea. • • • 

Resident #4: 
Review of Resident #4' s dining guidelines 
revealed resident had mild oral dysphagla•wllh 
open mouth carriage and reduced oral motor 
skills. He takes food, eats and dr\nks large . 
amounts rapidly especially With favored foods. He 
Is atm~derate risk for choking and aspiration. 
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Dietary Department w!ll assure that 
food js cut.up into ~mall, m~eable 
bite size pieces for ·those clients with a 
Nutritional Management Plan 
requiring small pieces o'f food. The 
Occupational Therapist will provide a 
template to the Food Service Manager 
and Attendant Counselor Managers, 
showing the appropriate size ~ood 

, should be cut, as well as he!!1thy 
serving size. The Food Servi.ce 
Manager will in turn provide this 
information to the Dietary still .. 
Attendant Counselor Managers will 
-post the template diagram in dining· 
rocims fm; Attenda!i.n'.:ounselors to 
refer to .. 
~ NutritionitlManagement Plans will 
be ,reviewed and updated as needed • • 
starting with the three homes in which 
the sample residents live. Th~. 
• Occupational Therapist will )n-servke 
Attendant Counselors on cutting food 
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Adaptive equipment Included-using a straw for 
slow drinking. Management during meals 
Included reminding him to put his fork/spoon 
down between bites and wait if he started to eat 
too fast; use gestures, physical prompts to slow 
his rate of In-take down. Feeding giJ!dellnes " 
included small biles of food/drink. Provide small 
amounts of •liquids to redu_ca rate of drinking.. • 

• Observation of breakfast on 03/10/14 revealed 
Resident #4 was given whole·chicken. nuggets. 
Staff did.not cut food as directed on dining -

· guidelines. Resident was left unsupervised.and , 
placed one to tw.o whole chicken nuggets in 
mouth. Resident;#4 then grabbed the pitcher of 

. water and proceeded to !Ill up his Wa\er glass as 
he dran.k through ·111s straw While continuing to fill 
glass witll water. Resident was able to drink half 
of the pitcher of wafer before stat( entered the 
dining area and intervened. Resident was left 
unsupervised:at dining table fbr 7 minutes. 
Observation of dinner ·on 03/12/14 revealed. 
Resident #4 was given whole chicken nuggets 
which staff failed to cut)nto bite slie portJons, and 
tator tots (some mashed and some left whole). " 
Resident was also provided a glass of juice and 3 
:,¼ pint containers which included skim milk, 1% 
milk and chocolate miik. Resident was left 
unsupervised at dining table for 5-7 minutes and 
during that time he was able to place 1-2 whol<, 
chicken nuggets ln hi~ mouth. Resident ate his 
entire meal in fess than 2 minutes. Resident was 
able to drink all beverages within one-minute, 
faUing to us11 a straw. 
Resident #25: , . 
Record review revealed Resident #25-was on a 
1600-1800 calorie Dysphagla Advanced Diet with 
thin liquids. She bad a Clinlca! Swallow .evaluatlon 
on 12/11/13 completed by Speech Language 
Pathologist. Resident #25 ·demonstrated oral 
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W 485 • to manageable bite si~e pieces. 

... 

Attendant Counselors have been 
directed to cut fooct to manageable bit, 
size·pieces when food is not offer:ed 

. pre-cut. The Attendant Counselor . 
Manager will work closely with the • • 
Occupational T!i.erapist and Speech 
Therapist to assure that the Attendant 
CouI\selors have been trained on the 
dining scenario and have a clear 
understanding on how to safely •• 
supervise meals . 
A Meal Observation form will be used 
as a monitoring tool-and b;s heen. 
revised to include the above topics, . • 
Copies of completed Meal Observatior 
forms' will be given to the DD Al and 
A,ttendant Counselor Mcinagers for 
review. ,Attendant Counselors will 
sign a training form indicating they 
have been trained and understand 
above issues. 
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motor problems Including limited chewing, 
chewing with mouth operi, rapid ea,tlng, pocketing 
food, and stealing food. Staff were.to provide 
enhanced dining with verbal and phy~lcal cues lo 
slow .the rate of eating. Staff Instructions for , 
Resident #25 ' s f'BSP (1~10/13) • revealed staff 
need to be next to resldentduring the entire 
·meal. Staff were to provide Verbal/physical cues 
to slow her rate of eating and 16 remind resider'll 
to. swallow before taking the next bite; She i~ to . 
be ·encouraged to place her fork qown, and drink 
a few sips of water throughout the nieal. 
Observation on 03/11114 at dinner.revealed two , 

, staff sitting with two 1:1 supervised r!'lsldents, one 
staff member serving the residents 'and one staff 
member supervising six residents at the table. 
During this me1;1fAesident l/25 grabbed 2 bread 
rolls which she quickly placed in h~r mouth one·,at 
a time while staff member assisted another 
resident. Staff falled to notice resident grab the 
bread rolls and failed to intervene. 

W 4;88 483.480(d)(4} DINING AF.lEAS AND SERVICE 
' 

The fac,mty must assure that'each client eatE; In a 
manner consistent with his or her developmental 
·1evel. ' • • 

This STANDARD is not met as evidenced by; 
Based on observations, record reviews and 

interviews, the facllity failed-to, ensure each 
resident was provided an opportunity to promote 
independence wilh !heir dining experience.on 6 of 
18 units (Unit 307/308, 315/316 and 319/320). 
This failure did n<>tallow rasidents,the opportunity 
for skill development. . 

Findings include: 
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'' 

W 488 All PAT A staff providing support to 
client meals (AC and ATS staff) yvill be. 
provided training on allowing for clien 
learn,ing and independence during 
meals. The ou+y exception will be the 
dishing oui: of portiol)s for clients who 
aren't able to learn this skill. 
Atl:endant~ounselor Managers (ACM , 
Habilitation Plan Administrators 
(HP A) and the Developmental 
Disabilities Administrator 1 (DDA 1) 
will conduct meal observations and 

• • l 

monitor for the promotion of 
indepei:idence. I=ediate feedback 
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All observatio.ris, record reviewi, and interviews 
were compleied on 03/10/14 through 03/14/14 
unless otherwise specified. 

Observation at 06:45 am on 03/10/14 of unit 308 
and 3:30 pm on 03/12/14 of Units 307/308 dining 

. room revealed staff had set tables with napkins, 
drinking cups/glasses, and utensils. . . 
Observation at 06:30 am ·on 03/10/14 of Unit 
315/316 dining rooms revealed staff _had set the 
tables with drinking cups, utensils _and napkins. 
Observation at 5:00 am on 03/10/14 of Unit 
319/320' s dining rooms revealed tables were set 
witti dlcem (a mat that keeps pla\e from sliding on 
table), napkins, drinking cups/glasses, utensils, 
clothing proteqtors, and condiments, Plates were 
on the side table near the crackpots. 
Interview with Slaff D revealed staff set the tables 
tor every meal: The AG staff In charge of the 
meals were assigned duties to ensure the tables 
were set with everything excep\Jhe P,lates cir 
bowls. When asked why staff were setting tables 
Staff D stated this was the way· It had always 
been done. .,' 
Staff H stated during lnt.erview on 03/12/14 she 
does try to nave residents assist setting the table, 
however either they refuse or when they are. in 
dining room they wantto eat right away and It Is 
difficultfor staff to get the meal ready in lime. 
Repord review revealed that per unit and Active 

• Treatment Program Guidelines residents are to 
pick up their place settings (as able), find a seat 
at the table (as able) and serve themselves from 
bowls -0r trays with staff taking time to individually 
offer choices. 
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STATE OF WAaHINGTON 
DEPARTMENT OF SOCIAL ANb HEI\LTH SERVICES 
ALTSA, RCS, ICF/11D,Survey &•Certific;~tion Program 

• PO Box 4560il, Olympia; WA 98504-5600 
' . . • , ' 

Maya, 2013 
CERTIFIED MAIL (7007 1490 0003 4201 3438) 

Asha Singh, Superintendent 
Fircrest School PAT A • ' 
15230 • 15th Avenue NE. 
Shoreline, Washington 981~.5 • 

RE: • Hecertificatiqn Survey • 
4/13/2013 ... 4/17/2013 

Dear Dr. •Singh: 

,, 
' 

From April 1·3, 2013 through April 17, 2013, ICFIIID survey sfaffrrorrt the Residential Care 
Services (RCS) Division ofAgjnQ anc;l Long-Term Suppor!;Administi:ation (ALTSA},conducted a 
re~ertification •survey at your .facilify to determine compliance with Federal requirements for 
ICF/11D faciliiies particiRating in the Medicaid ·program. Tl')e CMS 2567 Stateinenl'i:1f 
Deficiencie~ for· the recertification survey is enclosed. . , • 

~ . . 

Plan of Correction CPOCJ 
"i •. ' •' ,· • ' 

You must detail a'POC on the enclosed original CMS 2567 fortnfoF,all deficiencies. YourPOC 
must at minimum address each of ti'ie bu]leled items belpw. • • 

• • How.the facility will correct the deficiency as it relates to the.resident: 
• How the facility wjll act to protect residents in similar.situations; . . 
• Measures the facility will take or the systems .it will alterto ensure that the problem does 

not recur; .. . · • 
• • How·the facility plans to monitor its perforrnc!nCe to''riiake.sure tnat.solutions are· 

sustained; . . 
• Dates when corrective action will ~E: completed· (no. more than 60 days fr'?m the last day 

of the,inspection); and. , • • • 
• The title of!he person or-persons responsioleto ensure. correctionf<:1r each deficiency. 

You must alsb send the original 256Tfo~ with your POC ~ignE:d and dated to ihe Manag!lr 
below. no later than 1 D calendar days after_you receive this letter. Failure to submit an ). 
acceptable POC by the 10th calendar day'may result in the impositi9n ·of remedies. 

' . 
L!alida Bailiqued; Reid ·Manager 

ICF/11D Survey and Certification Program 
Residential ·care Ser:vibes, Mall Stop: 45600 • 

PO Eiox 45600' 
. Olympia, WA 98504-6600 

Office (360) 725-2405 Fax (360} 725-2642 

' ) 

J. 



or: Asha Singh, Superin' jenf 
May 8, 2013 
Page2 

RCS will use. the POC as a part of the basis for verifying whether the deficiei"ncies have. been 
• corrected. If you modify youf POC aftel'-submfssion, you must immediately· notify the. above 
·office in writing. Any POC modification must address each 'W'tag number with related 
details ab(!Ut any rn,odifications. 

Informal Dispute Resolution {l':)Rl 

You have ari opportunity to question cited de.ficiencies and/or slate actions initiated in. 
response .to thein, through the stafe!s. informal review ar:id dispute resolution process . 

. Unless you become entitled to a federal· administrative hearing following imposition of a 
• federal remedy, tliis will be your only opportunity lo challenge the deficiencies .described on 
CMS Form 2567, • 

To .request an informat dispute resolution (!DR) meeting, please send your written reqt,1est to· 
Robert McClintock, QA Administr,ato.r, .J'iO Box 45600, Olympia, Washington 98504-5600. If 
you request an IDR, you must still submit a POC within the.time limits.described above; The • 
written !DR requestshould: 

• Identify ttie specific; deficiencies tha(are .. disputed; 
• Explain why· you are disputing the deficiehc:ies: 
• Indicate the. type of dispute resolµtion process you prefer (face-to-face, telep~one 

c:cirifE:rence or docµmentalicin re\riew);arid • • • • . 
•,. Be. sent •during the same 10 cal~Adar days Y!lU have for submitting a POC for the: 

·cited cleficier,ipies: • • • • • •• 

During the informal process you have fhe right .fo present written and/or oral evidence refuting 
the defjciencjes. An incomplete review and dispute resolufion process will not·deiay tl:ie • . 
effective. date of any enforcement action. • • • • • • • . ~ .. 

If you have .any questions co·nceming thed~slructions· cimtalned in this letter, ple~se conlacit me 
at (3!;!0}725-2405. • • • • • 

Enclosures 

cc: Janet Adams, 'DOD 

Sincerely, 

'/{~~ 
Loida Bani~ued, Fi6fd Manager 
ICf=/IJQ·Survey and Certification Program 
• Resiaenlial Gare Services 

,.,_;~, r 
! 

..- ; 
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DEPARTMENT OF HEALTH AND HUMi\I\J SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

I STATEMENT OF DEFICIENCIES 
ND PLAN OF CORRECTION 

()(1) PROVIDER/SUPPl.lER/CLIA 
IDENTIFICATIDN NUMBER: 

500053 

NAME OF PROVIDER OR SUPPLIER 

FIRCREST SCHOOL PAT A 

{X4j 10 
PREFIX 

'!'AG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEflCIENQY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) • 

W ooo INITll?,L COMMENTS 

This report is the result-of an Annual 
Recertification Survey conducted at Fircrest 
School PAT A from 04/13/13 through 04/17/13. 
A sample of 12 residents was selected from a 
census of ·124.'The expanded sample Included 
57 current residents. 

The survey was conducted by' 
Penelope Rarick, B.A. 
Terry Patton, R.N., B.A. 
Janette Buchanan, R.N., B.A 
Claudia Baetge, M.A. 

The survey te~m is from: 
ICF/11O Survey and Certification Program 
Residential Care Services Division 
Aging and Long-term Services Admln/stralion 
Department of Social and Health Services 
POBox45600 
Olympia, _Washington 98504-5600 

Telephone: (360) 725'2405 
Fax: (36D) 725-2642 

W 104 483.410(a)(1) GOVERNING BODY 

The governing body must exercise general policy, 
budget, and operating direction over the facility. 

This STANDARD is no! met as evidenced by; 
Based on o~servations arid interviews the faclllty 

falled to ensure proper food handling and storage 
and failed to provide a well repaired and 
hazard-free environment in 8 of 18 Units. Failure 
to store and haQdle food properly placed 
residents at risk of foodbome Illness and failure to 

PRINTED: 05/08/2013 
FDRMAPPROVED 

0MB NO .. 0938-0391 
{X2) MULTIPIE CONSTRUCTION 
A. BUILDING _______ _ 

(X3) DATE SURVEY 
C9MPLETEO 

B.WING 04117/2013 
STREET ADORl;SS, CllY, STATE, ZIP CODE 

1523D 15TH NORT)-IEAST D 

SE!ATTI.E, WA 98155 

1D 
PREFIX 

TAG· 

PROVIDER'S PLAN OF CORRECTION 
{EACH CORRECTIVE ACTION SHOULD BE' 

CRDSS,REFERENCEOTOTHEAPPROPRIATE 
DEflCIENQY) 

w 000 W104-AII staff on units 301~302, 311-
312, 313,317 and 319-320 have been 
retrained in the proper.labeling and 
storage of food items on un/t: All food 
items must be labeled with 1 

open/received date and disposal date,· 
All opened items must be stored in 
airtight containers. Airtight storage 
containers and Ziploc bags have been 
made available i~ the Fircrest 
commissary for easy ordering .. ACMs will 
make twice-weekly inspections of.all 
food storage locations to ensure 
compliapce. All unlabeled or improperly 
storep foods )Nill be discarded upon 
discovery. AC, staff have signed training 
forms on this issue. ' 
COMPLETION DATE: 5/31/13 
PERSON(S) RESPONSIBLE: 
All P~T A- AC Managers 
Muhammad Thompson, DDAl 

w 104 Brad Benoit,AssistantSuperintendent 

W104-AII AC staff in PAT A have been 
retrained in the proper labeling and 
storage of food items on unit: All food 
items must.be labeled with 
open/received date and disposal date. 
A)I opened items must be stored in 
airtight containers. Airtight storage 
containers and Ziploc bags have been 

(X6) 
COMPLErlON 

.DATO 

. ' 

lABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE (X6)DAT' 

i-ct 
Any deficiency statement ending With an asterisk(•) denotes a deficiency which the instlluUon Rlay be excused from correcting providing ltis detennl ed at 

( ,fuer safeguards provide sufficient protecUon to. the patlents. (See Jristructlons.) Except ror nurolng homes, the findings stated above are dls~osable 90 days 
\. • • • •'Jing the dale of survey whether or not a plan of correction is provided.' Fol" nursing homes .. the above findings and plans of correction are disclosable 14 

followlng·tne date these doc;uments are mi,de available to the facility. If deficJandes are clteJ'.I, an approved plan of correclloo is reqliisUe to conttnued 
l1o!;jmm·partlcipatlon. . • • • • • 

FORM CMS~2567(02~99) Previous Versions Obsolota f:,vant ID:CVSL11 Fec~ty1D:WA630 • ·If cohUnuatlon sheet Page 1 of aa 
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·DEPARTMENT OF HEALTH AND HUMi\N·SERVICE$ 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/Cl.IA 
IDENTIFICATION.NUMBER: 

50G053 

NAME OF PROVIDER OR SUPPLIER 

• FIRCREST llCHOOL PAT A 

{X4) ID 
PF.,EFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCl!aS 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

W 1 04 Continued From page 1 , . 

., 

provide a well repaired and maintained 
• environment ph,ced residents at risk for harm and 
. Injury. • 

Findings Include; 

All observations and. Interviews were between 
4/13/13 arid 4117/13 uniess otherwise stated. 

Observations of kitchens were not completed on 
all units. 

Observations of Unit kitchens, Main kitchen and 
other storage units revealed, but were not limited 
to, the folloWing: 

Unit Kitchens and Pantry Areas 

. Kitchen refrigerators, freezers, cupboards an;f 
panfry areas cif Unit 301, 302, 311, 312, 31°3, 317, 
319, and 320 contained food Items that were past 
the expiration dates and contained food items 
tha_t were opened, unlabeled and undated. 

Facility Main Kitche~ 

Kitchen coo~ing area 
1. Variety.of spices, no open date 
2, Metal pitcher'wilh unknown stibstance 
3.. Canela oil, no open date • 
4. Basket with misc. Items and cooking utensils: 
3/4 measuring cup, 1 /3 measuring cup, blacl< 
clips, wound wipes, alcohol prep,, post-its 

Main Walk-in Freezer • • 

mRM CMS-2567(02-99) Previous Versions Obsolete Event 10:CVSL n 

PRINTED; 05/08/2013 
FORM APPROVED 

0MB NO 0938-0391 
(X2) MULTIPLE CONST.RUCTION (X3) DATE SURVEY . 
le BUaD!NB_,_ _ _,_ ____ _ COMPLETED 

B.W!NG 04/17/2013 
STREET ADDRESS, CITY, STAlE, ZIP CODE 

1623016TH NORTHEAST P 

SEATTLE, W~ 98155 

' ID 
PREFIX 

TAG 

PROVIDERS PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERE~~l:~e ~PPROPRIATE 

W 
104 

airtight containers. Airtight storage 
conta_iners and-Ziploc bags have' been 

made available in the Fircrest 
commissary for easy ordering,_ ACMs will 
make twice-weekly inspections of all· 
food-storage locations to ensure. 
compliance. All unlabeled or improperly 
store~ foods will be,.discarded upon 
discovery. AC staff have signed training 
'arms on this issue. • 
COMPLETION DATE: 5/31/13-
PERSON(S) RESPONSIBLE: 
All PAT A-AC Managers' 
MuhainmadThompson, DDAl 
Brad·Benoit, Assistant Superintendent 

W1D4- Fircrest Main Kitch'en will ensure 
ood is handled properly, to ensure the 

health and safety of the clients and to 
keep clients safe from food borne ill.ness 
by; 

• Re-In service dietary staff on food 
guidelines reg~rding closing and storage 
of open food, labeling and dating. 
• Foo(:! Service emP,loyees have been 
directed:to initial food items when 
labeling and dating food to assist with 
accquntabi!ity. 
• Cook 3 will do an environmental 
check list at the beginning of each day: 

(XS) • 
COMPLETION 

. DATE 

FacUl,YID:WA630 , If conllnuaHon sheet !'age 2 Of 23 . 
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DEPARTMENT OF HEALTH AND HUM/\!~ SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

1 
STATEMENT OF DEFICIENCIES 

ND PLAN OF CORRECTION 
{X1) PROVIOERISUPPLIER/CLIA 

• IDENTIFICATION NUMBER, 

50GD53. 

. NAME OF PROVIDERORSUPPLIER 

FIRCREST SCHOOL PAT A 

(X4) ID 
PREFIX 

TA\) 

SUMMARY STATEMENT Of DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY 011,LSC IDENTIFYING INFORMATION) 

W 104 C~ntlnued From pag~ 2 
1. Sorbet, expired 3/2113 , 
2. Pork sausage patties, (labeled pureed) in 
box, exposE\d to air, no open date 
3. Dinner rolls (3), no open date 
4. Whole wheat hot dog buns (5), no open date 
5. Ca'kes on large tin pan (2), partially exposed 
to air, unlabeled, no date 
6. Pizza (3), no open date 
7. Bag of blueberries, no open date 
8. Cupcakes in Ziploo bag (5), unlabeled, no 
open date . 
9. Chicken in Zipl9c bag, unlabeled, no qpen 
date 
1 O. Turkey meat In box covered with plastic wrap, 
exposed to air, freezer burn, no open date. 
11. Boneless ri_bbed shaped patties, exposed to 
air, freezer burn, no open date . 
12. Meat (?-), exposed to air, freezer burn, no 
open date . 
13. Sausage links, box (2), exposed to air, no 
open date • 

Storage area 
1. Bottle with prescription medicalion 
(belonging to staff person) on storage shelf 
2. Tasteeos cereal (14 bags), expired 10/24/12 

Pantry (walk-in) 
1. Real Mayo, 16.5 oz, no open date 
2. Caesar Dressing (1 gallon), no open date 
3. Pourable Blue Cheese, no open date • 
4. Milk (2 gallons), e_xplred 4/9/13 

Refrigerated Unit-
1. Coffee Mate Creamer, no open date 
2. International Delight coffee creamer, no open 
date • • 

FORM.CMS-2567(02-99) Previous Versfons Obsolete Event 10: CVSf.1,1 

PRINTED: 05/0 8/291 S 
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0MB NO 0938-0391 
()(2) MULTIPLE CONSTRUCTION {)(3) DATE SURVEY 
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A. BUILDll'/G_-------

B.WING 

STREEf ADDRESS, CITY-, STATE, ZIP CODE 
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04/1712013 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN Of CORRECTION 
(EACH CORRJ;CTIVE ACTION SHOULD BE 

CROSS,REFERleNCEDTOTHEAPPROPRIATE 
DEFICIENCY) 

. 

w 104 • Food service supervisor-will·do 
. environmental check list at the end of 

each day. 
·• Enyironmentai check lists will be 
turned into Food Service Manager each 
day, Food Service Man'ager will monitor 
by qoing a walk through each'morning 
upon arrival to ensure food is stored 
l?roperly. 
• Main Walk-in Freezer has been 
cleaned and· organized. , 
• All food if"! freezer improperly sealed 
or out dated has·been piscarded. 
• Food Service Manager will update 
the procedure on Pulling Food from· 
Freezer,. adding an inventory component 
pulling the older dated food .fqrward 
upon arrival of the new food order. Cook 
3, Co_bk 2, MorQing Cook and Food 
Service supervisors and warehouse 
worker wili be in-serviced on updated 
procedure. •· 
COMPLETION DATE; 5/31/13 
PERSON(S) RESPONSIBLE: 
Elisabeth Thompson, 

• Food Services Manager ' 
Bra'ct Benoit, Assistant Superintendent 

W104-Warehouse employee was 
reassigned to commissary when 
Prescription medication was found on 

Facility IO:WA630 If conUnuaUon sheet Page 3 of 23 



DEPARTMENT OF HEALTH AND HUMAi, SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATE MEN, OF DEFlCIENCIES 
~ND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/Cl.IA 
• IDENTIFICATION NUMBER: 

50G053 

NAME OF PROVIDER OR SUPPLIER 

FIRCREST SCHOOL PAT A 

(X4) ID 
.PREFIX 

TAG 

SUMMARY STATEMENT ciF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY DR LSC IDENTIFYING INFORMATION) 

W 104 Continued From paga 3 
Upright Freezer 
1. Pizza in Ziploc bag, unlab.eled, no open date 
2. Hamburger patties, unlabeled, no open date 
3. Bag of French fries, no open date 
4. Bag of tater tots, no open date 
5, Bag of chicken breasts, no open dale. 
6. Individual portions of rice (2), no open date 
7. 1 gallon barbeque sauce, spilled over sides 

Unit Bathrooms 

Bathrooms In Units 303,304,308,313, and 319 
had no toilet paper avallable to residents. 

Bathrooms In Units 311;314, 316 and 320 had 
toll~t paper out of reach for residents that were 

• either placed on the wlndowsm, on bathroom 
co4nter or In bathrooll'\ drawer. .. 

Bathrooms in unit 317 had toilet paper locked In 
cabinet and not accessible by residents. 

J_aundry 

1. Unit 305- Cl.ean laundry was placed on the 
floor outside resid,mts' rooms. • 
2. Unit 317/318- Six stacks of clelln clothing 
ware on the floor, In the laundry room. 
3. Unit 320- A pair of damp black TED hose had 
been placed on the,floor HVAC vents. Staff 
revealed the TED hose had been washed by 
harid and were laying on the floor vents to dry. 

Interior/Exterior 

:ORM CMS-2567(02 .. 99) Previous Versions Obsolete Event IO:CVSL11 
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B,WING 04/17/2013 
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PREFIX 
TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 
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w 104 shelf in storeroom near food. The 
\f/arehouse employee is supervised by 
CIBS not Fircrest. CIBS Management 
completed Im investigation of the 
incident and will ~e addressing the 
matter via performance feedback with 
the empi_oyee. • • 

COMPlITION DATE: 5/31/13 
PERSON($) RESPONSIBLE: 
Jena Richmond, CIBS 
Procurement/Supply Manager . 
Brad Benoit, Assistant Superintendent 

W104- (Unit bathrooms) ACM's have 
given l:locumented expectations to AC 
staff that they are to ensure • 
that toilet paper is always available in 
the bathroom. AC staff hav~ signed 
training forms on this issue. 
COMPLITION DATE: 5/31/13 
PERSON(S) RESPpNSIBLE: 
All PAT AACM's' 
Brad Benoit, Assistant Superintendent 

W1D4- (Laundry) ACM's have given 
documented expectations to AC staff 
that-they no laundry , 
is to be stored on the floor·or aried on 
floor vents. Staff will' put laundry away 
properly. Each shift 

COM~~ON 
DA1E 
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DEPARTMENT OF HEALTHAND HUMAis SERVICE;, 
CENTERS'FOR MEDICARE & MEDICAID SERVICES 
TATEMENT OF DEFICIENCIES 
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(X1) PROVIDER/SUPPLIER/CUA 
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50G0.53 

NAME DF PROVIDER DR SUPPLIER 

FIRCREST SCHOOL PAT A 

(X4)jD • 
PREFIX 

TAG 

SUMMARY STAWMEITT OF DEFICIENCIES 
'(EACH DEFICIENc;Y MUST BE PRECEDED BY F\JLL 
REGULATORY OR LSC IOEITTIFYING INFORMATION) 

W 104 C::onlinued From page 4 
Interior Units 

1. Unit 301- Missing handles •oh .cabinet In 
dining area 
2. Unit 302· Burhed out bathroom fight 
3,. Unit 302-Wall tile was hanging off the wall 
between rooms 13Aand 13B. , 
4. Unit 306- The toilet in bathroom #10 had 
water leaking from the base, preating a small 
puddle on the floor. 
5. Unit 320- A plastic tub had been placed In the 
middle of the living area to 'catch water from a 

. leak in the ceiling. The leak had not been 
reported to the maintenance department. 
6. Unit 320- Water was leaking through .the vent 
above the toilet In bathroom #10. . 

Exterior Units 

Bags contalning_cl{rty laundry had been placed In 
the outside star.age containers designated to hold 
the dii:tY laundry on Units ·302, 303/304, 3111312, 
313/314 and 317/318.The storage units did not 
have the.capacity to hold the volume of laundry 
causing the container doors to not stay closed. It 
.was observed that-over the period of several days 
the laundry bags fell out of the storage containers 
and remained scattered on !he ground near the 
entrance of the units. ' 

Used food trays from the main kitclien, one still 
containing food, had been left outside for several 
hours near the entrance to Unit 317/318. 

• W 116 483.410(c)(6) CLIENT RECORDS 

The.facility must provide each Identified, 
residential living unit with appropriate aspects of 

FORM CM~2567(02~99) Previous Versions □.?solele- Even! ID:CVSL11 

PRINTED: 05/08/2013 
• FORMAPPROVED 
0MB NO 0938-0391 
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. COMPLETED 

A. BUILDING_·-----~-

04/17/2013 . 
STREET ADDRESS, crrv, STATE, ZIP CODE 

• 15230 15TH NORTHEAST 0 

SEATTLE, WA 98155 

. ID 
PREFIX 

TAG 

PROVIOER'S PLAN OF CORRECTION 
{EACH CORREC)JVEACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
.. DEFICIENCY) 

w 104 charge '-',fill check to ensure that laundry 
is stored properly. AC staff have .signed 

" training forms on this issue. 
COMPLETION DATE: 5/31/13. 
PERSON{S) RESPONSIB~E: 
All PATAACM's 
Brad Benoit, Assist<1nt Superintendent 
W104 - (Interior l/nits) ACM's have 
completed work orders fur,the fullowing 
repairs to be done: •. 
• 30 ! -missing handles in.clining area 
• 3 02, bwned out bathroom light 
• 302 - wall tile hanging off wall' 
between Rooms 13A& BB . 
• 306-th.e toilet in bathroom.#10 
le,µdng neai: base 
•· 320 - :roofleak 
·• • 320 ~ water leaking 1hrough the vent 
inBathroom#l0 
COMPLETION.DATE: 5/31/13 
PERSON($) RESPONSIBLE: 
AllPAT AACM's • 
Brad Benoit, Assistant Supermtenc;lent 

W104- Each ACM will review the 
.. 'procedure and form to get maintenance 

repairs done in the l,.ome witb, all AC 
staff. AC staff will be :instructed to 
complete tbese forms when they observe 
something which needs to be ilxed, • 

W 116 repaired:' 
COMPLETIONDA'.l.'E: 5/31/13 

, PEJlS(}N(S) RESPONSIBLE: 
All PAT A ACM's 
~ • ,,1 Y't--=L A ' ' - ~ 

faclllty'IO: WA630 It conUnuatioJl sheet Paga 5 of 23 
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DEPARTMENT OF HEALTH AND HUMAJ, SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

,TATEMENJ; OF DEFICIENCIES (X1i Pl<O\IIDER/SUPPLIER/CLIA 
\NO P!.AN OF CORRECTION IDENTIFICATIO!\I NUMBER! 

50G053 
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL 

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 
. 

W 116 Contlnua,d From page 5 
each client's record. .. 

This STANDARD. is no.t met as evidenced by: 
Based on recortl review and interviews, the 

facility fafled to ensur,:, staff had access to the 
most current and relevant Information for 5 of 12 
sampled residents (Resident #3, 5, 7, 8 and 11) 
and 3 of 57 expanded sample residents • 
(Resident #31, 36 and 41). 
Failure caused staff to be unaware·of a residents 
• functioning level, medical issues, restrictive 
practices and dietary needs. 

' 
Findings Include; 

All record reviews and Interview$ were completed 
between 4/13/13 and 4/17/13 ulil!)SS otherwise 

.. stated. 

• The PBSB 's found_in Resident ff5, 7, 8, and 11 
medical/behavioral charts were outdated. 
When the facility wa~ al,ked to produce updated 
copies they were able to print out the documents . 
and provide th~rn to the state surveyors . . 

'The CFNIHP found in Resident #41 's chart was 
outdated. When the facility was asked to produce 
updated copies they were able to print out the 
documents .and provide them to the state 
surveyors. 

The· PBSB ' .s found In Resident #3, 8, 11 and 36 
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W116 
.. Wl04- (Exterior units) The outside 

plastic storage units designated to hold 
dirty laundry have been det=ined to be 

. inadequate for the purposes ofliolding 
dirty laundry: Each home onP AT A wil 
receive anew, morerobust, and.sturdier 
storage container for dirty laundry. 
COMPLETION DATE: 5/31/13 
PERSON(S)._RESPONSIBLE: 
AllPAT AACM's ,. 

Brad Benof~ Assistant Superintendent 
.. 

W104 - (Exterior units) ACM's have 
given documented expectations to AC 
staff that when/if food lrays are outside 
the home the trays will be cleau and 

• dear of all food. Each shift chatge will · 
be responsible for making sure that the ' 
exterior of the home is sanitary. AC staJ 
_have signed trainmg forms on this issue. 
COMPLETION DATE: 5/31/13 

' PERSON(S) RESPONSIBLE: ., 
AllPAT AACM's 

. 
Brad Benoit, Assistant Superintendent 

Wll6-(Client Records) SOP LB.06 
(Role of ID Team) clearly indica!e!J that 
it is the HP A's role Jo keep the 
client's chart current. EachHPA will 
review this SOP and'review these 
expegtations with their supervisor. HP A 
will ensure each client chart is current. 
COMPLETIONDATE: 5/31/13 

FaclHty ID:WA6ao I( C<lh!lnuauon sheet Page 6 of.23 
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W 116 Continued From page 6 

W148 

· program charts were outilated. When thefacfiity 
was asked fo produce updated copies they were 
able to print out the documents anct·provlde them 
to the state surveyors. 

The IHP found In Resident #/3 ' s program chart 
was ou\dated amj from a previous faciliiy. The 
upi;!ated CFNIHP had not been filed in program 
book. 

The current Staff Guidelines were not found in 
Resident #31 ' s program book, When the facili1y 
was .asked to produce updated copies they~ere 
able to print out the documents and provide them 
to the slate survf!yars. • 

' ' 

Interviews with facility staff revealed Program 
Books are used by direct qare staff to identify any 
resident information including dietary needs, 
restrictive interventions, and program plans.-Staff 
are expected td document program data in the 
program book:·· Staff interviews ravealed staff ask 
co-workers for resident lnformafion when • 
program books are-not up to·date. 
483.420(0)(6) COMMUNICATION WITH 
CLIENT.S, PARENTS & 

The facility must notify promptly the clienfs 
parents or g~ardlan of any significant Incidents, or 
changes in the client's condition including, but not
limited to, serious Illness, accident, death, abuse, 
or unauthorized absence. 

This STANDARD' is not met as eviden_ced by: 

FORM CMS-2967(02°99) Previous Vero!ons Obsolete Even/ID: CVSL 11 

PRINTED: 05/08/2013 
FORM APPROVED 

0MB NO 0938-0391 
(X2) MULTIPLE CONSfRUCT!DN· 
A. BUILDING ______ _ 

(X3) DATE SURVEY • 
COMPLE.TED ·I 

B,WING 04/17/2013 
STREEf ADDRESS, CITY, STATE, ZIP CODE 

1523015TH NORTHEAST D 
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ID 
PREFIX 
-.TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH qORRECTJVE ACTION SHOULD BE 

CROSS,REFERENCED TO TiiEAPPROPRIATE 
DEFICIENCY) 

W 116 rERSON(S) RESPONSIBLE: 
Debbie Kruse, DD Al 
Brad Benoit; Assistant Superintendent 

W116 ~ (Client Records) Each ID Team 
bas been instructed to review all client's 
charts/program books to ensure that each 
record contains all the.l)?,ost recent ,. 
versions,oftreatment plans 
(CFA/IHP/PBSP/Profiles/Sta:.ff 
lnstructionsffrairringPrograms). 
COMPLETION DA'l'E: 6/14/13 
PERSON(S) RESPONSIBLE: · 
Debbie Kruse, DD Al 
, Brad Benoi~ Assistant Superintendent 

' 

W148-(Co=wrication) HPAs will 
review existing consents and note 'for 
which situations parents/guardi;ms want 

W 148 noti:fication. Parents/guardians will be · 
notified.according to their preference, 
BP A's are responsible for all ncin
medical.notifications according to 
preferences the guardian has-identified or 
the consents. HPA's will review this 
expectatip~ with their supervisor. 
COMPLETION DATE: 6/1.4/13 
PERSON(S) RESPONSIBLE: 
Debbie Kruse, DDAl 

(XO) 
COMPLETION • 

DAlE 

FacUlly ID: WA630 lfconUnuationsheetPage 7of23 
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W14B Continued From page 7 • . 

.. 

• .. 

Based on record review and interviews, facility 
failed to notify parentsnegal guardians for 2 0112 
residents (Resident #3 and #1 O) regarding • 
slgnlllosnt .events Involving harmful behaviors and 
use of psychotropic medications. FaUure 
prevented. parents/guardian from receiving 
immediate knowledge of significant Incidents 
which may Impact resident• s physical. health and 
safety, . • 

• Findings Include;, 

AU record reviews and intarvlews wer" completed . 
between 4/13/13 and 4/17/13 unless otherwise_ 
stated. 

·Interview with Resident #3 ' s parenl/guardian 
revealed that parent had not bean nolifled \llf1en 
resident: received STAT medlcallons on 03(15/13, 
was plaped in physical restraints on 03/15/13, 
03/24113 {x2), and had ex_hibited reoent 
behavioral episodes on 03/,?4/13. Resident #3 ' s 
parent signed Consent and Serviee agreement 
staling he wanted to be informed of all incidents • 
that ocourred WitlHesident. 

RevieW of Resident #10 \ e records revealed 
Resident #10 parenl/guardlan had not baa 
notified "'!hen resident received ·1 milligram 
by mouth at 4:00 PM and again a.M on 
04/12/13. Nursing notes revealed a~ 
given for rS!lident • s agitated behavior.. esldeht 

. #10 •· s dooum.en~veal~d guardian h;id not 
given consent fo-or relai!:!d drug)for 
behavioral control. Consent and Servl9'l ,, 

f?RM CMS./1567(02-99) Fmvlous \l,Jroions Obsolete Event IO:CVSl11 

PRINTED: 05/08/2013 
FORM APPROVl'[D 

0MB NO 0938-0391 
(X2) MULTIPI.E CONST_RUCTION (X3) DA'J'ESURVEY 

001\!P(ETED A. BUii.DiNG ______ _ 

B.WING 

STREeT AD!lflESS, ctr(, STATE, ZIP CODE 
1623015TH NORTHEAST D 

SEATTLE, WA 9B155 

04/1712013 . 

ID, 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTIO~ 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFEREf.tOED 10 THE APPROPRIATE 
DEFICIENCY) 

W 148 Brad Benoit, Assistant Superintendoot • 

W148,~ (Commwiicatipn) According to 
SOP tB.06 (Role of Interdisciplinazy 
Team), the Heath Care Coordinator is the • 
designated person w'ith the prima:ry role 
to: "lrifbrm guardians of accidents (hat 
result in injuries tfiat have the potential 
for requiringphysic/an interve1ition, sue 
as falls, significant changes in client 
condition, need to alter 'treatment 
significantly, or commence a new 
treatment Communicates appoint,:nenf11 
as requested by the guardians and 
documents-guardian • 
conversoticns/notiflaatiom in the . Healtl • 
Care Notes;'' Thus, allliea\Th:Care. • 
Coorilinators will review SOP# I.B.Q6 
anq be instructed by their supervisor to 
tbllow this procedure with specific 

• emphasis placed on guar\lian 
notifications. , 
COMPLETION DATE: 5/31/13 
PERSON($) RESPONSIBLE: 
Frankie Jackson, RN 4 

W148-(CO!Dll.lunicalion) SOP I.A07 
(Psychoactive D.rug Usa_ge) - Nursing 

FaolltylD:WAl!IO lfconUouaUonsheotPaga 8of23 • 
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500053 
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PREFIX. 

TAG 

SUMMARY STATEMENT OF DERCIENCIES 
(EACH DEFICIENCY.MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INF9RMATIDN) 

W 148 Contlnued From page 8 
,agreement slgned,211,0/13 by guardian reveal_ed 
the faottity would keep him Informed of Resident 
#1 O • s status. . 

W 214 483.440(c)(3)(111) INDIVIDUAL PROGRAM PLAN 

The comprehensive functional assessment must 
!deniify the client's specific developmental and 
behavioral management needs. 

' This' STANDARD is not met as evidenced by: 
Based on observation, Interview and records 

review, the facnity failed to apprc;,prialely ass~s, 
update _and make relevant Positive Behavioral 
Support Plans {PBSP}for 1 of 12 sampled 
residents (Resldent#3) • and·1 cif.57 expanded 
sampled residents {Resldent#13) in relation to 

. the iesident' s b.ehavioral management needs. 
This failure placed residents at risk of harm due 
to stall'.' s inability to implement.necessary 
supe_rvislon and· protection. 

Findings inciude: 

Ali observations, Interviews and record reviews 
occurred between 4113/13 aQd 4/17113. 

Observations, interviews and record review 
revealed conflicting informatlori ·regari!ing the 
supervision ·of Resident #3, Resident #3 's. • 
program bookrevealeda PBSP, dated 10/,16/12, 
which stated supervision of Resiilent #3 ~hould 
be two staff for one resident {2:1 ). In the same 
program !:look the Direotioris to Staff; dated 
09/27/12, stated supervision would be one staff 
for one resident (1:1) Resldent#3' s Personal 
Profile state supervision would be ot)e staff to. 
three residents (1 :3). 

FORM c.MS-2567(02·99) Previous Varslons ObSolete E:vent ID:CVSL 11 

• PRINTED: 05/08/2013 
FORM APPROVED 

• 0MB NO 0938·0391 
()(2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETE[! A. BUILDING_. _______ • 

B. \VINt, 04/17/2013 
STREET ADDRESS, CITY, STATE, ZIP CODE • 

• 1523015TH NORTHEAST D 
SEATTLE, WA 98155 

ID 
PREFIX 

TAG 

W148 

W214 

.. 
PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTIVE ACTION•SHOULD BE· 
CRdSS-REFERENCEDTD THE APPROPRIATE 

DEFICIENCY) ., 

·Procedore I.I.S will be modified .to ensur, 
that in instances of emergency use of 
psycho!!()tiVe medications: "The nurse 
administering the medication will notify 
the client's gu_ardian of the medication· 
given; the reason the medication·was 

; 

given and the client's resp,9nse and 
conditioif after the medication was 
given." All nwsing staff will be in
•serv.iced on this i:ba;lge in nursing 
procedures: 
COMPLETION DATE: 5/31/13 
PERSON(S) RESPONSIBLE: 
:Frankie Jackson, RN 4 . 

' 
W214- HP A's (with assistance from the 
rest of fue ID Team) will check all 
·Personal Profiles.to ensure all are 
updated and current Once personal 
profiles are considered current, AC staff 
will be trained on PersonaJ Profiles. 
COMPLETIONDATE: .6/14/13 
PERSON(S) RESPONSIBLE: 
Debbie Kruse, DDA 1 
!!rad Benoit, Assistant Superintendent 

W214- IDT (lead by HP A} will review 
all people receiving enhaµced supports 
(i.e. 1 :1, .2:1, etc.) to ensure that the mos 
current establishecl supefv,ision . • 
requirements are characterized 

(X5) 
COMPLETlON 

DA"fe 

FaoIDtylD:WA630 If c;ontinuaOon sheet Page 9 of 23 
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PREFIX 
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SUMMARY·STATEMENT OF DERCIENCIES 
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W 214 Continued From page 9. 

Observation of Resident #3 revealed no staff 
• providing direct supervision. Resident was silting 

in a lounge chair !al.king with State Surveyors as • 
staff assisted other residents. 

Interview of HPA revealed Resident #3 .was 1,:2 
(one staff for 2 residents) and had not been 2:1 or . 
1 :1 for a long period of finie. During the state 
survey the unit 'psychologist added hand wr-ltten 
notes to the Directions For Staff section of 
Avoidance Procedures and ·stated the resident 
does not have one•to•one supervision, never the. 
less, implement all the instructions under , 
one•to•one supervision. 

HPA and psychologist agreed that the by failing to· • 
•-·· •Update PBSP, Directions to Staff, and the 

Personal Profile staff would have difficulty 
knowing ho,w lo care for.the resident., 

Observation on 4/13/13 (night shlft).revealed no 
staff were within line of slghtof Resident #13 but 
one staff may have been with.in hearing distance. 
On 4/13/13 ( day shift) a staff was observed' 
staying within arm length of Resident #13. On 
4/14113 (evening shift) staff were o)lserved 
keeping Resident #13 within line of sight. 

Record review of Resident #13 reveal~d several 
documents with conflicting information. Positive 
Behavior Support Plan (PBSP) section, a 
document dated 2/2/11 "Guid.elines for the two 
staff required ta work with Resident #13 • 
identified in all locations two staff must be witli 
Resident #13 (2:1_ monitoring ratio) and one of 
!hose staff 111ust be within arm length of Resident 
#13 to prevent her from harming herself. The 

ORM CMS·2567(02.-99} })reviousVerelons Obsolete EvantlD:cvs~,, 

.\ . 

PRINTED: 05/0812013 
FORM APPROVED 

0MB NCi 0938,0391 
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COMPt.ETED, 
A.BUILOJNG~_•;...· ____ _ 
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ID 
PREFIX 

TAG 

PROVIDERS Pl.AN OF CORRECTIOI'< 
(EACH CORRECTJVEACTIDN SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

consistently tbroughont each care plan. 
W 214 TheIDTwillalsoreviewthe 1:1 · 

supervision instructions for AC slaffto 
ensure that they are clear, specific, and. 
lack ambiguity. ·Once it is assured that 
the 1:1 supervision reqoirements are 
cleat/specific and.c9nsistently 
documented across all care plans, the 

IDT will train all AC staff assigned to The 
home on the supervision requirements. 
COMPLEI'IONDATE: 6/14/13. 
PERSON(~) RESPONSP3LE: • 
Debbie Kruse, DDA 1 

. Brad Benoit; Assistant Superintendent 
·' . . 

W214-AllPBSPs, PBsp' Staff. 
.Instructions will all consis1ently reflect 
the appropriate level of supervision that 
is necessary to keep the individual and 
ofuers safe iil various envn:onments. 
COMPLETIONDATE: 6/14/13 
PERSON(S) RESPONSIBLE: 

. Brad Chang, Chief' Psychologist 

FaclDty ID:, W~S30 If continuation sheet Page 10 of 23 
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W 214 Qontlnued From page 10:, ' 
same section of. Residenf#13 • s reco_rd revealed 
a PBSP dated 12/16/11 which had one staff 

• monitoring Resider-,t#13 (1:1 ratio). The PBSP 
noted that If a 1 :1 staffls schedufed the staff will 

•• be'r1earResldent#13 at all times and work only 
With Resident #13. The PBSP found in Resident' 
#13 ' s program Book, which Is used by staff to. 
record data pertaining to Resident #13 '·s 
program, was dated 1218/10, 

W251 

Interview With staff revealed inconsistencies lil 
their understanding of Resid,;mt #13' s plan to 
protect Resident #13. A night shift supervisor 
revealed 1 staff could monitor up fo 3 residents 
(1 :3 stl;lff to residents), Including Resident #13, 
within hearing on the .night shift A day shift 
supervisor revealed she believed 1 staff had fo 
staywithin arm length of Resident#13ata11 
times. The Unit's supervisor revealed staff 
ne.e\fed·to·keep Resldimt#13withln !ine of sight. 
483.440(d)(3)PROGRAM IMPLEMENTATION 

Except for those facets of the indiyidual program 
plan that must be Implemented only by ftc~nsed 
personnel, each client's indlvldual program plan 
must be implemented by all staff who work with 
the client, Including professional, paraprofessional 
and nonprofessional staff. • 

., 
' 

This STANDARD .Is not. met as evidenced by: 
.. · Based on observation, interview and record 

review the faciTilty fa tied to follow the Poslllve 
Behavioral Support Plan and implement 
appropriate supervision fo.r 1 of 57 expanded 
sample residents (Resident #17). This failure 
. f!lao;,d resident at risk for unmet medical and 

FORM CMS-2567(02-99) Pre-vl!)Us Versions; Obsolete • event IO:CVSL11 

PRINTED: 05/08/2013 
FORM APPROVED 
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ID 
PREFIX 

TAG 

PROVIDER'S~PLAN or CORRECTION •• 
(EACH CORREQTlll,EACTJONSHOULDBE . 

CROSS-REFERENCED "TO THE.APPROPRIATE 
OEFICIENGY) 

W214 

W261 
W251- IDT (lead by BP A) will review 
all people on PAT A receiving enhanced 
supports. (i.e. l.:1, 2:1, etc.) to ensure lhat 

' the most current established supervision 
requjrements are characterized • 
consistently throughout each care plan. 
The IDT· will also review the 1 :1 
supervision"instructions for AC staff to 
ensure that they are clear, specific, and 
Jack amblguity. Once it is ·assured lhat 

• the 1: 1 super.vision requirements are 
clear/specific and.consistently 
documented across all care plans, the 
IDT ~ tr~ all AC staff assigned to th 

, home on the supervision requirements. 
~OMPLETIONDATE: 6/14/13 
PERSON(S) RESPONSIBL~: 

IX6) 
COMPLETION 

DATE 

FaoJnty JO: WA680 If ccntinu~lion sheet Page 11 of23 



DEPARTMENT OF HEALTH AND HUMAi' SERVICES 
·cENTERS FOR MEDICARE & MEDICAID SERVICES 
lTATEMENT OF □EFIOIENCJES 
IND PLAN Di' CORRECTION 

(X1) PROVIDERISUPPLIER/CLIA 
JOENTIFICATION NUMBER: 

50G053 

NAME OF PROVIDER DR SUPPLIER 

FIRCREST SCHOOL PAT A 

(X4) ID 
PREFIX 

TA~ 
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W 251 Continued From page 11 
care needs. 

'W262 

Findings include: 
on 04/13/13 at 4:34 a.m. observa11on of Resident 
lt17 asleep in bed in his room, his bedroom door 
pulled shut. Further·observation revealed two .. 
staff on night shift; one sitting on couch in living 
room area and second staff walking down the 
hallway connecting Unit 312 and 311, On 
interview, the two•slaffre\tealed Residen1#17 
was on enhanced s_upervislon due to behavioral 
concerns .. They reported that supervision could 
be provided while positioned in the living room. 
Review of Resident#17 '·s PBSP revealed a 
staffing ration of 1 :1 and directions for night shift 
Included visual ·supervision to mimitor for seizure 
activity. Resident #17 has a seizure disorder and 
a Vagus Nerve Stimulator. (VNS}. implanted to 
assist In the management of his seizure activity. 
VNS is used lo prevent seizures by sending· 

• regular, mild pulses of electrical energy to the 
brain via the Vagus nerve. If the regul~r .Interval 
electrical pulses do not prevent a seizure, a 
. magnetic wand can be Lised to deliver an extra 
pulse of stimulation. This extra electrical 
stimulation can stop the seizure, shorten the 
seizure, or reduce .the seizure severity. 
The unit Attendant Counselor 3 reviewed the 
PBSP and reported resident's door ~hould be 
lefl open ,:ihd staff should be positioned outside of. 
the door and have the resident within their line of 
sight, during Iha night shift. Observation at 4:34 
a.m. on 04/13/13 revealed the door was not left 
open and staff were not positioned to provide the 
necessary line of sight supervision of the 
resident. 
483.440(f)(3)(i) PROGRAM MONITORING & 
CHANGE • • • 

ORM CMS-?557(02~99) Previous Versions Obsolete Event 10: cvs,11 
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COMPLETEO Ai BUILDING ______ _ 

B,WING 

STREE;f ADDRESS, CITY, STATE, ZIP CODE 

15230 15TH NORTHEAST D 

S~TTLe, WA 98155 

04/17/2013 • 

ID 
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PROVIDER'S PLAN OF CORRECTION 
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W 
251 

. Debbie Kruse; DDA 1 
Bi:ad BeI)oit, Assistant Superintendent. 

,·' 

• 'W262-Resident # 13 will have the 
addition of Loi-azepam reviewed by the 
HumanRigbti, Committee. Resident #3. 
will have the addition of Oxcarbazepine 
reviewed by theHuman Rights 
Committee. • 
COMPLETION DATE: 6/14/13 
PERSON (8) Rll:SPONSIBLE: ' 
Debbie Kruse; DDA 1 
Brad Chang, Chi~f:Psychologist 
W262- The IDT will cross-check all 
psychotropic medications given with 
consel)!s/HRC approvals of P.BSP 

W 262 Medication plans to ensure that each 
·• psychotropic medicati011 currently being 

admipisteredhas received the proper 
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• W 2(5;!. Conllnued Rrom page 12 
Toe oommitlee should review, approve, and 
monitor individual programs designed to manage 
inappropriate behavior and other programs that, 
In the opinion of the committee, involve risks to 
client protecUon and rights. 

This STANDARD is not met as evidenced by: 
Based on record reviews and Interviews 'facnity 

faile'd to ensure the Human Rights Committee 
(HRC) reviewed, approved, and monitored all 
programs which uH!lzed restrlctlve techniques for 
2 of 57 expanded sample residents (Resident 
#:13 & $.1). This failure allowed resident lo be 
!)lven medications to manage behavior before 
HRC had given consent ahd has Violated the 
rights of these Resldenll;i. 

Findings Include: 

Resident #13: • 

Reco_rds review on 4/13113 revealed
(a psyohoaofive medioalion lhat affects behavior). 
1 mg twice a daywas ordered by a physlclan tci 
start on 8/2/12. Review of the Medication 
Admlnlstratlo~s revealed Resident #13 
has received- mg, as prescn1led, since 
08/2M2. Interview on 4116/13 With the facility' s 
supervising Psyc;holog!Gt revealed !he Human 
Rights Committee had~d a program • 
for Residenf #13 using-as ordered or 
any similar rnedlcaUon. . 

Resident l'/31: • 

Records review on 
physician order for 
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PROVIDER'S Pt.AN OF CDRREGTION 
(EACH CO!IRECTIVEACTIONSllOULD BE 

CRDSS{1gfERENOEO TO THEAPPROPlllATE 
Dof}CIENGY) 

guardian conseut and HRC 
review/approval 
COMPLETIONDATE: 6/14/13 
PERSON(S) RESPONSIBLE: 

• Debbie Kruse, DDA 1, 
Brad Chang, Chief Pzyahologist 
Brad.Benoit, Assistant Superintendent 

W262 • Medical providers, Pharmacy 
staff; HCC's, HP A's, Psych's, QA staff 
will be in-serviced on 1he following 
protocol related tp psychoactive • 
medication: 
• F9r all~ psychoactive medicatio 
prescriptions: • • 
1. Medical providers. will assist IDT • 

, with justifications .for the start of a new 
psychoective medication. 
2. The IDT will present the 
justifications for the medication and see 
consent (30 day emergency telephoi;ie 
consent) from the guardian. QA . 
Department will contact the Chair of the 
BRC for emergency approval fur the use 
r,,f the new psychoactive medication. 
3. Tlie QADepartmerit will notify : 
Pharmacy when the guardian's . 
emergency consent and the emergency 
BRC c~•s approval have occurred for 

< the medication. .• • 
4. Upol). this notification from QA, the 
Pnnrmacy will dispense tho psychotropic 
medication prescription. . 
5. The medication plan,· which is an 

'Addendum to the PBSP, and an updated 

{'5) 
COMPI.ElJON 

DATE 
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W 262. Conti~ued From page 13 
PllYchoaG!ive medication that effects behavior) 
300 mg by mouth twice a dayl'orMII 
after the first week, increased to 
600 mg. by mouu, two times daily. view of lhe 
Medlcatlon Administration Rec-.· 
Resident #31 lias received the as 
prescribed, since 2/12/13. lnlervlew on 4 16117 
with the Habilitalion Plan Administrator revealed 
the Human Rights Committee h d a ., I 4! • I 

3 program for Resident #31 using 
or any similar medication. 

W 263 483.440(1)(3)01) PROGRAM MONIYORING & 
CHANGE .. 

The qommlllee should Insure that these progr<1ms 
are conducted OJllY with Jhe written Informed 
.consent of the cllen!, parents (if Iha client Is a 
minor) or legal guardian. 

This STANDARD Is not met as evidenced by: • 
Based.on observations, record reviews, and 

interviews facility failed lo obtain written consents 
prior to Implementation of res!rlctlve programs in 
regards to looking resident bedroom doors,. 
locking grooming/hygiene items and locklng . 
sharp knives/Items, In 5 of 18 units. Fallure to 
obtain written consents denied the 
resident/guardian the opporlunity to make 
Informed decisions about facility restrio!l\le 
programs. 

Findings Include: 

All observallons,· !nterviaws and record reviews 
occurred between 4/12/13 and 4117/13. 
Unit 311 Resident #5 and #24 bed'room doors 
were locked and residen\9 were unable to enter 
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W 262 -written informed COIJSen!, will be• 
presentea to !he BRC fur 
revicw/approvaL • The PBSP-Medicati6n 
Pl.an Addendum and-the Infonned • 
Consent will be sent to the guardians for 
their approval and consent. 
• For current psychotropic 
medications: 
1. QA Department will provide 
Pharmaoy"with current consents for 
medication l~bels. 

W 263 2. Pharmacy will publish a 30-day 
notice wlien consel).ts are due to expire as 
a tickler to tho IDT for tracking purposes. 

•• 3. All labels for psychoactive 
medications will display the expiration· 
date for the consent for the cuo:ent 
prescription. 
COMPLETIONDATE: 6/14/13 

PERSON(SJ RESl'ONSIBLE: 
Frankie Jackson; RN 4 
DebbitiKruse, DDA l' 
Brad Chang, Chief Psychologist 
Lura Dunn, QADireotor 
Brnd. Benoit, .Assistant Superintendent 
Asha Singh, M~cal Superintendent 

. 
W262-HP A's and Psych staff will 
review and sign'an in-service form on 
SOl' lA.07 (Psychoactive Drug Usage); 
which specifically addresses consents an 
BRC appro\'.al requirements fur the use 
of psychoactive ch:ugs (Section:· U~e of 

1'BJ:iily1D:W/\630 lfcorrtinUaflonsbeetf'age J4of23 
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Continued From "page.14 
their rooms Without.asking staiffor assistance. 
Unit 312 Residerif#-0, #14, and #18 bedroom 
doors were locked and residents were unable to 
enter their. rooms without asking staff for 
assistance. • 
Unit<,13 Resident #7, 19, 20, 21, and 23 
grooming/hygiene items were locked In bathroom 
cabinets. Residents were unable to access items 
Without asking staff for assi/;tan<:\3, 
Units 317/318 Sharp,k_nlves were in. plastic 
container sitting on shelf upstairs. The door 
leading to the stairs was locked, preventing 
residents from accessing the Items. ,. 

. Interviews and document review revealed written 
consents had not been obtained _prior to • 
Implementing these res!ric!ive programs. 

• vJ 278 483.450(b)(1)(iiQ MGMT OF INAPPROPRIAT!= 
CLIENT 13.EHAVIP\' • 

Procedures that govern the management of 
inappropriate client behav!ot"l/Just Insure, prior to 
the use qf more restrictive techrilque~, that the 
client's record d~cuments that programs , 
incorporating the LJSe of less Intrusive or more. 
positive techniques have been tried systematically 
and demonstrated to be ineffective. .. 

This STANDARD is not met as evidenced by: 
Based on interview and records review/faclllty 
falled to identify and document systematic use of , 
positive alternatives and effectiveness of 
alterna!lves, prior to using restricllve techniques 
(psychotropic medioaHons ).for 2 of 12 Residents 
(Resident #3 arid 10). F~i!ure denied residents 
the opportunlly. to be provided less ·intrusive 
restricUve techniques to manage their behavior, 
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W 263 
Psy;_choactive Medications -: Subsection , 

,B). • 

. W278 

COMPLETION DATE: ~/31/13 
PERSON(S) RESPONSIBLE: . 
Brad Chang, Chief Psychologist 
Debbie Ktuse, DDA 1 
W263 - (Program Monitoring & Change 
Each HP A on PAT A will ·review SOP 
lA.03. l (Informed Consent) wlth their 
superyisor-, be instructed to follow the 
SOP, and sign.an in-service form. 
COMPLETIONDATE: 5/31/13 
PERSON(S) RESP.ONSIBLE: 
Debbie Kru~e, DDAl . 
Brad Benoit, .Assistant Superintendent 

W263- (ProgramMonitoihig,& Change 
IDT will assess eaob, client's need for. 
res1rlc,tive-devices "and interventions. 
Written consent from client's 
parent/guar\fian will be obtained by-the 
HP A ·for approval of all restrictive 
devices or interventions reco=ended b 
t!ie IDT. Direct care staff will be trainee •. ., r 

·-on implementation ofrestr:ictive . 
devices/int','!Ventions and sign an in- • 
service form to _document the training. 
COMPLETION DATE: 6/14/13 
PER:SQN(S) RESPONSIBLE: 
Debbie Kruse, DDAl ; 

W278 -The PBSPs for Client# 3 and 
Client # 10 will be reviewed by the 
trel!ting psychologist to ensure that there 
are proactive positive behavioral 

•.: 

COM~ON 
.DATE 
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W 278 Continued From page f5 

Record review and Interviews revealed Resident 
#!J had no evidence that resident received the· 
least restrfctive restraint technique for his •• 
behavioral control. There is no documentation to 
retiect resident ' s PBSP had been followed to 
control his behavior. ' .. 

Record review and Interviews revealed Resident 
#10 ha'd no.evidence that residenrteceived the 
least restrictive lnte_rventions for his behavloral 
control. Nursing records revealed At.ivan was 
given for Resident's agitated-behavior, Resident 
#1 D ' s P!3SP showed 4 intaryentions whiqh 
should be used to address chall~nging behaviors, 
There was no documentation as,to whether these 
least restrictive techniques were attempted or 
effective prior to Resident #1.0 recelvlngAtivan. 

W 322 483,460(a)(3) PHYSICIAN SERVICES. 

The facility must prmilde or obtain preventive and 
general medical care, • 

This STANClARD is not m~t as evidenced by: 
Based on record reviews 4 of 12 sampled 

residents (Resident#1, 2, 7 and 8) r!)vealed 
• annual physical evaluations. had not been dona . 
wHhin the last year by a physician. Failure .to 
have an annual physical evaluation placed 
residents at risk of'imldentlfied medical issues 
which could lead to deterioration in their overall 

... health. 

Findings Include: 

All record reviews occurred between 4/13/13 and 

=oRM CMS~2567(02:.99) Previous Verslons Dhsole~e Even~ JD:_CVSL 11 
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W strategies to be implemented in or,der to 278 avoid the occurrence of challenging . 
behaviors. When challenging belfaviors • 
are manifested, the PBSP will provide 
specific positive interventiqn strategies 
progressing from !p.e least i,ntrvsive to tlie 
most restrictive techmques. to be used .to 
keep the individual and others 'safe from 
harm or injury, Staff meml:iers will be 
trained by the treating p!JYchologist for 
-Client# 3 and Client# 10 in their PBSP 
and how to implement positive 
behavioral strategies and techniqu~s from 
the least intrusive to the niost restrictive 
interventions' for these individuals. Staff 
members will also be trained to 
document their positive behavioral 

w 322 ·support interventions from 1he least 
intrusive to the-most rei,trictivepn Client 
# 3 and Client #-lO's behavioral logs and 
on a restraint event report should a 
restrictive intervention been 
implemented. 
COMPLETIONDATE: 5/31/13 
PERSON(S) RESPONSIBLE: 
Brad Chang, Chief Psychologist 

W278 -All psychology staff members 
will review their client's PBSPs, PBSP 
Staffins!ructioris and Behavior • 
Implementation Plans· to ensure that all 
have specific positive behavior .support . 
strategies that.range.from the least 
intrusive to the most restrictive 
techniques and strategies to be used when 

(X5) 
COMPLETION 

DATE. 
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W 322 Continued From page 16 , 
4/17/13 

Resident #1 Annual Medical Revlew dated 8/10/11 
Resident #2.Annual Medical Review dated 4/29/11 

• Reslden~#7Flrcre~t School History and Physical 
date(! 1'1/12/2011 
Resident #8Fircresl~o! Admission Hislory 
and Physloe! dated·llllll2011 • ' 

W 336' 483.460(o}(3)(Iil} NURSING S.ERVICES 

Nursing ser\Jices niust Include, for !110.se clients 
certified as not needing a medical care plan, a 
review of their health status which must be on a 
qua~rly or 111ore fn)quent ~asis depending on • 
client need. . • • 

This STANDARD Is not met as evidenced by; . 
Based ori record reviews faoililyf;,i)ed to 
complete Quarterly Nursing Assessments for 2 of 
12 sampled residents (Resi~ent #8 and #9), . 
Failure to complete QuarterlY Nursing 
Assessments placed residents at risk lbr unmet 
nursing care needs. 

· Findings includ&: 
'• •. 

All record reviews occurred between 4/13/13 and 
4/17/13. 

Record review revealed Resident #8 had 
Quarterly Nursl_ng Assessments completed on 
2121/12, 05/80/'12 and10/11/12.AQuarlerly 
Nursing Assessment was not completed in the 
3rd quarter during 2012. : 

FOijM cMS-.?,661{02~99) Prevloti& Versions Obsolete E.voot ID:GVSL11 

.. 

.-
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W322 cballengiug bhi:iaviors are manifested. 
The psycho.Jogist will th.en train the AClv 

' andAC Charges in the implementationo 
these :in!iividuals' positive behavioral 
support plans, as well as how to 
document staff members interventions 
from the least to most.i:estrictive . • 
interventions in the individuals behavior 

W336 log and on a restraint event :report should 
' a restraint be applied. . • ' • 

COMPLETIONDATE: 6/14/13 
. PERSON(S)RESPONSIBI.E: ' 

Brad Chang, Chief Psychologjst ' . : 
. 

W322- .Annual medical,evaluatiollS for 
the Clients i'H, #2, #7, !j11d # 8 have been 

' completed. Additionally, a diJ:ective bas 
been issued to all medical provisJers to 
complete all annual medical evaluations 
on all PAT Aclientsby6/14/13. The 
Medical Director/Superintendent is 
chlecking.status evezy week to ensure 
compliance with the <lirectivy. 
COMPLETION l>ATE: 6/14/13 
l'ERSON(S) RESPQNSlliLE: 
Asha Singh, Medical Superintendent 

W322 - On first day of every month, 
"'!Ch medical provider will be proyicied 
wit!i a list of ~di cal eval.uat!on due that 

" 

monfu on their case load wifu the 
ex:pectation:that all medical evaluations 
will be completed bY. the end ofmontli. I 
due to some reason 1he medical providers 

• 
FaclllY Ill: WA6ao If oonlimiation sheet Page 17 of 23 
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W336 Continued From· page 17 

W455 

Record review revealed Resident #9 had 
Quarterly Nursing Assessments completed on , 
2128/12, 5/30/12 and 1/17/13. A Quarterly Nursing. 
Assessment was l')ot complele\l in the 3rd and 
4th quarter during 2012. 
483.470(1)(1) INFECTION CONTROL 

There.must be an active program for the ., 
prevention; control, ard irivesligatlon .of infection 
and communicable diseases. 

This STANDARD h• not met as evidenced by: 
Based on observations and'interviews facility 

failed to ensure safe· hygiene practices were 
being followed in 5 of 18 Units'(Unit 301,311', 
312, ;l13 and 314). This failure placed residents 
at risk of being, exposed to a communicable 
disease. ' • 

• Findings Include: 

All observations and Interviews occurred between 
4/13/13 and 4/.17/13. ' . 

Observation during the lunch meal In Unit 301 
revealed staff did'notwash their hands between 
assisting a resident in taking dirty dishes to the 
kitchen and then serving up another resident their 

. meal. A staff was also observed assisting. a 
resident with dishing up their meal by performing 
i;l·hand (?Ver hand technique. The staff then 
performed the same procedure with another 
resident witliout washing her hands between 
assisting each resident, • 
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W336 are unable to complete the medical 
evaluations assigned to them by the end 
of the month, they will notify their· 

W455 

.. 

supervisor (Medical • • 
Director/Superintendent) by 20th of that 
month. Medical Director/Superintendent 
wi1+ provide neces~ary assistance to 
ensure timely completion. 
COMPLETION DATE: 6/3/13 
PERSON(S) RESPONSIBLE: 
Asha Singh, Medical Superintendent 

... 
W336.- Nursing services must include, 
for those· clients certified as not needing , 
medical care·p!an, a review of their 
health status which must be on a 
quarterly or more :freqµent basis 
depending on client need 
Quarterly nursing assignments have· bee~ 
reviewed with all PAT A Health Care 
Coordinators (RN'2.) sta,ff. Schedules for 
quarterly health assessments have been 
made with the expectation that the 

' quarterly assessments will be completed 
in a timely manner with no exception. 
Each RN will submit a schedule·of • 
completion ta the RN 4 by the 20.th of 
each month. RN3/RN4 to conduct chart 
reviews for compliance. 
The facility has completed a 100%'chart 
review in ~s area and iqentified where 
there are deficiencies and corrective step 
and. re-training are in progress and on
going to ensure compliance. 

(X5) 
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Continued From page 18 
Observation during lhe dinner meal In Unit 311, 
312, 313 and 314 revealed staff failed to wear 

• gloves and/or wash hands after \ouching rood 
Items andfor serving residents by performing 
hand over hand technique. • 

Interview of staff on llnlt 301 verlf10d !hat lhey dld 
not 1,11ash tnelr hands and were unaware that ' 
hahds needed to be washed when touching the 
resident. Another staff member stated that they 
were not touchlnQ !he fg9d therefore they did not 
need to wash !heir hands. Interview of staff on 
unit 311, 312; 313 ai,d 314 reve!!lafconfuslon 
:about the need wear gloves and wash hands. 

Obs~rvallons and_ Interviews on U~lt-rovaaled 
the facUityfafied·lo label !Wo personal eleolric 
razors with name~ for Residents #5 and #24. 

Observations and Interviews on Untt-evealed 
the faclll!y failed td label personal electric =rs • 
with names for 4 of 6 residents (Resident #15, 
. 16, 17 and 18). 

Interview ?f staff on both Unitlllland II 
reported they would be unableffietilrmlne which 
resident owned each razor, making lt difficult to 
provide each resident with the' correct razor. 
483.480(b)(2)(11} MEAL'SERVIGES •. • 

,. 
Food must be serv:ed at apptopriale temperature, 

This STANDARD is not met as evidenced by; 
Based on observation and Interviews fapilily ' 

failed to serve food/beverage within 15 minutes of 
removal from a temperature control device or 
failed to maintain the appropriate food 
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COMPLETIONDATE: 6/14/13 
PERSON RESPONSIDLE: Frankie 
Jackson, RN 4 

W455- (.Infection Control) Staff will be 
rctramed on hand Wl\Slling procedures 
·between working with inilividnal _clients 
and the use of gloves during meal 
preparation. if staff ate touching food 
without a barrier. Hand sanitizer· 

COM~~ 
,P/\lE 

dispensers have been installed in all PAT • 
Adinlng rooms·and ~y-to,use food 
hanrllers' gloves will be provided by 
commissary. AC staff will sign training 

• .forms on tlris issue. • 
COMPLETION D4-TE: 5/31/2013 

, PERSON(S) RESPONSIBLE: 
· 'PATA-ACManagers 

Muhammad Thompson, DDAl 
• Brad Benoit, Assistant Supe.t;infendent 

W455-{Jnfec_iipn Control) ACM's have . 
given documented ex,peotations to AC 
staff that: All AC staff will look for· 
name on razqpi when they do client 
grooming and report to the Shlft Charge 
if label is missing. Additionally,.the.AM 

W 473 ·shift charge will check all rawrs once a 
week. Iflab~ls are missing, they will 
make a new one or.ask ACM .to make a 
new one. AC staff have signed training 
fo!))lS on this)s.su~. 
COMPLETION DATE: 5/31/13 
PERSON(S) RESPONSIBLE: 
;'\llPAT A-ACManagers . 
Brad Benoit,.Assistant Superinteni:l.ent 
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Continued From page 19 
temperature for 7 of 10 Units (Unit 302, 307, 311, 
312,313,316, and 318) and 1 Adult Training . 
Program (ATP) facility (Room 88E7-Unit 319/32P 
Residents). Failure.to serve food/beverage 
promptly resulted In resid.ents· being, served 
food/baviarage that ,had not been held at an 
appropriate temperature creating a potential for 
foodborne illne~s. 

Findings Include: 

. 
All observations,' Interviews and record reviews . 
occurred between 4/13/13 and 4/17/13. 

All food temperatures were taken as food was 
being served to, residents. 

' . 
Observation on Unit 302 revealed luncheon· food 
items were being served lo residents upon the 
arrival of the State Surveyors. The temperature of 
the food was taken and revealed the following: 
pureed noodles 126', pureed chicken 120' and 
vegelables.11 o·. .. .. 

Observation on Unit 307 revealed dinner food 
items were being served to residenis upon the • 
arrival of the Stale Surveyors. The temperature of 
food was taken and r~ve'aled the follow.Ing: fish 
file! 135°, harriburg!)r patty 130°, P\!aS 84' and 
squash 95'. • ' 

Observation on Unit 311 revealed dinner Items 
had been left on counter before serving for over 
30 minutes. Food was served to residents without 
checking temperature and wjthou.t re~ealing. 
The temperature of l~e food was taken and 
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W 473 :.. (Meal Services) New Aladdin 
food trays have been ordered to replace 
older ones that no longer S(?aled properly. 
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Ejisabeth '.Thompson, Food' Sc;rvices 
Mngr . 
Muhammad Thompson, DDAl 
Brad Benoit, Assistant Superintendent 

W473 -,Food thei;mometers have been 
supplied to each unit for measuring 
temperatures to ensure compliance with 
food temperature requirements per WAC. 

AC staff have been <lirected to remove 
bulk foods immediately upon arrival 
from the dietary and place them in the 
oven, pre-heated to 225 degrees, Ulltii· 
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revealed lhefollowing: lasagna 121•, chicken 
121·. 

Observation on Unit 312 revealed lunch food 
Items had arrived from main facility kitchen at 
4:20pm and were brought into the unit. The foil 
had been removed from serving containers al 
'.4:45 pm but not served lo res.ldents untn 5:0□ pm. 
The foo'd had not been reheated. bef9re serving . 
residents. The temperature of food was iaken 
and revealed lhefollowing:!asagna 122", mixed 
vegetables 115", macaroni and cheese 114°, milk 
68° .• 

Observation on Unit 313 revealed lunch food 
items had arriied from main faoili!y kitchen al 
11':15 am and Qrought Into !he unit at noon. Foll 
had been removed from serving containers at 
12:05 pm but not served to residents untll 12:40 
pm. Food had nbt been reheated before serving· 
residents. Temperatures were taken and revealed 

• .the following:.pasta 118", chicken 121". 

Observation on Unit 313 revealed dinner items 
had been sitiing for over 40 minutes before being 
served IQ residents. Food had noi been. reheated 

• before serving residents. Temperatures were 
taken and revealed the following: fish File! 1 as~, 
vegetables .117'. 

Observation on Unit 31 ~ revealed breakfast 
sausage links were served at 115'. 
Observation on Unit 318 ·revealed noodles served 
at lunch were' 118". 
Observation at ATP Room 8BE7 (319/320 
residents) revealed spaghetti served at lunch was 
115". 
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w 473 ready for service. Cold items are to be 
placeil in the r~frigerator immediately. 
Buffet warming trays that hold food 
temperatures between 158 and 185 
degrees for up to six hours were ordered· 
for each living unit ( 4 per duplex) for 

, . service of hot:t:oods in the dining room 
when meal time has.been annoum::ed. 

For clients that receive individual trays a 
microwave has been placed in.each 
<lining area to wann their food before 
serving the fu~vid~al. • • • 

AC staffhave signed training forms on 
all these issues. • 
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Staff interviews revealed staff were unaware of 
temperature guidelines and reheating 
expectations when serving food. Staff In seven of 
the ten observed untts were unable to find food 
thermometers In their ki!chens. ' 

USDA guidelines recommend food must be 
reheated to 165 degrees Fahrenheit ot above and 
held above 140 degrees Fahrenheit until served, 
in order to destroy the bacteria that can cause 
foodborne illness. Cold food items should be held 
and served at 45 degrees Fahrenheit or cooler, 

, W 478 483.480(c)(1)(ii) MENUS 

Menus must provlde'a variety of foods al each· 
meal. • 

This STANDARD is no.I met as evidenced by:. 
Based on observations. and ii:iterviews .the facility 

failed to provide a variety of foods at each meal 
for2 of 1 B Units. (Unit 302 & 314). Fall.ure lb 
provide alternatives did not give residents a 
choice offoo'd's. ' 
Findings include: 
Observation of lunch meal on 4/14/2013 revealed 
residents on Unit 302 (Resident #1, 22, 61, 67., 
68, and 57,) were not given the opportunity to 
choose what they would like t_o eat that would 
follow their diet restrictions. Residents were 
served the meal that was sent from the kitchen, 
Observation of the lunch meal on 4/14/2013-
revealed that no alternative food choices had 
been offered to residents on Unit 314 (Resident 
#8, '28, 29 and 30). Alternative food choices had 
not been prepared by staff. Slaff Interviews 
. revealed staff found it dlffioult to prepare 
alternatives du_e lo only havinfftwo staff on shift 
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policy of preparing at minimum one 
alternate entree, beverage and dessert 
choice for each meal and to begin meal 
prep a minimum of 30 minutes before the 
arrival of irays and bulk food from 
dietary, to ensure that sufficient time is 
available for arranging the choices and 
pre-heating wanning apparatus . 
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Staff also revealed 1he unit was short food 
selections based on a lack· oforderlng through , 
fhe commissary. 
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W478 AC Managers . 
Muhammad Thompson, DDAl· 
Brad Benoit, Assistant Superinten~ent 

•' W478 -· (Menus) All PAT A staff were 
re-1ramed 9n the policy of preparing at ' 
minim.uni one alternate entree, beverage 
and .dessert choice for each meal and to 
begin meal prep a minimum of 30 • 
minutes before the arrival of trays and . 
bulk food froin dietary, to ensure that 
sufficient time is available for arranging 
thechoices and pre-heating wamring . . .-
apjlaratus. • 
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AC Managers 
Mubaroroa<l Tho~pson, DDAl 
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.. 
W478 - A meal-time observation llheck 
list bas been·developed.and the DD Al, • 
HP As, psychologisis, AC Managers and. 

.. 

shift charges have been directed to 
complete at least 'one per week at various 
meals for j:he houses to which they are 
assigned. 
DATECOMPLETED: 5/31/2013 .. 
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AC Managers 
HPAs 
Psychologists 
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Debbie ¼ruse, DDA 1 
Brad.Benoit, Assistant Superintendent 

Facility1D:WA63~ If continuation sheet Page 23 of 23. 

,. 



( 

( ' 

( 



( 

( 

STATE OF WASHINGTON . 
DEPARTMENT OF SOCIALAND HEALTH SERVICES 
ADSA, RCS, ICFIID Survey & Certification Program 

• PO Box 45600, ~lympia, WA 98504-5600 

May _17, 2012 
CERTIFIED MAIL (7.0071490 0003 4205 8286) 

Dr. Asha Singh, Superintendent 
Fircrest School PAT A • • 
15230 - 15th Avenue NE 
Shor~line, WA. 98155 

RE: Annual Recertific<1tion Survey 
. ' •. 4/30/2012 and 5/3/2012 

Dear Dr:.Singh: 
. .. . . 

From·4/30/2Df2 through 5/3/2012 ICF/ID,survey staff from the Residential Care Services (RCS} 
Division of Aging and Disability Services Administration (ADSA) conducted a recertification 
survey at yoµr facility to determine compliance with Federal requirements for ICF/ID facilities 
participating in the Medicaid. program. The CMS 2o67 Statement of Deficiencies -for thei 
"recertification survey i:3 enclosed. 

Plan of Correction {POG) 

You must detail. a POC on the enclosed original CMS 2567 form for a.II deficiencies. Your POC 
must at minimum address each of the bulleted items below. 

• How the facility will correct the deficiency as it relates to the resident; 
. • How the facility will act-to protect.residents in· similar situations; . 

• Measures the facility will take or the systems it wi)I al.ter to ensure that the problem does 
not recur; .. 

• How the facility plans to monitor lis perfonnance to make sure that solutioni; are 
e;ustained; • 

••• •• • Dates when corrective aclion will b.e completed (no more than 60 days from the last day 
of the inspection); and • . . 

• The title of the person or persons responsible to ensure correction for ~ach deficiency. 

You must also send the original 2567 form with your POC signed and dat~d to the Man~ger • ( 
below no later than 1 ci calendar days after you receive·this letter. failure to submit an f 
acceptable POC by the 10th calendar day may result in the imposition of remedies. 

Robert McClintock, Quality Assurance Administrator 
ICF/ID Survey and Certification Program 

Residential Care Services, Mail Stop: 45600 
PO Box 45600 . 

Olympia, WA 98504-5600 
• Office (360) 725-2419 Fax (360) 725-320B 



Dr. Asha Singh, Superin. .:lent 
May 15, 2012 
Page2 

. : .. ,j,.'..!:~·--··;-.~~,~: .... ,,. • \· :·.. . • ~ : • '. • • 

R,CS will µse tl:ie'· PQ.C'J§'-~~rt~qf.tbe ba;is for verifying ,;_,hether the d!:Jficiencies 'have been 
corrected. If you modify y_otir "Poe after submiss"ion, you must immedi~.tely notify the above 
office in writing. Any POC modification-must ~ddress each "W" tag number with related 
details about any modifications. • 

Informal· Dispute Resolution {IDRl 

. Y.ou have an opportunity to question cited deficiencies and/or state ac\ions initiated in 
response to them, through the state's informal review and dispute resolution process. 
Unless you become entitled to a federal administrative hearing following imposition of_a . 
federal remedy, this will be your only opportunity fo challenge the deficiencies described on 
CMS Form 2567. • 

To request an informal dispute resolution (!DR) meeting, please ~e!Jd your'written requeslto • 
Robert Mcclintock, QA Administrator, PO Box 45600; Olympia, Washington.98504-5600. If . 
you request an !DR, you must still submit a P.OC within the time limits described above. The 

• written !DR request should: • 

•· Identify the specific deficiencies that are disputed; 
• Explafn why you are disputing the deficiencies; 
• Indicate the. type,6f dispute resolution proc"ess y~u prefer (face-to-face, telephone 

conference or documentation review);and 
• Be sent during the same 1 O calendar days you have for submitting a POC for the 

cited deficiencies. 

During the informal pn,cess you have ihe right to present written and/or oral evidence refuting 
the deficiencies. An incomplete review and dispute resolution process will not delay the 
effective date of any enforcement action. • 

If you have any questions concerning the instructions contained in !his letter, please contact me· 
at (360)725-241 e. • 

Enclosures 

cc:· ~anet Adams, DOD 
ICF/ID J=ile 

Sincerely, , _/J ~ 
. fa1-Xti1tA· ~~ • • 
Robert McClintock, QA Administrator 
ICF/ID Survey and Certification Progri;im 
Residential CJ,ire Services 
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I

• This report is a result of the annual recertifi~ttqn 
survey conducted at Fircrest Sc.ho pl .between 

. , 4/30/12 and 5/3/12. 

I 
, The surveywas conducted by: 
' Kathy Heinz • 
Jan.ette Buchanan 
Terry Patton . 

, Mark White 
i Paul Rowe. ( F.ederal Contract Surveyor) 
! 
; The surveyors ·are from: • 

I 
. ! Residential Care Services 
j ICF/1D Survey and Cert!flcation Program 
' P ,0. Boie i/5600 
, Olympia, WA 98504-5600 
!and 

W 104: 483.410(a)(1) GOVERNING BODY 
i 
I The governing body_ must exercise general policy, •

1

, 

• • budget, and operating direction over the facility. 

i . ' . • 

I 
This STANDARD is not met as evidenced by: 
Based on observation and interview, the fac~ity 
failed to ,insure the main kitchen was handling 

, food properly:Fallure to handle food properiy puts I Resident's at risk.of food borne illness. . 

' • OIIservalions in the morning on 511112 of !he 
!aclllly' s main kitchen , reveal!Jd staff #1 had 
pulled three large t.urkeys, fish, beef , and purred j' 

Items from a freezer and placed ii into the • 
refrigerator. Staff #1 did not date the pulled food. I 

, The kitchen manager was unable to tell Iha stale ( 

w oool ' 

I· 
' 

I 
W 104[ 

<I 

! 

LABORATORY DIRECTOR'~~ ~R~VIDERl~PPUj REPRESENTAJIVE'S SIGNATURE 

"I I , ~ V-VV\ 

. Rl=GElVED 

. 1.~HS/ADSA 
. JUN OB 2012 j 

;1es1Cient1al .Care Serv1cb::. 
Certified HesidBritial Pm11t3m, 

Wl04 

Fii;crest will ensure food is )landled j 
properly as to keep residents safe frorp
food borne illnesses through: 

• The development and I 
implementation of a procedure outlining 
the use of iags to specify date the l 
product was pulled from the freezer : d 
the planned use date. All Dietary staff 
will be· trained on the procedure. 

The Cook 3 wili monitor the use oft:a,gsj· 
on products pulled by , 

TITLE 

$' [.) i'E,itl t,.rT'EM~ 61-tT 

'' 

Any deflclancy slatemenl ending wilh an asterisit'( .. ) denotes a deficiency vmich the Institution may be excused from correcflng provrdlt1g It ls datennined that 
other safeguards provide sufficient prolec_tion to the paUents.. (See instructions.) Except for nursing homes, lhe findings staled above are dis closable 90 tlays • 
'"ollf!Viing lha date of survey whether or not a plan of correction Is provided. For nursing homes, the above flnding,s and plans of correction are dlsclosable 14 

( 
., , following the date 1hese documerits are made available to the facility. If deficiencies are cited, an approved plan of correction Is requisite tO continued 

atn participation. . . . ., , 
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1 
Continued From page 1 , , 

, surveyors when lhe food had been pulled out of ' 
' the freezerand plac\)d into the refrigerator. The I 
1 kilch!Jn manager stated the staff assigned lo pull I the food did not work on the weekends so slie 
, thought the food might have been pulled on- I 

• ,: Friday or Monday. The head cook, touched the 
!-fo9d with his finger to determine how defrosted 
l the .food was. The kttchen manager·asked the I 
.

1 

head cook to cook the \urkeys and dispose of the 
beef immediately following surveyor inspection. , 

I Observation of another refrigerator revealed a I 
I baking pan full of a thick liquid. There were three . 
cartons silting in the liquid. One .cartcm had a 

: hole in the side. The cartons were not dated. The I kttohen manger stated the cartons were full of- . 
_
I
.egg whiles and upon survey Inspection she asked I staff#1_ ,t~ throwaway.the cartons of egg whites. , 

' Observation of the "warehouse" area of the I 

I

' kitchen revealed there was a box of very tips ~n.d ·i 
mpldy bananas. There were la(ge bt>xe13 of pasta 1· 
that had been opened and· nofreseated. Upon 

l inspection the kitchen manger asked staff #1 to 
I dispose of the pasta. , ; 

! ObservaUon on 5/1/12 at 3:15 pm in the m~in I 
·1· kitchen revealed staff had pre--dished fish and 
1aterto1s into containers and then placed the 

, containers int() insulated trays. Uppn survey 
inspection , the kitchen manager measured the 
internal temperature of the fish. The internal 1 

. temperature was 111 degrees. The Internal • 
·i temperature should have been 140 degrees. The , 
11tsh and tater tots were reheated by kitchen staff : 
! to a safe temperature prior to being ·delivered to i i the Residents. J 

. ! I 
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perro,:mmg wee,.,_y c,,=,.,, ~u b' 

providing written documentation to th_ 
Food Services Manager. _ 

• ~ietary s~will be retrained Ion 
the current guidelines pn the closing' ah.d 
storage of all open food' items. The Fjod 
Services Manager will monitor by_ 
conducting a weekly walk ilirough th , 
warehouse to ensure foods are stored i 

, properly. • ! 
• Dietary staff will be retrained _on 
the proper loading times for all meals\ 

-New sigus specifying loading times v!fil 
be also be posted. The Cook 3 will I 
ensure food is loaded at the correct fu!ne 
and will monitor food for correct ' 
temperature as warranted. i 
Person Responsible; Food Services i 
Manager and Assistant Supetintend"l/-t 

• Completion Date: June 17, 2012. 
. ' 
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.l Staff placed a green salad for a resident 's . 
: evening meal into a thermal.container. Staff did I 
; mil put lc.e In the container to keep the salad cold. I 
I Upon request by the state surveyors; the kitchen · 
, manager took an internal temperature-of th.e . 
, salad. The temperature was about S5 degrees 
I and should have been peld at 46 degrees. The 
I salad was thrown a_way, I 
! The kitchen manager stated the kitchen staff ; 
] should nol have dished the fish and tater tots for I 
the evening meal until 4:3□ pm. . 

w z.4, 7 \ 483.44D(c)(6)(vi) INDIVIDUAL PROGRAM PLAN 

1 
The individual program plan niust Include 

' opportunities for client choice and ! self•managemenL l 
! This STANDARD is not met a~ evidenced by:. I 

1. , Based on observations, interviews and record 
-
1 
reviews It was determined _the faoility failed lo ,

1 

. 
proved 3 of 13 sample Residents (#5, #ll, #11) 

I

• the opportunity to make choices of what to eal 
during two dinner meals. and two lunch meal_s. 1· 

: Failure to provide the opportunity to make 
! choices of what to eat resulted in individuals not , 
! being allowed to exercise choice and 
' self-management during meals. Findings include: 

• Observafions of sample Resident #5 on 413D/12 j 
' during lunch at her house revealed the only food . 
l offered was·fish nuggets, salad and noodle soup. • 
., Staff ca. lied Resident #5 l!P _to·the cart and asked I 

her if she wanted [he fish ·nuggets and salad. 
; Slaff did not offer or present alternatives to whai . 
l was being served. On 5/1112 during lunch al the • 1 
• ~dull Training room Resident ,//5' s lun?h came lo 
! • 

FORM CMS~2567{02~99) Previous Vera!ons Obsalele Evenl ID:51DW11 

w 1041 
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I 
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I 

' 

W247 ; 

. Fir~rest will ensure clients are afford~ 
opportunities for choice and self
management by: l. 

'. 
• Unit and ATP staff will be I 
retrained on the implementa1;ion of 
Resident #5's Choice Making ·;. 
Assessment. AC3 and AC Manager vpll 
ensm:e choices are ordered from Dietary 
Department and available; fur client meal 
times. . : 

• Unit staff will ~e retrained oJ 
the implementation of Resident #fl 's 
Choice Making Assessment, includirlg 
the facili1y' s e)\pect.ation that staff will 
provide encouragement ofadditional! 
foods when a limited amount is j 

consumed at meal time. 
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W 247 I Continued From page 3 • 1-
- , her on a thermal tray. The tray 'contained a 

•
1 
sandwich, carrots, Jello, corn·and a small oar1on l 

I of milk. Slaff did not• ask her if she wanted_what 

I 
was b1e1ing served or.ff she would prefer ,

1 
. something differenl Review on 5/4112 of 
·; Resident#5 • s Choice Making /Assessment fated 
i 5/20/12 revealed she makes choices by reaching 
: and taking items from a " buffet of several • I 
l choices " . Interview with the Attendant Counselor 

I Ma_nager (ACM) on 5/4/12 confirmed that choices 
. were-not available. • I 
\ Observation of sample Resideni'# 11 ~n 4/30/12 • • 
: during dinner revealed the only food offered was \ 
I a sandwich " wrap'' salad and chicken noodle I soup. Staff asked Resident #11 if she wanted 

1

, 

. soup. Resldent#11 shook her head "yes" and 

l
; only ate the chicken noodle soup. Siaff did not 1 

. offer or encourage her to make alternate choices '[ 
1 of what to ea~ as she did not indicate she wanted 
! the sandwich " wrap " or salad. Observatlon of •

1

. 

, the refrigerator and cupboards revealed them 
II were numerous items that Resident #.11 could 
have chosen from. . . • 

I ! , I 
i Observation of sample Resident #8 on 5/1112 i 
l during dinner revealed the he was given fish ·1 

: nuggets, French 'tries, carrots, salad and pudding. 
1 No alternative food items were out where he -
i could·see them and staff did not offer him \ 
' allemate food choices. There were four frozen 
. dinners In the fr.eezer. but staff did not point this 1. 
! out to Resident #8. Review on 514/12 of Resident 
, #8 ' s Choice Making Assessment dated 5/3/11 
1 
revealed that he will chose from a \iartety of 
u.;ms. Interview with direct care ·staff on 511/12 

: revealed he did not offer a choice because he ,I I ~new Resident #8 likes fish nuggets. ' , 
I I 
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• Unit staff will be r~trained on 
the implementation of Resident #B's 
Choice Making Assessment, including 
the facility's expectation of staffbeinf 
aware of choices available on the unit, 
an~ offering the choices :respectively. I 
Additionally, all unit staff will ·be ! 
retramed on the facility' s-expectatipn to 
follow Unit Meal Guidelines. 

i Person(s) Responsible:· Attendant 
Counselor Managers of301-302, 303i 
304'and 305-306, and the Intermedill{te 
Care Facility: (ICF) Director ; 

i: Completion Date: June 17; 2012 

I 
' Revision 06-05-20i2 

I 
I 
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STATE OF WASHINGTON 
DEPARTMENT OF SOCIAL AND HEALTH SERVIQES 
ADSA, RCS,' ICF/ID Survey & Certifica.tion Program 

PO Box 45600, Olympia, WA 98504-5600 

. December 2, 2011 
·ceRTIFIED MAIL (70071490 0003 4205 8330) 

Dr. Asha Singh, Superintendent 
Fircrest School PAT A 
1'5230 - 15th Avenue NE 
Shoreljne, WA 98155: 

RE: Post Survey-11/16/2011 through 11/18/2011 to the Recertification Survey 5/12/2011 
'through 5/20/2011 

Dear-Dr. Singh: 

From 11/16/2011 ttirough 11/18/2011, ICFilD survey staff from .the Residential Care Services 
(RCS) Division of Aging ·and Disability Services Administration (ADSA). conducted a . 
recertification survey at your facility to determine compliance with Federal requirem.ents for 
ICF/ID facilities participating in the Medicaid program. The CMS 2567 Statement of 
Deficiencies for the pcisl survey is enclosed: 

Plan of C.orrection- (PDC) 

You must detail a POC cincthe enclosed original CMS 2567 form for all deficiencies. Your POC 
mu.~t at minimum address each of the bulleted items below. •• • 

• How the facility will correct the deficiency as it relates to the resident; • 
• How the fadlily wm· acl to protect residents in similar situations; 
• Measures the facility will take or the systems ii will alter. lo eos_ure that the problem does 

not recur; • 
• How the facility plans to monitor its performance to make sure that sqlutions, are 

sustained; • • . 
" Qates when corrective action wllrbe completed (no more than 60 days from the last day 

of the inspection); and . 
• The title of the person or persons responsible to ensure correction for each deficiency. . ' . . ' -

. You must afso send the original 2567 form with your POC signed and dated'to the Manag~r 
below no later than 1 O calendar days after you receive this letter. Failure to submit an 
acceptable POC by the 10th calendar day may result in the imposition of remedies. 

I , 

Robert McClintocl<, Quality Assurance Adl)linistrator . 
ICF/ID' Surve_y and Certification Program • 

Residential Care Services; Mail Stop: 45600 
-PO Box 45600 

Olympia, WA 98504-5600 • 
Office_(360) 725-2419 Fax (360) 725-3208 



Dr. Asha Singh, Sup ·,tendent 
December 2, 2011 
Page2 

. ' 
_RCS will use thsPOC as a part of the basis for verifying whether the deficiencies have been 
corrected. If you modify your POC after submission, you must immedi!3lely notify the above 
office in writing .. Any POC niodificalioli must address.each 'W" tag number with related 
details about any modifications. • • 

Informal Dispute-Resolution (IDR) 

You have an opportunity to question cited deficiencie.s and/or state actions initiated in· 
response to,them, through Ifie state's informal review am:l dispute resolution process. 
·unless you become entitled to a federal administrative hearing following-imposition of a. 
federal remedy; this will be your only opportunity to challenge ihe deficiencies described on 
CMS Form 2567. 

• To request an ·informal dispute resolution (IDR) meeting, please send·your written request to 
Rober!' McClintock, QA Administrator, PO Box 45600, OlymP,ia, Washington $8504-5600. If 
you request an IDR, y·ou must,still submit a POC within the lime limits described· above. Th!) 
written !DR request should: 

· • • identify the specific deficiencies that are disputed; 
• Exµlain why you are disputing the deficien,i:;ies; 
• Indicate the tyP,e of dispute resolution process you prefer (face-t~-face, telephone 

conferenc::e or documentation reviE!w);and . 
,~.-mrnenraur1ng=me saIlie ro cale11da1 ·ctays· you·1ia~.,for-su_bmitting'a"Peei0Hhe«"~-=--~~ 

cited deficiencies. 

During the informa(process you have the right to present wrillen and/or or~I evidence ref~ting 
the deficiencies. An incomplete review and dispute resolution process will hot delµy the 
effective date of any enforcement action. 

If you have any questions _concerning the instructions cqntained in .. lhis letter,. please contact me 
at (360)725-2419. 

Enclosures 

cc: . Janet Adams, ODD 
!CF/ID File 

Sin~erely,. r~ .. •-. 

~ck, QA Administrator 
ICF/IO-Survey and'Certification Program 
Residential Care Services 
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1his Statement of Defecincies is based on a 
recertification survey completed by Kathy Heinz, 
Gerald Heilinger;rerry Patton and Mark While 

. between 5/1211'1 and 5/20/11. • 
W 130 .483.420(a)(7) PRQTECJ'ION Of CLIENTS· 

RIGHTS· 

The facility must ensure tne righls ofiill clients, 
Therefore, the facility must ensure privacy during 
-treatment-and care of personal needs. 

This STANDARD is ~otmet as·e~idented by: 
Based on observation, It was determined that 

Resident #-13 was not afforded privacy while • 
sitting on a toilet for 25 minutes with the'b;ilhroom 
door open. A m.ile Slate Agency Surveyor. 
observed her sitting on the toilel Failure to 

• provide privacy subjected the Resident to 
embli!rrassment Findings Include: 

Observation on 5/1 B/11 of Resident #13° at House 
Ubetween 07:2;i and 07:50 reve,1!ed she ,;at • 
on a toilet with her pants down and the door to 
the bathroom open. The bathroom dooropened 
Into a ~allway that led to Residents ' bedrooms , 
and the medication dispensing .room. A privacy 
curtain at the opening of the hallway was not 
drawn shut Residents, visitors, family members, 
aAd staff (including nurses) ·regularly use this 
hallwaY. and would be able to easily see someone 
sitting 6n !lie toilet with the door open. The State 
Agency surveyor observed her when he walked 
down the hallway. On two occasions. a direct 
care staff wal~ed by the door Without closing .the 

, . door, going in to assist Resident #13, or laking . 

SSAT.fLE, WA 98155 

ID 
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PROVIDER'S PlAN OF CORRECTION • 
(EACH COf\RECTIVEACTION SHOULD BE 
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coJ'liow 

W 130 Protection of Clients Rights 
Fircrest upholds that all lndMduals are tc 
be treated W:ith dignity and respect. 
Fircrest will provide client rights training 
related to privacy to all AC staff: • 
At least weekly, observations on the 
clients' homes will be completed by Out, 
Office RSCs to assure that clients' privacy -
is maintained. • Resuits of these 
observations w,ill be given to .~c 
Managers and PAT Director for follow up 

·Person Responsible: AC Managers ~nd 
PAT Director . , 
C~mpletion Date: August 1; 2011 

DATE 

! . ~ °.!l)er ~ai;.u_r~s which would in~ure Resident 
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Any dafltiancy sia'terTie1tt ending wi\h an astetjsk (") denotei; a_ deficiency which lhe Institution may be excused from correcting providing lt Is determined that. 
f'' • safeguards provide sufficient proleclion lo the patients. (See Instructions.) Except lbr nursing homes, Iha findings staled above are d'isclosable 90. days 
\ the date of survey wilether or not a plan of correctlon is provided. for nursing homes, the above findings and plans of correction are dlsclosable 14 

ming the date- these documents are made avallab\s to the facility. Jf deficiencies are 'cited, an approved plan or cprre_ction li requisile lo continued 
JgraiTI participation. ' 
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Continued From page 1 
#13 could not be observed sittlng on the toilet by 
other people iry the house. 
483.420(d)(2) STAFF TREATMENT OF. 
CLIENTS 

·The facility must ensure·that all allegations of 
mistreatment, neglect or abuse, as Well as 
injuries 6f unknown source, are reported 
Immediately to the administrator or to.other 
officials In accordance with' State law through •-
established procedures. 

' This ST ,6;NDARD is nof met as evidenced by: 
Based on record review and interview, it was 
determined the facility failed to report six 
incidents in which it was alleged either abuse, 
neglect or mistreatment occurred. ·The facility was 
aware of the allegations aGd conducted an • 
intem,:il investigation, but did not report !he 
Incidents to the Complaint Resolufion Unit (CRU) 
as mandated reporters. >Subsequently, the facility 
is investigating incidents to determine if the 
allegation is valid prior to filing a mandatory 
report failure of the facility to report incidents 
to the State Agency prevents the Stat~ Agency, 
from having immediate knowledge of incidents for 
investigation. Findings Include: 
1. Review on 5/12/11 of an Event Report dated 
4/18/11 revealed that Resident#1 told two staff 
that he had touched a peer in a sexual.mann~r 
while they were in the bathroom together. This 
incident in which it was alleged inappropriate 
·sexual activity occurred was not reported lo the 
State Agency. 
2. Review on 5/16/11 of an Event Report dated 
11/14/10 revealed Resident #1 was eating a 
snack when he made the statement lo staff that 
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W 153 Staff Treatment of Clients 
As RCW 74.34 has been interpreted by • 
Resi_dential Care Services in Its April 28th

• 

Clarification letter to include the 
reporting of all allegations of abuse,. 
neglect, financial exploitation and 
abandonment to the DSHS Cpmplaint 
Resolution Unit (CRU), Fircrest will repon 
all allegations of the aforementioned 
mistreatment to the CRU through the 
DDD iR electronic reporting system. In 
the event that reporting via the 
electronic system is not possible, a phom 
reportwlll be !Tlade to the CRU. When 
the CRU phone messaging system is full, 
a report will be made as soo.n as, the 
system is able to receive messages. This 
action was implemented on July 8th, 
·2011. 

A monthly, review of incidents an~ 
events by both the PAT A Director and 
the Director of Quality Assurance will 
occur to assure the reporting of all. 
allegations of abuse, neglect, financial 
exploltatiori and abandonment occur. If 
one allegation is found to have not been 
reported to the CRU, it will be reported 
via the ODD IR electronic reporting 
system immediately. 
Implementation date: July 8, 2011 
Person Responsible: PAT A Director and 
Director of Qu·allty Assurance • 
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staff #1 needed to apologize because staff #1 
had " pusl)e.d him away. " Resident #1 then 
repeated the allegation when staff #1 entered the 
room. The allegation of potential staff 
mistreatmenUabuse was not reported to· the 
state, agency. ,, 
3. Review on 5/16/11 of an Event Report dated 
2/11 /11 revealed staff #1 was watching TV with 
Resident #21 for '/!horn he was providing 1 :1 
support Staff#2 who was on his.way to the 
.dining room with a Resident, changed the 
channel on the·TV. Staff#1 became angry at staff 
#2 because staff #1 changed the channel on the 
TV: Staff#1,got up from·the couch and started 
following staff#2, leaving his 1:1. Staff#1 was 
"screaming and yelling " at siaff #2. Staff#3 
asked staff #1 to return to Resident #21 but he 
continued to yell at staff#2 .. The incident In whictr 
.It was alleged staff neglected Residents was· not. 
reported to the· State Agency. 
4.Review on 5/12/11 of an Event Reportdateq 
11/3/1 O revealed Resident #15 was asleep. Staff 
#1 observed Staff·#2 " pulling and jerki.ng " on 
his shirt to get him out of a chair. After being told • 
to stop by Staff #1, Staff #2 continued lo pull and • 
Jerk on Resldent#15' s shirt to get him out of the 
chair. Staff #1 reported this to the facility as 
abuse. The facility did not repor;t this incident of 
alleged abuse to the plate Agency. 
5.Review on 5/17/11 of an .Event Report dated 
219/1.1 revealed Expanded·Sample Resident #.14 
tipp.ed over in her wheelchair while riding in a 
facility van, The facility investigation determined 
this occurred because staff did not properly strap 
the wheelchair into the van.· The investigation 
also determined the staff had not been trained on 
how to properly strl;lp Individuals into wheelchairs 
while in the van. The fadlity did not report this 
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W 165 

-incident of alleged neglect to the State Agency. 
interview wltli administrative staff on 5/16/11 
verified the incidents 1-5 had not been reported 
to the Stale Agency . • • 

6. Review on, 5/12111 of an Event Report dated 
12/10/10 revealed that a Nurse respo.nsible for 
completing a Urinalysis for Resident #1 B·did not 
assure the Urinalysis was completed. 
-Subsequently, Resident#_16 was admittetl to a 
hospital and treated for 5 days for a severe 
Urinary Tract Infection. Interview on 5(19/11 with 
the" Nurse Manager who investigated this incident 
revealeq that the Nurse responsible for obtaining 
the urinalysis was aware the urinalysis was 
necessary but did nqt ol;)taln it. The Nurse . 
Manager confirmed she did not report this to the 
appropriate state agency. 
483.420(d)(3) STAFF TREATMENT OF 
CLIENTS 

The facility must prevent further potential abuse 
while the investigation is in progress, • 

This STANDARD is not met as evidence·d by: 
Based on observation, ,ecord reviews, .and . 

interviews, it was determined the facility failed to 
insure they protected Residents while they 
investigated an allegation of abuse against staff 
#3. The facility did not insure Staff #3 had 
unsupervised contact with Residents. Staff#3 
was not supervised when he went from a room 
near the Duty Office to and from the kitchen 
where he was assjgned to work while trJe fGICilily 
was doing their investigation of the allegation. 
Also th!l facility could not insure that staff #3 did 
not leave the room where he was told to report at 

'. . 
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W 155 Staff Treatmeqt of Clients 

All sta"ff reassigned for allegations of 
client abuse or neglect now report 
directly to their re~ssignment work 
location and remain there for the 
duration of their stiift. 

•' 

The reassignment area supervised by the 
Duty Office underwent environmental . 
c_hange_s to ensure supervision of staff 
reassigned to that area. 
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the beglnriing of his shift. Failure to insure that 
Staff, who have been alleged to have abused 

. Residents, are-supeivised at all Umes prevents 
the facility from insuring that Residents are safe. 

• Findings include: • 
Review on 4/12/11 and 5/12/11 of a Facility 
Investigation of an incident dated 4/1/11 revealed 
Staff #3 was alleged to have abused Resident# 
17 during a restraint The facility assigned Staff 
#3 to duties not involving the care of vulnerable 
Residents by having him work in the facility' s 
kitchen'. At the start of eacli shift Staff #3 spent • 
time in a room.adjacent to the DUiy Office prior to 
going to his alternate work assignment at the 
kitchen. The .Duty Officer was to .insure that Staff 
#3 did not have contact with Resident~ while .in , 
this room. Observations.of the room on 4/12/11 
and 5/12/11 revealed the Duty Officer staff could 
not see into the room from their desk Also, the 
room had a back cioor which allowed access out 
of the room to an area where Residents 
frequently go. lnteivieWwith a Duty Officer on 
5/12/11 revealed staff were not monitored on their 
way to or from their alternate work assignments 
on campus, allowing them free access to 
Residents on campus. Staff #3 had to go through 
areas on campus where Residents lived and • 
moved about the campus to get'lo the kitchen 
where he was assigned to work under the 
constant observation and supervision. 

W 269 483.450(a)(1)(ii) CONDUCT TOWARD CLIENT 

These policies and procedures must address the 
extent to which cllent cHoice will be 
apcommodated in daily decision-making, 
emphasizing self-determination and 
self-managei:nen~ to the extent possible. 
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The changes include: 1-) Area now only 
has one egress-located next to the Duty 
Office, 2.) Duty Office solid door w~s 
replaced with glass panel door for 
increas\!d visibnity ofrE!assigned staff; 3.) 

. Duty Office desk W<!S reconfigured for 
line of sight of reassignment room 
egress. 

Person Responsible: PAT Director and Q,' 
Director 
Completion Date: June 3, 2011 

W ~69 Conduct To)Nard Client 
Fircrest will develop a Standard 
ORerating Proc_edure to address the 
extent to which .. choice will be 

, accommodated in daily .decision making, 
emphasizing self-determination and self

. management to the extent possible. 
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This STANDARD is not met as evidenced by: 
Based on observations, record reviews and 
interviews it was determined the facility failed to 
consistently promote independence during meals. 
Fac/lity staff did not encourage_ Residents to . 
choose what to eat or encourage them to pour 
their own liquids, cut up their food or serve . 
themselves for 3 of 11 sample Residents (#5, 
#10, #11). Failure of staff to actively prqmote 
decision making, self management and .choices 
during meals, prevents Residents the opportunity 
to become as independent as possible. Findings 
include: • 
·1.Observatlon of Resident #10 on 5/16/11 during 
l_unch at the Ailult Trai~ing Program (ATP) 
revealed she ate the meal that was ·packed in a 
lunch bag and did hot offer her any choices. 
During the meal Resident#10·sh0wed sh·e was • 

·capable of opening a small carton of milk and 
pouring it into a glass. However, staff did not 
encourage tier to be more independent during the 
bulk of the meal when they opened a baggie 
containing a sandwich, cut it up for her and 
poured water into a glass without encouraging her 
or allowing her to do it for herself. 

2.Observatiori of Resident#10 on 5/17/11 during 
dinner, at House. 301 revealed staff did not 
encourage herto make a choice.of what to eat 
Slaff took the food from the tray, put it onto a 
plate for her and cut up her sandwich. Interview 
with staff on 5/17/11 revealed Resident#10 will 
not eat food she does not iike which is the way 
she indicates choices. No choices of alternate 
food was offered, 

Review on 5/19/11 of Resident #10 ' s Choice 
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All staff will be trained on the new 
Standard Operating Procedure. All AC 
staff will be retrained on the choice • 
making abilities of individuals they are 
supporting. 
Person Responsible: PAT Director 
Completion Date: August 1, 2011 
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W 269 Continued From page 6 
Making Assessment verified ~he is capable of 
making choices " from an array offood at a 
buffet " . Review on 5/19/11 of Resident #10 's 
Individual Habilitation Plan (IHP) dated 1016110 

, revealed she "is learning to.make choices as to 
the type of food she wants, ~ondimenls, drinks 
etc. " There was no documentation in Resident 
#1 O ' s !HP indicating she needed staff to cut up 
her focid, serve her food or pour her drink . 
. , 
3. Observation ofResident#11 on 5/17/11 duling 
lunch at ATP revealed staff did not encourage 
Resident #11 to choose what be wanted to eat. 
The staff did not encourage Resident #11 to 
serve himself. Rather; staff look fc,od from a tray 
that had been prepared in the main kitchen and 
placed ifon a plate. Staff therr gave the plate to 
Resident #11. Staff then cut up·' Resident #11 's 
burrito without encouraging him to cut it himself. 
Review on 5/19111 of Resident #11 ' s Choice 
Making Assessment dated 6117109 revealed he " 
needs to have choices presented with gestural 
cues and needs to see choices " . Interview with 
staff on 4117111 revealed Resident#11 is only 
offered alternative food if he demonstrated he 
does not want what is being served. 

4. Observation bf Resident#5 on 5117/11 at 
lunch, revealed staff gave her food that had been 
prepared by the main kitchen. Staff did not 
encourage her independence by indicating she 
coufd have something else If she wanted. Staff 
then cut h!)r fopd up·without ask her if she 
wanted them to do it or assist her to cut the food 
herself. Review on 5/19111 of Individual #5 's 
!HP dated 1211110 revealed staff should,assista~ 
needed lo cut up her food. Th~ !HP also says 
staff should encourage her to make meal. time 
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choices. No alternate food was ojfered, 

W 322 483.460(a)(3) PHYSICIAN SERVICES 

The facility must provlde·or obtain preventive and 
general medical care. 

This STANDARD is not met as evidenced by: 
Based on record reviews and interview, it was 
determined that for 25 dayi, the Nurse who was 
Residenl#16' s Health Care Coordinator (HCC) 
did not obtain a physician directed urinalysis. On 
the 26th day Resident #16 was hospitalized for a 

. severe urinary tract infection. The fiJcility had no 
system lo 11ssure, Resident #1 l3 received 
necessary preventalive cares, in this case a 
urinalysls, when the HCC failed lo provide that 
preventa,tlve care. The facility ' s failure lo assure 
a system for providing preventative care resulted 
in Resident #16 being hospitalized for 5 days due 
to a severe urinary tract infecllon and prostra1itls. 
Fin?ings Include: • • 

Review on 5/12/11 o:f an Event Report.revealed 
!ha\ on 1217/1 0 Resident.#1.6 was found by staff " 

. dr,oortng and P&le." Resident #16 was 
hospitalized. 'Further review revealed that-on 
11/5/1 0 a Physician directed that Resident #16 
have a urinalysis to determine if he stlll had a 
• urinary tract infection. following antibiotic 
trealmenl The Nurse responsible did not assure 
ttie urinalysis was. completed, SubsequenUy, 
Resident #16 was admitted to a hospital for 
intraven~us antibiotic treatment of prostratlHs and 
a severe urinary tract infectlon frpm· -1 o. to 
-1□. Interview on 5/19/11 with the Nurse 
Manager who Investigated this incident revealed 
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w 322 W 322 Physician Services 

Nurses wlll be retrained on the Firnrest's 
Nursing Protocols and Procedure for 
urinary tract Infection. This retraining 
wHI include: defiritions, 
components/common cause, subjective 
and objective findings, nursing diagnosis, 
medical diagnosis, nursing interventions, 
criteria for-prompt or immediate referral 
to medical"provider by RN, criteria for • 
consultation with the registered RN/LPN, 
documentation, and follow-up·plan, 
Nurse will notify RN 4 of any Individuals 
presenting or exhibiting acute abnonnal 
health signs or i;ymptonis immediately. 
RN 4 will monitor fo~ proper assessment, 
treatmentand/or referral to medical 
provider-in accordance with Fircrest's 
Nursing Protocols and Procedures. 
Person Responsible: PAT RN 4 and PAT 
Director 
Completion Date: August 1, 2011 
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that the Nurse responsible for obiaining the 
urinalysjs w1;1s aware the urinalysis was 
necessary but did not obtain it. There is no 
system In place to ,issure that physicl,m directed 
testing Is completed. 
483.460(c)(3}(iii) NURSING SERVICES 

N.ursing services must include, for those clients 
certified as not nl;ledi.ng a medical care plan, a 
review of their health status which must be on a 
quarterly or inore frequent basis depending on 
client need. 

This STANDARD is not met as evidenced by: 
Based on record review and interviews, it was 

determined the facility did not insure that 
Quarterly Nursing Physical Examinations were 
completed and current with 4 of·11 Sample 
Residents (#4, #7;#9, and#1~) and Expanded 
Sample Residents #14, #18, #19, and #20. The 
facility did not have a method for tracking the 
completion of Quarterly Nursing Physical 
Examinations. Subsequently, when nurses did 
not do the Quarterly Nursing Physical 
·Examinations, the facility was unaware they were 
not being done. Failure to have a system to 
insure Quarterly Nursing Physical Examinations 

. are completed preven\s the facility from insuring 
that Residents ' health problems are recognized 

, and treated in a timely manner. Findings Include: 
1. Reviewon5/19/11 ofResldent#12's 
habilitation record revealed the most recent 
Quarterly Nursing Physical Examination was 
dated 6/16/10. Three Examinations were 
missing. Interview on 5/19/11 with the Nurse 
Manager.verified this was the most recent 
examination. 
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W 336 Nursing Services 
A master calendar of Quarterly.Nursing 
Physical Exams will be synchronized with 
.90 day medication reviews for continuity_ 
of care. Each HCC.will document date 

·completed on a master tracking 
spreadsheet. 
Monthly audits Will be conducted for 
completion. 
Person Responsible: PAT RN 4 and PAT 
Director 
Start Date: Synchro~ization will begin in 
July; first audit will be completed in 
August 2011. . . 
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2. Review on 5/19/11 of Resident #7' s 
habllitation record revealed the most recent 
Quarterly Nursing Physical Examination was 
dated 6/27/10. Three Examinations were 
missing. Interview on 5/19/11 with the Nurse 
Manager verified this was the most recent 
examination. 
3,Review on 5/18/11 of the habilitatlon record for 
Resident #9 revealed her last Quarterly Physical 
Examination by a Registered Nurse documented 
in the habflitation record was dated 11/10/10. 
One Examination Vfas missing. 

4. Review on 5/18/11,of the habilitation record for 
Resident#14 revealed her last Quarterly.Physic.al 
Examination by a Registered Nurse documented 
in the habilitation record wm;-dated B/14/10. 
Three Examiriatibns were mis.sing. 

5.Review on ·5/18/11 of the habilitatfon record for 
Resident#18 revealed his last Quarterly Physical 
Examination by a Registered. Nurse documented 
in the habilitation record was' dated 6/17/10. 
Three Examin;;itions were missing. 

-
6.Review on 5/18/11 of the habilitalion record for 
Resident #19 revealed her last Quarterly Physical 
Examination by a Registered Nurse documented 
in the habifltation record was dated 7/28/10. Two 
Examinations were missing. . . 
?.Review on 5/18/11 of the habilitation record for 
Resident #20 revealed her last Quarterly Physical 
Examination by a Registered Nurse do9umented 
in the habilitation record was dated 6/6/1 O. Three 
Examinations were missin.9 .. 

Interview on 5/19/11 with the Nurse Manager 
. 

~ 

M CMS-2567(02-99) Previous Versions obsolete' Event ID:KM0!:£11 

(X2) MULTIPLE CONSTRUCTION 

A BUILDING 

B,WING 

STREET ADDRESS, CITY: STATE, ZIP CODE 
_15230 15TH NORTHEAST D 

SEATTLE, WA 98155 

PRINTED: 07/12/2011 
FORM APPROVED 

0MB NO '0938-0391 
(X3) DATE SURVEY 

COMPLETED 

05/20/2011-

, ID PROVIDER'S Pl.AN OF CORRECTION IX5J 
PREFIX - (EACH CORRECTIVE ACTION SHOULD BE · . COMPLETION 

TAG • CROSS-REFERENCED TO THIS.APPROPRIATE DATE 

DEFICIENCY) 

W 3,36 

'· 

' 
. 

. 

.. 

,, 

• 

Facility ID: WA630 If continuation sheet Page 10 ot"H 

' i 
'· 

i 



DEP.A'RTMENT OF HEALTH AND f ~AN SERVICES 
• CENTERS FOR MEDICARE & MEDICAID SERVICES· 

)
STATEMENT OF DEFICIENCIES 
AND PlAN ·op CORRECTION 

(X1) PRDVIDER/SUPPLJER/CUA 
IDENTIFICATION NUMBER: 

( SOG053 

J,;-n,v,£OF l'ROVJDE~ OR Sl}PPLlER • 

·• 

FIRCREST SCHOOL PAT A 

()(4) JD 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECECED BYFLILL 

REGULATORY OR LSC IDENTIFYING INFOR!M<TION) 

W 336 Continued From page 1 O 
verified thai there is a problem with the system for 
Registered Nurses to complete the Quarterly 
Physical Examinations. • 
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( STATE OF WASHINGTON· 
DEP.ARTMENT. OF SOCIAL AND HEALTH SERVICES 

[CF/MR Survey & Certification Program 
1949 South State. Street, Tacoma, WA 98405 N27-23 

By Facsimile 

Dr. Asha Singh, Superintendent 
Fircrest School Pat A 
15230 15thNortheastD 
Seattle, WA 98-155 

'April 30, 2010 • 

.RE: Recertification Survey 04/13/~010-04/21/2010 

Dear Dr. Singh; 

Included with this letter.you will :find the draft CMS 2567 $tatenie;t of Deficiencies (SoD) 
which resulted from a recertification suzyey completed on 04/21/201 o·. • 

Please be advised of your right to review this draft survey and submit any additional information 
to cl~ or clispute the survey team's :findings. Your response ~hould be f~ed to the ICF!MR 
Quality Assurance office and arrive no later. than two working days after the date the· draft was 
faxed to your facility. • • · c 

·, 

., In the eyent·that there is nqt a dispute-with the survey :findings, or once any disagreements 
pfiltai:Q.ing to the survey report have beenresolired, the SoD .will be· considered final and the Plan 
of Correction (PoC) will be due within ten calendar days ofreceipt of the _:final SoD; .. , 

' . 

In order to nieet .the ten.day timeline; you may write the PoC cmto the faxed copy.of the SoD for 
:r:eview by the ICF!MR survey team and fax it back to this offic~, signed and dated;' to: ,. 

· Residential Car~ Services, Mail Stop: N27-23 
1949 S. State Street • 

• Tacoma, WA 98405 
O:\'fice (253) 476-7171 Fax (253) 593-2809 

After review ofthe P0C by the ICF!MR team, ·the original SoD will then be mailed to your • 
facility.in order'to add the acceptable PoC. A copy of the guidelines for an acceptable PoC is 
bi.eluded with this fux; • • • 

Thank you for your _attention to this matter. 

~cere~ ._ • ' _ 
.\\eu.._l\~ 
Tom Farrow, Field Manager 
ICF!MR Survey and Certification Program. 
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W 000 INITIAL COMMENTS • 

. This report is a-result of the Annual 
• • Recertification Survey conduc)ed a:t Fircrest • 

School from 4/13/10.through 4121/10 completed 
, by#19986,#21833, #1'2564, and#12891, and 

#291?4 frort\: 

D.S.H:S. 
Aging and Disability Services Administration 
ICF/MR Survey and Certification Program 
1949 South \3tate Street, MS: N27-23 
Tacoma, WA 98405-2850 
Office Phone: (253) 476-7171 

, . FAX: (253) 593-2809 
W 104 °483.410(a)(1) GOVERNIN.':' !:)ODY 

:rhe govemir19 b(?dY. must exercise general policy, 
budget, and operating direction over the facility. 

This STANDfo.FD is not met af; evidenced by; 
Based on records review and iriterview 
verification, it was determined the· facility failed to 
provide oversight of funds for Residents of house 
311/312. Vending Machine Program funds and 
funds used for community outings were obtained • 
by staff and were used without a full and siccurate 
accounting of the fun_ds. Findings include; ., 

. - . 
1. Observatlon on.4/14/10 at house 311/3.12 in 
the afternoon, revealed staff #1 came into the 
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WlOfGoverning Body. 
• The ''vending maohlne accouilt'' to which 
this statement of defic,iencies.is referring 

.: is actually_money taken from lhe Fircri,st 
General Welfure account. The money is 
not removed from the individual's , • 
account ~til the Unit Pet1y Cash Log is 
returned to the Fiscal department with an 
accounting of the amount each individual 
spent Therefore, it was not necessary fo1 
the-reader of the Petty Cash Log to know 
how much the Resideuthas available to 
them .. 
However, Fircrest will revise the 
guidelines for '.'Maintaining and 
Accounting for Client Cash on Hand" to 
include revisions to the Clienf Personal 
Spending Ledger so that it will indicate 
the st,µting amount of petty cash kept on 
the house for each individual. A column 
for the subtraction of each disbursement 
.will be added _so a·runn~g total-ofmoney 
• available is listed. • 
Revisions will also be made to the 
process invblved in accounting for funds . 
( other than funds specifically designared • 
for vending machines) when there is no 
receipt present, The .Client Casfr . 
Withdrawal form must be approved by 
the PAT J;)iiector or designee when there 
is :110 receipt to account fo,: money •• . 
withdrawn fr.om an individual'Raccount. 
An unann_ounced audit of all homes 
maintaining pet1y cash func!s will occur 
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room ~nd handed ~faff #2 two quarters. Staff #1 
told Staff#2·itwas the remaining money of the 
"vending machine program." Staff#:2 took the 
quarters .. Observation pf the ledger on 4/15i10, in
which th13 monies for the vending machine 
program· were tracked, revealed there was no 
way to verify how much money Residents had in 
their "vending machine account" Interview with 
Administrative staff on 4/15/10 verified the 
accounting process used lo track the money 
-spent fn the "vending machine program" did not 
allow the reader to· determine how much money 

• Residents had ·available to them. . • 

2. Review on 4/14/10 of the following·· "cash· 
withdrawal" ,_slips revealed thefollowing: 

$45.00 was withdrawn on 3/21/1 O for three 
residents lo go on an outing. Staff reported each 
resident spent 15.0Q dollars at a fast food 
restaurant having dinner and a snack. There 
were no receipts provkl~cl to the-facility after the 
outing. 

$45.00 was withdrawn on 3/5/10 for 9 
residents· lo go on an outing. Staff reported each 
residenl spent 5.00 dollars on a' "burger, shake 
and fries." No receipts were provided to the 
facility. 

$84.00 was withdrawn on 3/18/10 for seven . 
residents lo go to a movie. Receipts were not 
provided for all lndivid~als. 

$30.00 was withdrawn on 3/11/.10 for an 
. __-"outing" for e· Residents. Receipts were not 

provided 'fo'. ?II Residents who went on the outing_. 

Interview on.4/14/10 with Administrative staff 
verified there were _no receipts. 
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W·125 Continued -From page 2 
The facility must ensurE) the rights of all clients. 

.· Therefore, the facility must allow and encourage 
individual clients to exercise their rights as clients 
of the facility, and as cifizens of the United States, 
inclvding the right to file complaints, and the right 

:to due process. • 

This STANDARD. is not met as evidenced by; 
.Basea on record review and interview verification, 

, it was determined the facility failed to afford 111 
Residents (12 of 12 sample Residents [#1 
through #12] and 99 non-sample'Reslderits) due 
process prior t6 approving restrictive procedures. 
The facility developed and Implemented a variety 
of restrictive measures including sedation, 
physical restraints, mechanical .restraints, 

• restrictive diets, ·protective supports, room 
monitors and restricted access to funds without 
insuring Residents' 'rights were protected. 
'Finding includes; 

Review .on 4/16/10 of Resident #11 's record 
revealed an "lnforrned Consent for Medical Care" 
form dated 12/31/09 which showed the Human 
Rights Committee (HRC) had approved the use 
of physical restraint for holding hirri on the 
examination table, blood draws and routine 
hygiene, such as cutting nails. The consent also 
included approval for sedation for some medical 
procedures, examinations and treatments and the 
use ot'a mechanical restrain~ such as a • 
"papoose board" . Review on 4/16/10 of the 
"Consent and HRC Approval for Restrictive 
Procedures in 2010" form revealed 111 . 
Residents {Sample Residents #1 through #12, 
and 99 non-sample Residents) had restrictive 
procedures that Were approved on 4/8/1 Q by the 
HRC. There was no evidence I~ suggest the 
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W125 
W125 Protection of Clients Rights 
During the time of each individual's IlIP 
all informed consents will.be reviewed by 
·the Human Rights Committee (HRC). 
Supporting infonnation as to .why the 
restriction is necessary will be presented 
to the HRC in writing and by a member 
of the Jnteidisciplina,:y Team. The 
Quality Improvement DepartJ:nent will 
keep a log·of consents approved by the 

. HRC for each individual. This log will be 
reviewed by the PAT ADDA 1 and the 
Director of Quality Improvement on a 
spot check basis. 
Target Completion Date: 6/30/10 and . 
ongoing 
Person Responsible: PAT' ADDA 1 and 

. Director o( Quality µnprovel)lent · · • .. 
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W 125 Continued From page 3 
facility provided the HRC with supporting 
information which would indicate wtiy the facility 
thought the restrictions were necessary. • 
Interview with administrative staff on 4/20/10 
Verified the facility did not ins.ure the HRC·had. 
docunientat(oi, explaining why the restrictive 
procedures were necessary. ·• 

W 227 483,44D(c)(4) INDIVIDUAL PROGRAM' PLAN 

The individual program plan slates the specific 
objectives n·ecessary to meet the client's needs, 
as identified by ilie comprehensive assessment 
required by paragraph [c)(3) of this ,;ection,. 

This STANDARD is not met as evidenced by: 
Based o□ observation, record.review and 
interview verification, it was determined the facility 

, failed to 'insure that 3·.o'f 12 Sainple Residents 
(#9, #11, a_nd #12) had Interventions designs!d to 
help them use their lime constructively, 
Residents #9, #11, and #12. wer.e observed 
engaging in repetitive activities for-long periods of 
time. Findings include:· • • • 

1. bbservations of Sample Resident #9 on 
4/1411 O from 10:36 am to .10:47 am and from 
3:00 Pm to 3:21 pm; c!nd on4f15/10 from 9:37 am 
to 9:59 am rev.ealed he spenlthese limes silliiig 
or lying down on a couch chewing on or mouthing_. 

.. ., items (a flexible orange plastic tube about 1" in 
diameter, .a ball made out of plastic co11tied wire 
with small objects on the wires, towels). Review 
on 4/16/10 and 4/19/10 of Resident#9 's 
Habilitation Plan reveaied he had no intervention 
to learn !Cl use his lime in a meaningful manner. 
Interview on 4/19/10 with a facility administrator 
verified \here was no intervention for Resident #9 
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W227 Individual Program Plan 
Sample individuals #9, 11 and 12 as well 
as all the individuals 'in PAT A will be 
assessed as to their ability to. use t)ieir 
unstructured time (non-work/school, 
meal, personal 4ygiene times) in an 
adaptive and socially acceptable manner. 
For those individuals· assessed as having a 
prioritized need in this area, a strategy 
will be developed to address this:need. 
The fufonnation on this strategy will be 
communicated to the staff directly 
responsible for implementation. 
Engagement in activities during. 
unstructured times will be monitored by 

. IDT review. of !lirebt care staff 
documentation, and IDT ~ir!lQt ' 
observation-and discussion. IDT reviews 
will be dbcumenfed in: the QMRP notes. 
PAT ADDA 1,willconductaquarterly 
spot check tb ensure completion. 
Target completion date: 6/30/2010 . 
Person Responsible: PAT ADDA I and 
PAT A Director • 
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Continued From ·page 4 
to learn to use his time in ·a meaningful manner'. 

2. Observations of Sample Resident#12 on 
• 4/14/10 froni 10:01 am to 10:-26 am, from 12:04 

pm to 12:31 pm,' and from 3:31 pm to 3:42 pm; • 
a.na on4/15/10 from 10:06 am to 10:26 am and 
·from 3: 13 prrfto 3:24 pm revealed she spent the 
majority of this· time si_tting with her hands near 
her ears/fece, body rocking, head rocking, and 
often closing her eyes. Review· on 4/19/1 o of 
Resident #12's Habilitation Plan revealed ~he had 
no intervention to help her use her time 
constructively.' Interview on 4/19/10 with a facility 
administrator verified tnere was no intervention to 
teach her to use her tiine constructively. , . ' 

• 3. Observation Sample Resident #11 on 4/14/1Q' 
' at house 303 from 3:15 until 3:50 and from 4:10 . 

until 5:11.and 4/15110 from 8:30 am until 9:10am 
and from 3:30pm uniil 4:49pm revealed he sat in • 
the same chair and randomly dropped round 
plastic colored discs into:a thin plastic square 
shaped objec;t (Connect Four). On occasion, he 
would stop dropping the discs anct·would rock 
forward and backward while seated in his ·chair. 
Review on 4/19/10 of Resldent#11's Individual 
Habllitation Plan revealep "interacting With 
Connect Four is his favorite activity''.·· Interview 
with direct care staff on 4/14/1 O revealed • . 
Resident #11 has a routine and does nqt deviate. • 
Interview on 4/19/10 with Administrative Staff 
verifiei:1 ·Resident #11 needs tci learn to participate 
in c:,ther activities. , 

W 249 4B3.440(d}(1) PROGRAM IMPLEMENTATION. 

As soon as the interdisciplinary team has 
formulated a client's individual program plan, 
each client mupt receive a continuous active • 
treatment program cons(sting of nee~ed 
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interv,;-ntions and services in sufficient number 

,and ~requency to support the achievement of the 
objectives identified in the individual program 
plan·. 

This STANDARD is not met as evidenced by: 
Based on observation, record. i:eview, and 
interview verification, it was determined the facilily 
failed to ini:,ure staff implemented programs fo_r 2 
of 12 Sample Residents (#9 and #12). Resident 
#9 had a program to aadress Pica (eating inedible 
objects). Sample Resident #12 had a program for 
requ~ting coffee .and a program for not eating 

r too fast Staff did not implement these programs' 
.according to the lmplementetlon Plans wri~en by 
the facility. Findings include: • . . • ' 

I 

' ,. 
I 
I 

1. Review on 4/16/10 of Sample Resident #9's 
Individual Habilitation Plan dated 5/14/09 • 
revealed he had an Implementation Plan to 
address Pica (eating inedible things) which . 
directed staff to implement, in part, to "interact 
often" with him and ·try to get him "engaged in 
activities" or to look out windows as preve_ntion 
strategies. Resident #9 was observed on 4/14/1 O 
from 10:36 am to 10:47 am sitting on a'couch 
(which was not near a window)-chewing on an 
orange, plastic flexible tube. Staff tried to take 
the tube- away .from him but did not offer him an 
'alternate activity. No other staff interaction 
occurred. Resident #9 was obseJVed on 4/14/10 
from 3:00 pm to 3:21 pm sitting/lying on a • • 
vibrating 11bed11 chewing on a flexible plaStic tube. • 
Staff did not attempt to engage him in. any other 
activity. The "bed" was not near a window. On 
~/15/1 O he was observed from 9:37'am to 9:59 
am sitting in a chair. Initially he was chewing on a 
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W249 Program Implementation 
To assure staff ll)lplement programs 
.contained in the Individual Habilitation 
Plans (IHP), the Program .Observation 
Form used by PAT A will be tevised to 
include a seption on the direct observation 
of programs.· Staff who use the form·wn 
observe direct support sta:ffw:orkingwith 
individuals and will note if the staff has 
implemented programs that should have 
been initiated dur)ng the time frame of thi 
·observation. Appropriate feed\mck will 
be given to the direct care staff upon 
• completion of the observation period. 

. Completed Program Observation Foi:ins ·• 
will oe reviewed at IDT meetings with 
program progress documented in QNRP • 
notes. PAT ADDA 1 iyill conduct.a 
quarterly spot check to ensure 
completion. 

.. . Target Completion date: 6/30/2010 
Person Responsible: PAT ADDA 1 and 
PAT A Director 
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W 249 Continued From page 6 
towel The staff took the towel fro)Tl him and gave 

. him a ball made of plastic coated wires with 
objects on the wires which he started 
chewing/biting on. Staff did not attempt to 
engage him in any other activity, and the chair 
was. not near a window. On 4/15/1 0 al.3:39 pm 
Resident #9 was sitting in a chair facing a 
window. Staff got.him up and moved him to a 
different chair facing away from the window. At 
3:47 pm after assisting him in,thebathroom, staff 
took him to a couch that was away from windows 
and gave hini the ball ma.de of plastic coated 
wires which he started chewing/biting on. 
Interview on 4/19/10 w~h a facility administrator 
verified·the'staff were·not correctly following the 
plan to address Pica. 

• 2. Review ~n 4/19i10 of Sample Resident#12's 
. Habilitation Plan revealed she had a program to 
request a cup.of coffee by using the sign for 
coffee after verbal prompting by staff. 6n 
4/14/10 at the Senior Program at approximately 
10;10 am staff gave her a mug of coffee. On 
4/14/10 at ~ouse 3)5/316 al approximately 3:4~ 
pm staff took her into the dining room and asked 
her if she wanted coffee: On 4/15/1 Oat the 
Senior Program at approximately 10:15 am staff 
gave·hera mug of .coffee., On 4/f5/1q at house 
315/16 al ~pproximately 3:25 pm she was taken 
into the dining room and given a C\JP of coffee. 
On none of these occasions was she asked to 

• man~ally sign for her coffee. Interview on 4/19/1 o 
qf a facility administrator verified staff should have. 
implemented the program and verbally prompted 
h_er lo sign " coffee " . 

3: Reyiew on 4/19/10 of Sample Resident#12's 
Individual Habilitatlon Plan dated 11/19/09 
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., 

ievealea she had a program ta !JOI eat tao fast 
The Implementation Plan indicated staff were to 

• verbally cue her ta slow do;yn and give her time ta 
respan.d ta the cue. Observations of Resident. 
#12 an 4/14/10 at the noon meal and the evening 
meal revealed staff gave her a verbal cue to slaw 
down byt then immediately put their hand pn her 
hand. Interview on 4/19/~ 0 of a facility 
administrator verified staff should have 
implemented !he program as written by Verbally 
cuing her ta slaw down, waiting for ~er to 
respond, and then proViding p~ysical assistance if 
necessary. 

• W 262 483.44D(f)(3)(ij PROGRAM MONITORING & 
CHANGE 

The committee should review, approve, and 
monitar"-individual programs designed to manage 
inappropriate behavior and other programs that, 
in the opinion of the committee, involve risks to 
client protection _and rights. 

This STANDARD is not met as evidenced by; 
Based on record review and inter-view verification, 
it Was determined the facility's Human Rights 
Committee approved restrictive procedures•for . 
111 Residents (12 of 12 sample Residents [#1 : 

·through#12] and 99 non-sample Residents) for 
medical, dental, dietary, protective supports, room 
monitors and restricted access to personal money 
without reviewing any other supportive 
information provided by the facility about why the 
facility was considering the need for the restrictive 
procedures. They also failed to consider whether 

• less intrusive methods had been tried, a 
risk/benefit analysis or if there was a • 
comprehensive program addressing the particular 
behavior._for whicl) the restrictive procedui:e was 
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• W262 Program Monitoring and • . 
Change .. 
During the tjme of each individual's lHP 
all informed consents will be reviewed by 
the Human Rights committee (HRC). 
Supporting information as 1n why the 
restriction is necessary will be presented 
to the lffi.C in writing and by a member: 
of the Interdiscipill)ary Team. The 
Quality Improvement Department will 
keep it log of consents approved by the 
HRC for each ino.ividual. this lqg will be 
reviewed by the PAT ADDA I and the 
Director of Quality Improvement on a 
spot chec\< basis. 
Jarget Completion Date: ii/30/10 and 
ongoing 
Person Responsible: PATADDA,1 and 
Director of Quality Improvement . • 
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being us~d. Findings include: 

Review a"n 4/16/1 O of Resident #11 's record • 
revealed ·an I nforme'd Consent for Medical Care 
form dated 12/31/09 which showed the HRC ·had 
• approved the use of physical restraint for holding 
him on the examination table, blood draws and 
routine hygiene, such as cutting nails. The • 
consent also included approval for sedation for 
SOI)'le .medical procedures, examinations and. 
treatments (did not specify"which mediQal 
procedures, treatments or examinations required 
the procedure) and the use of a mech,mical 
restraint, such as a "papoo~e board'' (it was not 
clear .if the approval included all mechanical 
restraints or just the. "papoose board"). Review 
on 4/16/10 of the Consent and HRC Approval for 
Restrictive Procedures in 201 O form revealed 111 
Residents' 02 sample Residents' and 99 , 
non-sample Residents) restricliye procedures 
were approved on 4/8/1 D by the HRC. There was • 
no indication the. HRC was given the following: 

lndividualizecf programs for the specific 
restrictive procedures within the Individual • 
Habilitation Pl,m; 

The Positive E)ehavior Support Programs 
(PBSP);. . 

A risk/benefit analysis for each restrictive 
procedure;· . \ 

LA review of less restrictive methods tried by 
the facility, what they were or their effectiveness. 
Interview with.administr . .itive staff oiT4/21/10 
verified the HRC was not provided with 
indiv!dualized programs for. each procedure; an. 
analysis of whether the.restrictive procedures 
were needed; IHPs, PBSPs or a risk/benefit 
analysis for each Resident who had a restrictive 
procedure for mec/I~I derytal, dietary, 'protective 
supports, room al!)ITTIS or restricted access to 
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their funds. 

W 369 483.460(k)(2) DRUG ADMINISTRATION 

The system for drug administration must assure 
that all drugs; including those that are 
self-administered, are administered without error. 

This STANDARD is not met as evidenced by; 
Based on observat\ons, record review and 
interview verifiC?tion, ·it was determined the 

. facility failed 16 administer drugs without error for 
1 of 57 observed medication passes. Findings 
include; • 
Observation. on 4124/10 al 4:10 PM revealed a 
nurse administered .a Calcium Citrafe, 200 mg 
tablet, to Expanded Sample Resident #13. 
Review on 4/19110 of the Physician Orders for 
Expanded Samp\e Resid13nt #13 reveal'?d a 
Calcium Citrate 200 mg tablet is-to be 
administered al 8:00 AM and 7:00 PM. Interview 
on 411911 O with the RN Manager verified the 
Calcium Citrate 200 mg tablet was not 
administerect'accor:ding to the Physician Orders. 

W 437 483.470(9)(3) SPACE AND EQUIPMENT 

·Toe facility must provide adequate clean linen 
and dirty linen storage ~reas. 

This STANDA,RD i~ not met as evidenced by: . 
Based on observation, record review and . 
interview verification, ii was determined the facility 
failed to keep laundry (bedding and face cloths) 
sanitary before they-were used by Residents. 
Bed linens were stored on the floor at house 
303/304. Clean laundry was delivered to the 
Adult Training Program (ATP) in bags that had 
been ripped or tom ·and then was dragged across 
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W369 Drug Administration 
Fircrest will administer all medications 
according to physician prders. For 
individual # 13 the medication time was 
immediately cor.rected in accordl_Ulce with 
the physicil!n's order to give Cal9ium 
Citrate at 1200 and 2000. An event report 
was generated and the Nursing Supetvism 
completed the investigation. The nurse . 
who adinini.stered the medication at the 

• incorrect time was .retrained on Nursing 
Procedure 1-F 6a, The Preparation and 
Administration offyfodications. All PAT 
A nursing staff will be retrained on • . 

• Fircrest Nursing Procedure 1-F 6a, The 
Preparation and Administration-of 
Medications. 

• All medication profiles for 
individuals in l;' AT A have been 
checked to ensure that .ill the 
medications are written to be 
administered according to the 
physician's orders. Medication Pass 
Observations will be used for follow
up to ensure compliance. On a 
quarterly basis or as needf:d, the le\ld 
LPN4 and the Nursing Supervisor wil 
perform Me;dica,tion /1.dministration ; 
Observations for all the medication 
and trea1ments provided by nursing 
• staff. The Nursing Supervisor wiJl 
• keep the records of_the COI!lpleted 
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W 437 G\:mtlnued From page 10 
the floor by Residents. Contaminated laundry 
was not placed in leak.proof bags prior to being 
sanitized. Findings Include: , • 

' ' 
1. Observation at ATP· {room in which S~mple 
Resident #11 works) on 4/15/10 revealed a 
non-sample Reslqent dragging a laundry bag 
across the floor. The white bag was torn and 
contairJed clean laundry. In addijion, • 
contaminated laundry was thrown into a bag that 
was not leak proof. Review of the Facility's policy 
"Handling of Conta_minated ~aundry" revealed 
"all laundry shall be considered contaminated and 
shall be stored in containers designed to be leak 
proor'. lntervjew with admlnistratille staff on 
4/15/1 O verified the clean laundry should not be 
dragged across the floor In a torn bag, bags 
should be repaired and the contaminated laundry 
needed to be placed in leak proof bags. 

2. Observation at.ATP on 4/15i10 in room 88,E 
revealed-a torn laundry bag was sitting on the 
floor. The bag contained clean laundry. 
Interview with Administrative Staff on 4/15/10 
verified the clean-laundry should not be sitting on 
the flpor. 

3. Observation at ATP on 4/15/1 D in room 87-E 
revealed staff placed contaminated il!itindry in a 
-bag resemliling a fish net. -Review of the 
Facility's policy "Handling of Contamim,1ted 
Laundry' revealed ''all laundry shall be 
considered contaminated and shall be stored in 
containers designea to be. leak proor•: Interview 
with Administrative Staffon 4/15/10.veri!ied the 
contaminated laundry should be placed. in ·a le.ak 
proof bag. • 

W 440 483.470(Q(1) EVACUATION D~ILLS 
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W437 
medication pass observations. 

\ .. 

W440 

Target Completion Date: 6/15/10 
Person Responsible: PAT A Nursing 

• • Supervisor/RN4 

W437 SpaceandEquipm~nt 
Unit 303-304's improper storage of bed 
linens issue is resolved. AJl oilier PAT A 
units will be reviewed for proper storage 
of clean linens. 

ATP staff will be relraineq on Fircrest's 
policy on 1he "Handling of Contaminated 
L8llildry''. Additional equipment will be. 
pJll'chased.to provide for sufficient 
processing and handling of clean and· 
contamin~d laundry. • 
Target Completion Date: 5/28/10. 
Person Responsible: ATP Supervisor anc 

. Assistant Superintendent 
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Continued Froni page 11 
The facility must hold evacuation drills at least 
quarterly for each shift of personnel. 

This STANDARD is· not me.t as evidenced by: 
Based on record review and interview verification, • 
it was determined the facility failed to conduct • • 
quarterly fire'drills for each shift for four of nine 

·house (303/304, 307/30~/, 311/312 & 315/316). 
The Annual Fire Drill Forms did not have the 
times of all of the fire drills which made it difficult 
to ascertain what shift the drill was held. Finding· 
included· .. • 

Review on 4/14/10 of the facility Annual Fire Drill 
Records revealed house 303/304 liad no • 
documented •fire drill for the night shift during the 
first quarter of the year 2010 or the second 
quarter cit the year 2009. House 307/308 had no 

. documented fire drills for the day shift during the 
second quarter of the year ;2009 or the night shift 
during the fourth quarter of the year 2009. House 
311/312 had no documented drills for the night 
sl)ift during the first quarter of the year March • 
2010 or for the day shift during the second 
quarter of the year 2009, ljouse 3'15/316 had no 
documented fire drills for the night shift during the 
first quarter of the y~ar 2010 and no documented 
drill for the day shift during the fourth quarter of 
the year October 2009.Jnterview with 
administrative staff on 4/15/10 verified !he facility • 
did not hold quarterly fire drills for all houses. • • 
483.47orn(2)(i) EVACUAj'ION DRILLS 

The facility must actually evacuate clients during • 
at.least one drill each year on.each shift. 

This STANDARD is not met as evidenced by: 
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W 440' Evacuation Drills 
The Evacuation Drill Form had 
previously been redesigned to inclu~e 1he 
time of the drill, 1herefore making it . 
easier to determine which wqrk shift 1he 
drill was completed. The Safety Officer • . 
will contact 1he Attendant Connselor 
Manager ofh9me~ who have not 
completed i:he assigl).ed fire drill by or 
before the 251h of each nion1h so 1hat 1he 
drill can be completed within the assigned 
month. The Safety Officer will assure 
1hat the drills are. completed by the end of 
the month. • 
Target Completion Dal<?: 5/3/10 
Person Responsjble: Safety Officer and 
Director of Quality Improvemen~ 

W445 Evacuation Drills • 
All total evacuation drills will occur on 
each shift mi a designated day each July. 

"This will simulate a real emergency as all • 
drills will occur at one time, The Safety 
Ofl'icer and Director of Quality 
Iµtprovement will oe present for the 
drills. The designated staff to complete 
the Evacuation Drill. form will note any 

. problems associated with the drill so that 
improvements can be made for the future. 
The rrrector of Qu~Iity Improvement wil 
review all fire' drills completed in fue 
month of July to assute that a total . 
evacuation drill has been held on each 
shill on each house. 
Target Completion Date: 5/3/10 
Person Responsible! Safety Officer and 
Directo;r of Quality Improvement 
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W 445 Continued From page 12 
Based on record review and interview verification, 
it was determined the facility failed lo conduct fire 
drills which incl~ded an evacuation al least one ., 
time per year per hquse for four of nine houses 
(303/304, 307/308, 311/312 & 315/316), rinding 
includes: • 

Review on 4114/10 of the Annual Fire Drill Record 
for April 2009 through March 201 D revealed 
h9use 3031304 did not conduct an evacuation of 
the house during the "day shift''. House 307 /308 
did not conduct an evacua!ion during the "ni.ghl 
shift" . House 3111312 did not evacuate for either 
the "day:•, "afternoon" or "night shift''. House 
315/316 did not evacuate during the "day shift''. or 
the "night shift''. Interview with administrative 
staff on 4115/10 verified that evacuations for tire 
drills did ncit occur during the above•mentioned 
shifts for each of the houses. 
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(l0)(f)(iv) A compilation of findings since fiscal year 
2010 by the Centers for Medicare and Medicaid 
Services, and Residential Care Services, at the 
Residential Habilitation Centers, Nursing Facilities, 
Supported Living, Assisted Living, Group Homes, 
Companion Homes, Adult Family Homes, and all other 
community based providers. 

• Lakeland Village SODs 2015 - 2010 



STATE OF W ASRINGTON 
DEPARTMENT OF.SOCIAL AND HEALTH SERVICES 

Aging and Long-Term Support Administration 
Residential Care Services 

· PO Box 45600, Olympia, WA 98504--5600 •. 

February 10, 2015 

BY _FACSIMILE and CER'FIFIED MAIL 170071490 0~03_ 4195 0840) 

Important Notice - Please .Read Carefully 

Anthony DiBartolo, Superintendent 
Lakeland Village 
PO Box200 
Medical lake, Washington 99022-0200 

v RE: • Recertification Suivey 

/ 

1/12/2015 through 1/?7/2015 

Dear Mr. DiBartolo: • 

Residential Care Seivices (RCS).received your credible letter of allegation on February 
9, 2015, from Lakeland Village, which alleges that substantial compliance has been 
achieved with the condition of participation (COP) for Client Protections (W122 -42 
CFR 483.420 ). RCS has fourid the allegation· of compliance outliried in the letter to be 
credible .. The suivey and certification team will return to Lakeland Village to verify 
implementation of the plans outlined In the letter. Based upon Information gathered 
during the visit, the state agency will determine if the facility has achieved substantial 
c~mpliance with the COP. • • 

Remedy . 
Substantial compliqnce with federal requirements or the immediate jeopardy must be 
achieved and verified by 2/19/2015 (23 calendar days frol)1 the date on which the . 
survey was completed (SOM 3010)). Failure to achieve substantial compliance with 42 
CFR 483.420 will result in termination from the Medicaid· ICF/11D program (42 CFR 
442.101 (3) (e); SOM 3005 E). • • 

The department will proceed with ter~ination 1.!ntll you have achieved substantial 
compliance with the cliimt protections'CoP. Compliance with the Co~ must be verified 
on-site by RCS as sutistantially implemented by 2/19/2015. Compl!ance and 
verification of compliance by the ICF/11[? team of all the deficiencies on the _SoD must 
be achieved by_the goth calendar day, 4/27/2015. 



Anthony Dibartolo, Superintendent 
February 10, 2015 
Page2 

An acceptable PoC must contain at a minimum the following core elements (SOM 
3006.5): 

• How the corrective action will be accomplish·ed for the sample Individuals fou.nd to 
have been affected by the .deficient practice; 

• How the facility will identify other Ind.ividuals who have ttie potential to be affected by 
• the same deficient practice, ·and how it will act to protect Individuals in similar 
situations; 

\ 

• What measures will be put into place or systemic changes that will be made to 
ensure that the deficient practice will not recur; 

• How the-facility will monitor its corrective actions/performance to ensure that the 
• deficient practice is being corrected and will not recur, i .. e., what program will be put 
into place to monitor the continued· effectiveness qf the systematic change to ensure· 
that solutions are. perm.anent; and . 

• When corrective action will be accomplished. 

• The title of the person or persons respon~ible to ensure correction for each 
deficiency. 

You must also send the original 2567 form with your Poe signed and dated to the 
Man.ager below no later than 10 calendar days after you receive this letter. Failure to 
submi~ an acceptable POC by the 1 oth calendar day may. result.in the imposition of 
rem_edies. 

Loida Baniqued, Field Manager 
ICF/11D Survey and Certification Program· 

Residential Care Services, Mail Stop: 45$00 
PO Box45600 

Olympia, WA 98504-5600 
Office (360) 725-2405 Fax (360) 725-2642 

The Department will use the PoC and an onsite revisit as the b!3sis for verifying 
correction of the deficiencies. If you modify your PoC after submission, you must 
immediately notify the above office in writing. Any Poe modification must address each 
'W;'tag number.with related details about any modifications. 

. . 
Informal Dispute Resolution (IDR) . . 
You have an opportunity tq question cited deficiencies and/or state actions initiated in 
response to them, through the state's informal review and 'dispute resolution process. 
Unless you becr;,me entitle.d to a federal administrative hearing following imposition of a 
federal remedy, this will be your only opportunity to challenge the deficiencies described 
on CMS Form 2567. 



( 

Anthony Dibartolo, Superintendent 
f:ebru.ary 10;·2015 - -- -- - - -
Page3 

To request an informal dl~pute resolution (IDR) meeting, pl.ease send your written· 
request to Informal Dispute Resolution Program Manager, PO Box 45600, Olympia, 
Washington 98504-5600. If you request an IDR, you must, still submit a POC within the 
time limits described above. The written IDR request should: 

o Identify the specific deficiencies that are disputed; 

• . Explain why you are-disputing the deficiencies; 
.• i 

• Indicate the type of dispute resolution process you prefer (face-to-face, 
telephone conference or documentation review);and 

• Be sent during the same 10 calendar days you have, for submitting a POC for 

the cited defici~ncies. • • 

During the informal process you have the right. to present written ·and/or oral evidence 
refµting the deficiencies. An incomplete review and dispute resolution _process will not 
deiay the effective date of any. enforcement actiop. 

If you have any questions concerning the instructions contained in this letter, please 
contact me at (360) 7.25-2405. • 

Sincerely, 

A!.1U.&J~ 
Loida Bahiq~~d; ~eld Mana~er 
teF/11D Survey and Certification Program 
Division of Residential Care Services 

cc: CMS Regional Office, Washington State ICF/11D Team 
Bill Moss, Assistant Secretary of AL TSA 
Carl I. Waiters II, Director of RCS· 
Donna Cobb, Senior Counsel 
Evelyn Perez, Assistant Secretary of ODA • 
Donald Clintsman, Deputy Assistant Secretary of DDA 
Janet Adams, DDA Office Chief • • 
Larita Paulsen, DDA QM Unit Manager 
Bruce Work, Medicaid Compliance Administrator 
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• W 000 INITIAL-COMMENTS 

This report Is the result of a recertification survey 
conducted at Lakeland Village between 1112/15 
through 1/27/15. 

The survey W/olS conducted by: 
Gerald Hellinger, Kathy Heinz, Claudia Baetge, 
and Carla Lundberg 
The survey team is from: 
Department of S_ocial &,Health Services 
Aging & Disablllty Services Administration 
Resldentil:!I Care Services, ICF/IID Survey and 
.Certification Program • • 
PO Box 45600, MS: 45600 
Olympia, WA 98504 

Telephone: (360) 725-2405 
W 100 440.-150(0) ICF SERVICES OTHER THAN IN 

INSTITUTIONS 

"Intermediate care facility ser.vlces" may include 
services in an institution for the mentally retarded 
{hereafter referred to as intermediate care 
faoillties for persons with mental retardation) or 
persons with related co_nditlons if: 
(1) The primary purpose of the .institution Is to 
provide health or rehabilitative services foi 
mentally retarded-individuals or persons with 
related conditions; •. 
,(2) The institution meets the standards .in Subpart 
E of Part 442 of this Chapter; and 
(3) The mentally retarded recipient for whom 
payment is requested is receiving active 
treatment as specified in §483.440. 
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Continued From page 1 
This STANDARD Is not met as evidenced by: 
Based on observation, interview and record 

review, the facility did not meet the Condition of 
Participation of Active Treatment Services. 
Findings Include: • 
The facility did not meet the Condition of 
Participation (COP) of Active Treatment Services. 
The facility did not ensure Residents received 
continuous active treatment programs that 
included· aggressive· and consistent 
Implementation of formal-and informal training 
.programs and supports .. Residents were 
observed spending significant blocks of time 
where no _training program occurred. See w1g5_ 
483.410 GOVERNING BOD'(AND 
MANAGEMENT 

The facility must ensure that speciflc governing 
body and management requirements are met. 

This CONDITION. is not met as evidenced by: 
E!ased on. observation, interview and record 
review, ihe facility did not meet the Condition Of 
Participation In Governing .Body and Management 
by not exercising operating-direction over"the 
facility and by not meeting therequirements for 
the Conditions Of Participation of Active 
Treatment Services and Client Protections. This 
fi;iilure potentially affected all Residents served. 
Findings Include: 
1. The governing body failed to exercise general 
operating direction in a manner which resulted in 
the facilij:y not being able to ensure the facility 
was being maintained. See W104. 
2. The facility did not meet the Condition of 
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W 102. Continued From page 2 
Participation In Active Treatment Services by not 
assessing skills and training needs, by not 
developing training plans to adi:lress assessed • 
needs, by not prioritizing training objectives, by 
,10t changing objectives when'they had been 
achieved or were not making progress, and by 
restricting Residents • rights without .. 
assessments and due cause. See W195, 
3. The facility did ('IOI meet the Condition of 
Participation in Client Protections by not 
implementing a policy wliich resulted in the 
Immediate reporting and thorough Investigation of 
all allegations' of abuse. The.facility failed to 
develop and implement a•system that provided • 
for protectlon of Residents during the course of. 
the investigation of abuse including the 

•· immetfiate removal of.alleged perpetrators from 
contact with vulnerable Residents. The facility 
failed to develop and implement a system which 
assured guardians were notified of allegations of 
abuse involving their wards. The facility failed to 
develop and implement ij system which reviewed 
internal investigations to assure the rights of 
Reslden,ts were protected and to identify and 
remedy policy violations. See W122 
4. The facility ~ailed to identify an.allegatloh of , 
physical abuse and to implement policy to protect 
Residents served. This resulted in the 
identification of an Immediate Jeopardy. See • 
W127 " • 

W 104 483.410(a)(1),GOVERNING BODY 

The governing body must exercise general policy, 
• budget, and operating direction.over the·facility. 

This STANDARD is not met as evidenced by: 

FbRM CMS-2567(02-99} Prevlous Versions Obsolete Event ID:LHDR:11 

( 

PRINTED; 02/0.9/2015 
FORM APPROVED 

0MB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 1· 
A BUILDING _______ _ COMPLETED 

B.WING 

JD 
PREFIX 

TAG 

STREET ADDRESS, crrv, STATE, ZIP CODE 

5·2320 SALNAVE RD, PO BOX 200 
MEDICAL LAKE, 'l!JA 99022 

' ~ROVIDER'S PLAN OF COMECTION 
, (EACH COMECTIVEACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

W 102 

i ,· 

'' 

W 104' 

01/27/2015 

(X5) 
COMPLETION 

DATE 

Facility ID: WA400 If continuation sheet Page 3 of 91. 



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

PRINTED: 02/09/2015 
FORM APPROVED . 

0MB NO 0938-0391 
STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PRDVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY I 
A BUILDING:_' ______ _ COMPLErED j· 

,_ 

L-.::.' _ _:__...:_ ___ ..J..--'-..:._ __ s~o'.:G:0~01,_ __ ·_·_J...'.:'.a:..'..w:.:1:N0:::========---'--_:__...L__J0[!1f;/Z~7'.f,2~0!!!11_ 
SlREET ADDRESS, CITY, STATE, ZIP.CODE NAME OF PROVIDER OR SUPPLIER 

LAKELAND VILLAGE 

. (X4)1D 
PREFIX 

TAG 

W104 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACR DEFICIENCY MUST BE Pl'lECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

Col)llnued From page,3 
Based on observations, record reviews and 
interview, Staff X failed to ensure that all facility 
maintenance was completed as needed, a 
procedure was developed to detenmine when 
repairs were co.mpleted, a staff training was 
completed, restraints were not used wittiout an 
assessment and monitoring protocols, and to 
ensure all equipmerit usec:t ·by Residents was • 
:clean,• This failure-placed Re!lldents ·i)l the 
situation of living in ~omes in need of repair, 
having to use unsanitary equipm~nl, and to be 
restrained without proper assessment and • 
safeguards. • . . • • • . 
Findings include: • 
1. Observation of Hillside Cottage on 1/12/15 at 
3:30 PM revealed Resident #39 ' s dresser in his 
bedroom ha(:! a missing dresser drawer. Interview •• 
with Staff PP on 1/12/15 at4:00 PM revealed 
Resident #39 had thrown his dresser over which 
broke the drawer in December 2014. Staff PP 
indicated a work order had been submitted lo.-
repair the broken drawer; however, one could not 
be located In the work order request system. 
Staff PP provided the Stat<l Surveyor with a 
facility wide list of 447 work orders which included 
all buildings on North and South campus; as of 
01/12/15: Each work order identified the work 
order-number, location-and room, a description of 
the problem/needed rel)air and the requested 
date and completion date. Staff PP did not know 
the status cif repairs as numerous work orders did 
not have the completion· dates. Identified, 
Observation of Hillside Cottage on 1 /15/15 al 
5:00 PM revealed work order #14063000144 
requested on 6/30/14 to repair hinges on kitchen 
cupboard had been completed but had not been 
recorded as Completed; work order# 1411050()72 
requested on 11/5/14 to replace one of the 
missing bolts out of the overhead auto shutting 

~ORM CMS-2567(02-99) Previous Versions Obsolete Event JD:LHDR11 

ID 
PREFIX 

TAG 

S 2320 SALNAV!e RD, PO BOX 200 

MEDICAL LAKE, WA 99022 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

w 104 

(X5) 
COMPLETION 

DATE 

Faci1Ity ID: WA400 If con~nuation sheet Page ·4 of 91 

-' 



DEPARTMENT OF HEALTH A.ND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

....:. 
50G007 

NAME OF PROVIDER OR SUPPLIER 

LAKELAND VILLAGE 

(X4) ID 
PREFIX 

TAG. 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

• REGULATORY OR LSC I_DENTIFYlNG INFORMl,\TION) 

W 104 Continued From page 4 
door hinge had been completed but not recorded 
as completed; :work order# 14110300039 to 
replace a kitchen light had been submitted on 
11/3/14 was completed but not recorded as 
completed; work order #14005090033 requested 
on 5/9/14 lo flX three of the kitchen drawers that 
were sticking had not been completed; work 
order#14040700181 dated 4/7/1°4 to fix the 
broken door handle had not been completed. 
Interview on Sunrise Cottage on 1/21/15 at 1 :30 
PM with Staff TT acknowledged work orders nave 
been a problem and stated "we pan ' f know 
where they go and they never mark it when it ' s 
done''·. •• 
In an interview on 1/21/15 at 9:30 AM with Staff 
WW, he described the facility's work order 
request system, .He stated all work orders· are 
entered into the Advanced Maintenance 
Management System (AMMSJ .. Each work order 
ls.assigned a work order number by·Central 
Management Office (CMO) and is submitted to 
Consolidated Support Services (CSS) for 
assignment and 9orrective action. CSS assigns 
the priority and response times for completion. 

. All work order requests are recorded as: normal, 
urgent, critical. Staff WW acknowledged the 
facility is not.allowed to make·anyrepairs as afl 
work ls completed by CSS. Repairs that are . 
considered urgent are called in only by authorized 
staff: the Facl.llty Services Staff X or the PBX • 
Ops1rator. Staff WW indicated all call in work 
requests to CSS are to be completed within 24 to 
48 hours. • 
Record review of Facility Work Order Call Log 
·made for December 2014.and ;January 2015 to 
CSS Included the date, time, location and 
requested repair but did not identify the repair • 
·date and time. When asked the status of the 
urgent repair r(lquests, Staff WW acknowledged 
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·w 104 Continued From page 5 
he assumed !lie work had been completed if he 
did not receive a call from the house where the 
work was reque!'ted from. Staff WW reported he 
would have to go lo each unitlo verify the work 
had been completed. • . 
2. Observation of HIiiside Cottage on 01/12/15 at 
3:30 PM revealed a shower chair in the bathroom 
with a pubic hair on the seat. Interview with Staff 

. PP stated the shower chair is used by Residents . 
#40, #41, and #42. Staff PP acknowledged that 
facility staff were expected to disinfect the shower 
chair after each use. He confirmed there was no 
form to document cleaning schedule to ensure 
this occurred following each resident' s use of 
the shower chair. • 
3. Record review of adaptive equipment wsed on 
Hillside Cottage reveals□ Resident #22 wlll be 
·provided with a toilet-positioning belt when using 
the toilet to decrease risk of injury due lo fails due 
to poor coordination ·and seizures. Observation of 
Hillside on 1 /19/15 at 2:45 PM revealed the toilet 

· positioning belt used for Resident #22 was 
stained and soiled. Interview with Staff XX 
revealed the toilet positioning belt is' used when 
assisting Resident #22 with toileting. She . 
confirmed therewas no cleaning/disinfection 
system for the toilet positioning belt. 
4. Observation on 1/20/15 at 70 Evergreen 
Cottage revealed there was a toilet with a seat 
back made from a piece of plywood which had 
been covered with vinyl. Attached to the seat 
back were two st,aps. There was a buckle on the 
straps. Interview with Staff P revealed the 'foilet 
positioning device" was for Resident #17. Staff 

. assisted Resident #17 to use the toilet every two 
hours. Interview with Staff S on 1/19/15 revealed 

' the devices were .made at t~e faqllity, there was 
no schedule for their use, and there was no 
protocol for checking on Residents when the . 
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Continued Froni page 6 
device was being used on them, The· device had 
not been assessed for efficacy of its use by 
anyone qualified. 
5: Observation on 1/19/15 at77 Willow Cottage 
of a wheelchair belonging to Resident #35 
revealed there were food particles, dirt, and grime 
covering most of the 'frame of the wheelchair. 
Resident #35 was· also observed with a gait belt 
around his ·waist. The gait belt was dirty, The 
State Surveyor mentioned to Staff QQ the gait • 
pelt '!Vas dirty and l)e (Staff QQ) replaced the gait 
belt with a clean one. Staff QQ was asked who is 

·responsible-to cle,m thew),eelchairs and Staff 
QQ revealed he thought maintenance was in 
charge of cleaning the wheelchairs. Interview with 
Staff AA on 1/27 /15 revealed the· OT/PT 
department was in charge of cleaning the 
wheelcpairs. 
6. Observation on 1 /12115 revealed the front 
door at 76 Willow Cottage needed to be painted. _ 
The exterior window frame located near the front 
door also ne~ded to be painted. 
Record review on 1/19/15 revealed the w9rk 
order to paint the exterior doors and exterior 

_ window frames had been placed.on 4/11/14. 
W 122 483.420 CLIENT PROTECTIONS 

The facility must ensure that specific client 
protections requirements are met. 

This CONDITION is not met as evlden9ed by: 
Based on observation, Interview and record 

· reviews, the facility failed to develop and 
implement systems that Identified, lmmetliately 

. _reported, thoroughly investigated and 
documented the Im plementatlon of protections in 
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~122 Continued. From page 7 
all allegations o_f abuse/neglect/mistreatment. 
The facility failed to protect Residents ' rights 
when-they implemented restrictions without 
assessments and proper abridgements. The 
failure of the incident management system 
resulted in an Immediate Jeopardy situation .. Ttie 
Immediate Jeopardy, the failures of the incident· 
management system, and the failure to protect 
Residents ' rights led to the Condition of 
Participation·of Client Protections to be 
determined to be Not Met. This potentially 
affected all Residents served. 
Findings include: See W125, W127, W130, 
W14B, W149,W150, W153, W154, and W155 

W125 483.420(a)(3) PROTECTION OF CLIENTS 
RIGHTS 

I,. ; 

The facility must ensure the rights of all clients. 
Therefore; the facility must allow and encourage 
individual clients to exercise their rtghls as clients 
of the facility, and as cifizens of the United Stales, 
including the-right lo file:complalnts, and the right 
to due process. 

This STANDARD Is not met as evidenced by: 
Based on observations, record reviews and 

intervie_wi;, the facility failed to ensure the rights of . 
17 Resipents wefe protected when they • 
obstructed the view from bedroom windows, used 
mattresses with lips on the edges, locked doors 
in a cottage prel(enting moving about the cottage, 
locked up Residents ' money, locked up faucet 
handles to showers, and denied free access to 
personal belongings without due process. This 
failure prevented Residents from making an 
informed decision about how to exercise their 

-. rights and detennine their need for privacY. while • 
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Continued From page 8 
still maintaining the ability to look out their 
bedroom window . 

. Findings include; 
1. Observation on 1/13/15 at Pinewood Cottage 
at 4:03 PM and at 4:05.revealed bedroom #125 
{Residents-#30 and #31 )and bedroom# 109 
(Residents _#24 and #32) had opaque panels 
applied to the windows which went from the 
bottom of the window to approximately 4/5 of the 
way to the top of the window, blocking the view 
out of the window. Interview on 1/13/15 with Staff 
V revealed the facility had not gone througti a 
rights restriction process prior to blocking the 
view from the window. 
2. Observation. on 1 /13h 5 at Pinewood Cottage 
at 4:10 PM revealed bedroom #106 (Resident 
#33) had.frosted windows completely blocking·the 
view out of the window. Interview on 1/13/15 with 
Staff V revealed the facility had not gone through 
a rights re_strib!ion process prior to blocking the 
view from the window. 
3. O6servation of Hillside Cottage 'on 1/12/_15 at 
3:30 PM revealed Resident #1.2' s bedroom 
window was completely painted with a holiday 
scene which obstructed the view out of his 
bedroom window. interview with Staff PP on 
1/12/15 reported the scene hel s decrease 
Resident #22' Staff PP. 
confirmed four o er e room windows were 
painted to ensure privacy and were for 
decoration. Interview with Staff RR on,1/15/15 at 
11 :DO AM revealed Resident #1.2 has a painted 
bedroom window to ensure privacy. Staff RR 
further stated Resident #22 does not like to look 
out of his bedroom window and could use the 
living room window for viewing outside. 
4. Observ?tion of Hillside Cottage on 1/15/15 
revealed mattresses with a 2 " to 3 " partit'JI lip or 
a complete lip on the mattress perimeter used to 
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prevent Residents from rolling out of bed. 
Interview with Slaff RR acknowledged the lips on 
the beds were -used',lo prevent residents from 
falling out of bed. Interview with Staff W on • 
1/21/15 at 2:00 PM acknowledged the lips on the 
mattresses were used lo ,hold the residents· In 

: 
bed, . . 
Observation of Hillside on'1/21/15 aM:30 PM 
revealed the following residents with mattress 
beds with approximately a 2 " to 3 " ' Inch lip al 
the head and foot of Ifie mattress: Residents #44, 
#13, #42, #43, and #39. Resident #36 and 
Resident #46 had a mattress bed with a 2" to 3 " 
inch lip encompassing the entire bed perimeter. 
Interview with Staff Yon 1/12/15 at 2:00 PM 
acknowledged o\d mattresses are now being 
replaced with pressure reduction mattress some 
of which have lips. She confirmed that an 
abridgement of resident rlgl)ts was not cqmpleted 
as this was a nursing issue. • 
5. Observation at lunchtime on 1/12/15 at 76/77 
Willow Cottage revealed staff exited through a 
locked door separating the two sides of the . 
cottage. Later t[le same staff returned through 
the same locked door. Observation on 1/13/15 
revealed Staff Z was observed exiting the dining 
area through the locked door at 4:45 PM. The 
same staff was observed returning through the 
locked door, later.• • 
Interview with Staff X on 1/13/15 revealed the 
door Was locked to keep Residents. who lived at 
77 Willow from interacting wiih Residents who 
lived at 76 Willow. Interview with Resident #27 
on 1/14/15, who lived at 77 Willow Cottage, 
revealed h'e did not have a key to open the locked 
door. Resident #27 stated he did not know why 
the door was locked. Resident #27 added if he 
wanted to visit with friends on the 76 side of 
Willow Cottage, he had to exit his home and 
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knock on the door of 76 Willow. 
Interview with Staff Mon 1/14/15 and Staff X on 
1/27/15 revealed the door was locked beca_use 
the homes were considered two separate 
residences. They acknowledged staff used keys 
to unlock the door and travel freely through both 
sides of the cottage and Residenls did not have 
keys. 
6. Observation on 1/12/15 at 88/89 Wildrose 
Cottage revealed staff unlocked a bDx'that 
contained money. Staff gave some money to 
Resident #8. Interview with Staff BBB revealed 
Resident #8 was going shopping for a coat. 
Interview with Staff AA on 1/27/15 about the 
practice of locking up Residents '· money at the 
house revealed the facility did not view the money 
in the locked box as actually belonging to • , 
Resident #8. Staff AA did ackndwledge that ff 
Resident #8 used· any of the money kept at the 
house that it would l;le charged to his account. 
7. Observation on 1/20/15 at 77 Willow Cottage 
revealed the shower handle was locked inside a 
plastic box located on the wall of the bathroom. 
Interview with Resident #3 on 1/20/15 revealed 
staff unlock the box so he can have the handle to 
the shower. Review of the IHP dated 9/10/14 for . 
Resident #3 revealed he "self ,reliantly showers " 
. Review of an.abridgment dated 9/15/14 
revealed the facility had abridged Resident #3's 

. right to,shower independently for protective 
reasons. There was nothing in Resident #3's 
IHP that indicated he needed protection in the 
shower. IAterview with Staff AA on 1/20/15 stated 
it was a facility wide practice based on a previous 
plan of correction. 
B. Observation on 1/19/15 at 77 Willow Cottage 
revealed there was a locked closet called the 
"Christmas Room '.' . Staff. 00 unlocked the 
closet. Inside the closet were several cases of 
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soda . Some of.the soda belonged to Resident 
#34. -Resident'#34 lived at 76 WIiiow Cottage. 
Interview with Staff 00 revealed Resident-#34 
was given a specified number of sodas per day. 
Interview with Stafl'.AA on 1/20/15 revealed 
Resident #34's rights to have access to the soda 
she had purchased had been abridged. Staff AA -
was informed by the State Surveyor that Resident 

• #34's pop was kept in a home she did not live in. 
Staff AA stated that Resident #34's soda should 
be kept in her own home. 
9. Observation on 1/19/15 at Bigfoot Cottage at 
3:00 PM revealed a locked drawer in the kitchen. 
Interview with the Attendant Counselor Manager 
(ACM) (Staff U) revealed this drawer contained 
money for use by the Residents. The ACM 
verified Resident #6 ' s money was kept in the 
drawer. lnterv_iewon 1/20/15 with the QIDP (Staff 
W) for Resident-#6 verified there was no 
assessment indicating the need to restrict his 
access to his money and there was no 
abridgement of his right io free access to his 
money. 

W 127 483.420(a)(5) PROTECTION OF CLIENTS 
_RIGHTS • 

The facility must ensure the rights of all clients. 
Therefore, the facility must ensure that clients are 
not subjected to physical, verbal, sexual or 
psychological abuse or punishment. 

This STANDARD is not met as evidenced by: 
Based on record review and interviews, the 

facility failed to ensure Residents were not 
subjected to abuse when Staff A pinched 
Resident #16 in the chest. This failure resulted in 
harm to Resident #16 and potentially placed other 
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Re'sidents receiving care at the 'facility at risk of 
abuse, Findings.include: 
1. Review on 1/15/15 of a facility investigation 
dated 8/8/14 revealed Staff N observed a bruise 
on·Residenl #16's chest , The facility conducted 
an Immediate Investigation and questioned 
Resident #16 about the bruise. Resident #16 
~lated that on the previous night, 8/7/14, Staff A 
grabbed him in the chest area when they were 
"horseplaying" in the·kitchen. Further Interview of 

• Resident #16 about the Incident revealed, he had 
become "handsy" with Staff A and she "pinched." 

. The facility Interviewed Slaff A regarding the 
bruise on Resident #16's chest. Staff A stated the • 
incident started in the living room. Resident #16 
was "attempting to push her into a chair." Staff A 
put her hands on the seat of the chair. Resident# 
16 continued to push Staff A into the chair, Staff 
A stated in her witness statement she "realized" 
Resident #16 was standing behind- her'and that 
she W<'lS uncomfortable with him standing behind· 
·her while she was bent over in the chair. Staff A 
reached aroi,md with her right hand and pinched 
Resident #16 in the chest. The bruise was 
described as a two inch fading purple bruise over 
the l~ft nipple area. 
2. Staff ZZ was 1hlerviewed on 1 /20/15 at 1 :30 
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PM regarding .staff training rel.ated to abuse ,. 
reporting, He acknowledged he provides staff 
training often including verbalinstruction and 
written information. If a specific policy is 
reference,! in the training, the policy is attached to' 
the attendance sheet. All staff is expected to sign 
the attendance sheet verifying their participation. 
Staff ZZ confirmed there was no. follqw-up to 
ensure staff reviewed the required written 
information. 
Interview with Staff AM on 1/20/15 at 1:30 PM 
confirined ·tha\ he had not read Protection From 
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Abuse: Mandatory Reporting Policy 5.13 as 
indicajed on the training sheet he had signed. 
Staff AAA acknowledged staff are expected to 
read the attached training material although time 
to do s.o is riot carved out of staffs ' schedule. 
483.420(a)(7) PROTECTION OF CLIENTS 
RIGHTS 

The facility must ensure !he rights of all clients. • 
Therefore, the facility must·ensure privacy during 
treatment and c~re of personal needs. 

This STANpARD is' not met as evidenced by: 
Based on observations and interview, the facility 

failed to ensure Resl.dents ' privacy wa& 
adequately protected when using the bathrooms 
at Pinewood Cottage. The windows in the 
bathrooms did not have curtains and the privacy 
glass windows did not prevent observation of 
Residents from the outside of the cottage. This 
failure placed Residents ' privacy at risk when 
using the bathroom. Findings include: 
.Observation of the bathrooms at Pinewood 
Cottage on 1/13115 at approximately4:15 PM 
revealed there. were no curtains on the windows. 
The windows were made of a glass designed to· 
protect privacy. However, with further . 
observation it was determined that when standing 
outside the cottage, It was possible to see 

. sufficient detail through· the windows to determine 
who was standing there.as well as.what they were 
wearing. 
Interview on 1 /13/15 with the Attendant Counselor 
Manager (Staff V) verified ther1;> were no curtains 
on the windows. She stated they had never had 
curtains on the bathroom windows. She was 
unaware that privacy.was compromised because 
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the windows did not sufficiently prevent 
observation of people In the bathroom. 

W 148 483.420(c)(6) COMMUNICATION WITH 
CLIENTS, PARENTS & 

The facility must notify promptly the client's 
parents or guardian of any significant Incidents, or 
changes In the client's condition including, but not 

'limited to, serious illness, accident, death, abuse, 
or unauthorized'absence. 

This STANDARD is not met as evidenced by; 
Based on interviews and record reviews,, the 

facility failed to inform guardians of allegations of 
serious incidents involving 8 Residents •• 
(Residents #2, #13, #14, #15, #16, #25, #26, &' 
#29). These incidents were reviewed during 
assessment of the provider ' s incident 
management system. This failure prevented 
guardians from knowing when serious incidents • 
occurred and prevented them from having the 
opportu'nity to advocate for them. • • 
Findings Include: 
1. Staff X was interviewed at 11 :55 AM on 

'01/14/15 with the investigative file related to an 
allegation of physical apuse involving Resident 
#13 available for reference. Staff X confirmed the 
allegation of physical abuse involving Resident 
#13 occurred on 2/14/14. Staff X confirmed 
Resident #13 has a legally appointed guardian. 
Staff X confirmed the facility had no documented 
evidence the guardian for Resident #13 was 
'informed of the allegation of physical abuse, the 
corrective actions taken by the facility to protect 
Resident #13, and/or the outcome of the 
investigation. Staff X confirmed·that none of the 
internal review systems in ptace relate? to 
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allegations of physical abuse resulted in the 
identification of the provider' s failure·to notify the 
guardian of this allegatlon of physical abuse. 
2 Review on 1/15/15 of a Superintendent f:ive 
Day Investigation dated 8/30/14 revealed staff 
observed Resident #13 with an abrasion on the 
right side of his head. _Resident #13 was 
examined by a facility RN. The wound was 
qonsidered substantial in nature due to its size 
and location. The facility implemented an acute 
n'urslng care plan that Included neuro- checks. 
There was nothing indicated in the investigation 
that the guardian was notified that Resident #13 
had an injury to his head'. Interview with Staff X 
on 1/27/15 verifieq the guardian was not notified. 
3. Staff X was interviewed at 12!10 PM oh 
01/14/15 with the investigative files related to an 
allegation of physical abuse· involving Resident 
#1~ available-for reference. $taff X confirmed the 
allegation of physical abuse involving Resident 
#14 occurred on 2/27/14. Staff X confirmed 
Resident #14 had a legally appointed guaraian. 
Staff X confirmed the,facility had no documented 
evidence the guardian for Resic!ent #14 was 
informed of the allegation of physical abuse, the 
corrective a~tions taken by the facility to protect 
Resident #14, and/or the outcome of the 
Investigation. Staff X confirmed that none of the 
Internal review systems in place related to 
allegations of physical abuse esnured riotification 
of the guardian with regards to allegation of 
physical abuse. 
4. Review on 1115115 of ,i Five Day Investigation 
dated-4/21/14 revealed Staff Z had beE;ln accused 
of picking up Resident #14 and throwing him into 
a chair. ihere was nothing indicated in the 
investigation record the guardian was notified. 
Interview with Staff X on 1/27/15 verified the 
guardian was.not notified. 
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5. At 3:10 PM on 1/20/15 Staff.X and Staf!Y 
were interviewed about an incident. of verbal 
abuse directed at Resident #25 which occurred 
on 6/13/14. With the facility investigation 
available, Staff X verified the guardian had not 
been notified of the incident or the actions taken 
by the facility to protect Resident #25, and that 
non)3 of the facility ' s internal review systems had 
ensured the guardian hac;I been notifi~d. 
6. At 3:20 PM on 1/20/15 Staff X and StaffY 
were interviewed about an incident of verbal 
abuse related to Resident #16 (who was not 

, presen1) but was overheard by Resident #2. This 
incident occurred on 6/22/14. With the facility 

, investigation available, Staff X verified the. 
guardian had not been notifjed of the incident or 
the actions taken by the facility to protect 
Resident #2, and that none of the facility's 

. internal review systems ensured notification of 
the guardian. 
7. At 3:30 PM on 1/20/15· Staff X and StaffY 
were interviewed about an incident where 
Resident #26 was aggressive toward others, 
engaged in self-injurious behavior, was eating 
inedible items, and had Intense suicidal ideation. 
This· Incident resulted in ·a Mental Health 
Professional (MHP) being called to the facility 
who determined Resldent.#26 should be 
transported to the hospital. This incident 
occurred on 6/13/14. With the facility 
investigation available, Staff X verified the 
guardian had not been notified of the incide.nt or 
the actions taken by the facility to protect 
Resident #26, and that none of the facility' s 

• internal review systems ensured notification of • 
the guardian. 
8. Review on 1/15/15 of a facility investigation 
dated 5/22/14 revealed Staff KK was alleged to 
have incorrectly administered medication through 
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Resldent#15's G-Tube. Review of the Immediate 
investigation, dated 5/22/14, revealed, under the 
section tiUe "notifications," the box titled "family 
surrogate" was not checked. Interview with Staff 
X on 1/27/15 revealed the guardian/family was 

·, 
not notified. 
9. Review on 1/15/15 of a'Five Day Investigation • 
,revealed Resident #29 staled his chest hurt. A 
nursing assessment was completed. The nurse 
documented Resident #29 had the following 
superficial injuries: multiple superficial 
ecchymosls (bruising) area· to right upper arm, 
faint ecchymosls lo left forearm, a 2 • 3 • 
centimeters faint abraded area to left flank middle 
back, and a 2 - 3 centimeter round friction type 

•, abrasion to the left knee. The facility determined 
the bruising occurred when Resident #29 and 
Staff LL fell to the floor. There was nothing In the 
investigation indicating the guardian was notified 
of _Resident #29 ' s injuries or Iha! Staff LL had 
been accused of " slamming" Res Iden! #29 to 
the ground. lnterview.wilh Slaff X on 1/27/15 
reyealed the guardian/family was not notified. 

W149 483.420(d)(1) STAFF TREATMENT OF CLIENTS 

The facility' must develop and Implement written 
policies and procedures !hat prohibit 
mistreatment, neglect or.abuse of the client. . . 

This STANDARD is not met as evidenced by: 
Based on interview and record review, the facility 

failed to develop and implement policy which 
resulted in the ,immediate reporting of allegations 

' 
of abuse to Staff X; the thorough investigations of. 
all incidents; and taking protection measures 

. which ensured Residents would not be subjected 
to further abuse/neglect/mistreatment This failure 
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W149 Continued From page 18 
p\aced all Residents at risk of abuse. 
Findings Include: 
Policy Review: 
The facility' s policy titled " Protection From 
Abuse: Mandatory Reporting " identified as 
Policy 5.13 and dated as issued in September 
2011, was reviewed 01114115. The section of this 
policy titled, "Reporting" requires immediate 
reporting of all allegations of abuse, neglect or 
exploitation. 
A "Work Procedure" (LV 10.6), updated on 
11/14/13, which "applies to all Lakeland 
emplc;,yees and volunteers " provided definitions 
but did not address the specific requirement of 
what Incidents require immediate notification to 
Staff X or designee. The section of this Work 
Procedure titled "Assessment of Incident " 
doc4mented, "A d.etailed report completed by an 
Immediate Investigator that determines and 
documents the nature of occurrence, type•'of 
injury, and initial steps taken to protect health, 
safety, and property of client:,/residents; findings, 
notifications and action taken." The Work 
Procedure Is not specific regarding 
documentation of time corrective-actions are-put 
in place, for example, the documentation of the 
time an alleged perpetrator was removed from 
contact with Residents served. 
The " Purpose " section of "Work Procedure " 
(LV 10.6.A), updated.11/21/13, which "applies to 
all Lakeland employees and volunteers" 
documented, " Establish the process for initiating 
and documenting a client ' s/resident ' s • 
event/incident report, and analyzing 
client/resident events/incidents In order to take 
appropriate corrective and preventative measures 
to protect client/resident health and safety. " 
This Work P.rqcedure did not inclupe specific 
instruction to staff regarding documentation of the. 
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time correciive actions were put in place, for 
example, the documentation of the time an 
alleged perpetrator was removed from contact 
with Residents served. • 
The " Purpose " se.ction of. "Work Procedure " 
(LV 10.6.B), updated on 11/18/13 which "applies 
to all Immediate Investigators " documented, " 
To provide for client/resident protection and safety 
by establishing documentation process far the 
Immediate Investigation of reported events or 
incidents anc;! the development of an Immediate 
Prevention Plan (if appr□prlaie) .... • This Work 
Procedure did not include.specific instruction to 
staff regarding documentation of the time 
corrective.actions were put ·in place, for example, 
the documentation of the time an alleJJed • • 
perpetrator was removed from coniact with 

. Residents served. 
The " Purpose ". section of " Work Procedure " 

• (LV 10.6.D), updated on 11/25/13, identified the " 
Scope " as, "Applies to all Immediate 
Investigators, Administrative Reviewers and IDT 
members "· documented, "To provide for 
Client/Resident protection and safety by 
establishing a documentation process for 
administrators to rev!ew and direct the thorough 
and complete Investigation of reported events or 
incidents and the development of a Prevention 
Plan if needed .... " Section " 2.b. " of this Work 
Procedure documented·; " Insure that'all 
appropriate notifications have been made based 
upon the infonmatlon in the Secondary 
Investigation. " 
The " Family/Surrogate Notification " section of 
"Work Procedure" (LV 10.6.B), dated as last 
revised on 11/18/13, which " applies to all 
Immediate Investigators "· documented, " 
PAT/AP Director or desigriee will immediately 
attempt to notify_(unless otherwise requested) the 
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client ' s/resident' s family or surrogate of any 
incident, Injuries, or illnesses which involved: 
Physical Intervention (diagnosis,.treatment plan); 
Suspected abuse/ne_glect; ... " 
1 , Staff X was interviewed at 11 :55 AM on 
01/14/15 with the investigaiive file related to an 
allegation pf physical abuse involving Resident 
#13 avail~ble for reference. Staff X confirmed·.the 
facility had no documented evidence the legally 
appointed guardian for Resident #13 was notified 
of the allegation of physical abuse, the corrective 
·actions taken by the facility to protect Resident 
#13, and/or the outcome of the iQvestigalion in 
compliance with Work Procedure LV 10.6.B. 
Staff X confirmed that none of the internal review 

~ systems in place relateµ to allegations of physical 

·- abuse resulted in the identification of the proyider 
's failure to notify the guardian of this allegation 
of physical abuse iri compliance with Work 
Procedure LV 10.6.D. • Staff X confirmed the 

·, allegation of physical abuse was documented to 
have occurred on 2/14/14 at 6:45 PM. and 
documented notification of Siaff X at 8:30 PM on 
02/14/14. StaffX confirmed the allegaiion was 
not immediaiely reported to Staff X or designee In 
compllance with policy 5.13. Staff X confirll)ed 
the facility had no documented evidence f)f the 
time the alleged perpetrator was removed from 
contact with Residents which was identified as 
one of the corrective actions taken. As a result of 
the failure of the facility to document the time the 
alleged perpetrator was removed from duty, it 
was not possible to determine if the one hour and 
forty-five minute delay in notification of Staff X 
resulted in the alleged perpetrator remaining on 
duty with Residents, thereby delaying the 
implementation of the correction action to protect 
Residents served In accordance with policy and• 
procedure. 
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2. Staff X was interviewed at 12:1 o PM on 
01/14/15. with the investigative files relati,d to an 
alle'gation of physical abuse invdlving Resident 
#14 available for reference., Staff X confirmed the 
facility had no documented evidenc;e the legally 
appointed guardian for Resident #14 was notified 
of the allegation of physical abuse, the corrective 
actions taken by the faciliiy to protect Resident' 
#14, and/or the outcome of the investigation in 
compliance with Work Procedure LV 10.6.B. 
Staff X confirmed that none of the internal review 
systems in place related lo allegations of physical 
abuse resulted in the Identification of the provider 
' s failure lo notify the guardian of this allegation 
of physical abuse In compliance with Work 
Procedure 1:.V 10.6.D. Staff X ponfin:ned the 
·allegation of physical· abuse was 9ocumented to 
have "been discovered" on 2/27/14 al 1 :05 PM 
and doc\Jm.ented notification of Staff X at 4:~ 0 PM 
on 02/27/14. Staff X confirmed the allegation was , 
not immediately reported lo Staff X or designee in 
compliance with policy 5.13. Staff X confirmed 
the f;icility had no documented evidence of the . 
time the alleged perpetrator was removed from 
contact with Residents which was •identified as 
one of the corrective actions taken. As a result of 
,the failure of the facility to document the lime the 
alleged perpetrator was removed from contact 
with Residents, it was not possible lo determine if 
the two hour and fifty-five minute delay In 
notification of Staff X resulted in the alleged 
perpetrator remaining on duty with Residents, 
thereby delaying the implementation of the 
correction action in accordance with policy and 
procedure. 

W 153 483.420(d}(2) STA~F TREATMENT OF CLIENTS W 153 

The facility must ensure that all allegations of 
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mistreatment; neglect or abuse, as lo/ell as 
injuries of unknown source, are reported 
immediately to the admiRistrator or to other 
officials in accordance with State law througli 
·established procedures: 

This STANDARD is not met as evidenced by: 
Based on intervi!')W and record review, the facility 

failed to immediately report to Staff X or designee 
and other officials in accordance with State law 6 
of 26 Incidents reviewed during TasR 2 of the 
survey. These failures prevented the facility 
administrator from being able to lake immediate 
protective action and also preven\ed the State 
Agency from being informed of Incidents in order 
to ensure Residents were safe, 
Findings include: 
1. StaffXwas loterviewed at 11:55AM on 
01/14/15 with the investigative file related to an 
allegation of physical abuse Involving Resident 
#13 avaliable for reference. Staff X confirmed the 
allegation of physical abuse involving Resident 
#13 occurred on 2/14/14 at 6:45 PM. StaffX 
confirmed the Investigative file documented 
notification of Slaff X at 8:30 PM on 02/14/14. 
Staff X confirmed that none of the internal review 
system's in place related to allegations of physical 
abuse resulted In the identification of the provider 
' s failure to Immediately notify Staff X or 
designe\), . 
2. Staff X was interviewed at 12: 10 PM on 
01/14/15 with the investigative files related to an 
allegation of physical abuse Involving Resident 
#14 available for reference. Staff X confirmed the 
allegation of physical abuse involving Resident , 
#14 was documented as having " been 
discovered" on 2/27/14 ai 1 :05 P,M. Staff X 
confirmed the investigative file documented 
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notification of Staff X at 4:10 PM on 02/27/14. 
Staff X confirmed that none of the internal review 
systems in place related to allegations of physical 
abuse resulted In the identification of the provider 
' s failure to immediately notify Staff X or. 
designee of this allegation. . 
3. Al 3:30 PM on 1/20/15 Staff X and Staff Y 
were Interviewed about an incident where 
Resident #26 was aggressive toward others, 
engaged in self-injurious behavior, was eating 

. inedible items, and nad intense suicidal ideation. 
This incident resulted In a Mental Health 
Professional (MHP) being called to the faclllty anfl 
who determined Resident #26 should be 
transported to the hospital. This Incident 
occurred on 6/13/14. With the facility 
investigation available, Staff X verified the 
Complaint Resolution Unit call-in line had not 
been utilized for this incident. He stated the 
lncldent·had not been called in as Resident #26 
had a Behavior Support Plan (BSP) and the 
behaviors that occurred during this Incident were 
included In the BSP. 
4, At-3:40 PM on 1/20/15 Staff X and StaffY 
were Interviewed about an incident where 
Resident #26 engaged in serious self-Injurious 
behavior resulting In the facUlty calling an MHP lo 
assess Resident #26. The MHP determined 
Resident #26 should be sent to the hospital. This 
incident occurred on 712114. With the facility 
Investigation available, Staff X verified the 
Complaint Resolution Unit cali-io line had not 
been utilized for this Incident. He stated the 
incident had not been called In as Resident #26 
had a Behavior Support Plan (BSP) and the 
behaviors that occurred during this lncidept were. 
included in-the BSP. 
5. Review on 1/15/15 of a facility investigation 
dated 3/26/14 revealed Staff DD observed 
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bruising on Resident #28's arm on 3/21/14. Staff. 
DD wrote an entry in the Resident s chart but did 
not report to Staff X regarding the injury of 
unknown origin. The bruise measured 7 cm by 
3cm and was located on her left upper arm. On 
3/24/14 Staff EE was contacted by Resident 
#28's collateral contact. The collateral contact 
was concerned because she observed the same 
bruising on Resld.ent #28's arms and she "was 
alarmed because she observed bruising and it 
looked like fingerprinls." Neilher staff DD or EE 
informed facility administration of the injuries. 
StaffX and StaffYwere Interviewed on 1/17/15 
and 1/27/15 about reporting. Staff X and Y 
confirmed the Incident was not reported. • . 6. While reviewing an investigative file on 
1/15/15, the State Surveyor observed an internal 
e-mail dated 8/31/2104 from Slaff FF addressed. 
to SJaff GG, Staff A, and Staff HH. The e-mail 
staled that Staff FF had b.een·given information 
lhal Slaff JJ was teasing Resident #2 by turning 
his tape player on and off. Resident# 2 
repeatedly asked Staff JJ to stop. Then Staff JJ 
began poking at him. Then Resident #2 yelled al 
Staff JJ to stop. The e-mail stales: "Considering 
we all signed an in-service In the past few weeks 
regarding " horse play as well as our • 
professional conduct" while at work with the· 
Venerable (sic) public we serve this should be 
addressed S'-'."iftly " . The incident was never 
reported to facility Staff X. Staff):( and Staff Y 
were interviewed on 1/17/15 and 1/27/15 about 
reporting. Staff X and Y confirmed the incident 
was not.reported. 

. W 154 483.420(d)(3) STAFF TREATMENT OF CLIENTS . 
The facility must have evidence,that all alleged 
violations are thoroughly investigated. 
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This STANDARD is not met as evidenced by: 
Based on Interviews 8cnd record reviews, the 

facility failed to conduct a thorough Investigation 
of 5 of 26 allegations of . 
abuse/neglect/mistreatment (Residents #13, #14, 
.#16, #25). Failure to do a thorough investigation 
prevented the facility from fully understanding 
what happened and to take appropriate corrective 
action. Findings Include: 

' 1 . Staff X was interviewed at 11 :55 AM on ' 
01 /14/15 with the imiestlgallve file related to an 
allegation of physical abuse involving Resident 
#13 available for reference. Staff X confirmed the 
allega\lon of physical abuse Involving Resident 
#13 occurred on 2/14/14 at 6:45 PM. Staff X 
confirmed the all(lgation was initiated after an 
employee reported the perpetra\or had " 
... Kicked/pushed Resident #13 twice causing 
Resident #13 lo fall backwards. " StaffX 
confirmed that during the investigation another 

•. allegation against the perpetrator was reported 
alleging the perpetrator put hand sanitizer in the 
eyes of Resident #13 approximately one to tw.o 
weeks prior to the allegation of physical abuse. In 
addition to the allegation of physical abuse which 
occurred cin 2/14/14, the investigation revealed 
that the perpetrator also allegedly verbally abused 
Resident #13 by telllng him he wished Resident. 
#13 had " burne9 up in the fire " in reference to 
a fire drill conducted earlier in the day on 2/14/14. 
Staff X confirmeil the allegation was submitted for 
investigation by Washington State Patrol and • 
produced.a lettedrom the State of Washington, 
Department of Social and Health Services, dated 
12/09/14, which documented, "After a Resident 
and Client Protection Program investigation, the 
Department of Social and Health Seivice found 
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that you abused a vulnerable adult ... " Staff X 
confirmed the three allegations (the allegation of 
physical abuse of " kicking/pushing " Resident 
#13 twice, the allegation of putting hand sanitizer 
in the eyes of Resident #13 and the allegation of 
verbal abuse by saying to Resident #13 " he 
Wished he h,id died in the fire " ) weFe freated as 
one Investigation. Staff X said the determination 
of abuse was related to kicking/pushing Resident 
#13 and not the-allegation of putting hand 
sanitizer ih the eyes of Resident #13. Staff X 
confirmed the alleg·ation related to pulling hand 
sanitizer in !he eyes of Resident #13, which • 
reportedly·happened on or near 02/01/14, was 
not repofled for approximately two weeks and 

- therefore never fully investigated to deter/l1ine the 
likelihood the alleged perpetrator might have 
abused other Residents in the same or a simnar 
manner. 
2. At 3:10 PM on 1/20/15 Staff X and .Staff Y 
were interviewed about an incident of verbal 
abuse directed at Resident #25 which occurred 
on 6/13/14. Embedded in the facility investigation 
Is a statement that a staff was smoking on the 
patio of the cottage. This is a violation of Stale 
law, RCW 70.160.075. The facility did not pursue 
this Information as part of the investigation. With 
the facility investigation availab)e, Staff X verified 
the facility had not thoroughly lnvestig·ated all 
aspects of the incident. • 
3. Review on 1/15/15 of a facility Investigation 
dated 8/8114 revealed Staff N observed a bruise 
on Resident #16's .chest on 8/8/14. The facility 
conducted an immediate investigation and 
questioned -Resident #16 about the bruise. 
Resident #16 stated that the previous night, 
8/7/14, Staff A grabbed him in the chest area 
when they were "horseplaying" In the kitchen. 
Further interview of Resident #16 abourthe 
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incident revealed, he had become "handsy" with 
Slaff A and she "pinched." 
The·facility Interviewed Staff A regarding the 
bruise on Resident #16's chest. Staff A 'stated the 
Incident started in the living room. Resident #16 
was "attempting to P\JSh her into a chair." Staff A 
put her hands on the seat of the chair. Resident# 
16 continued to push Staff A into the chair. Staff 
A stated in her witness statement she "realized" 
Resident #16 was standing behind her and that 
she was uncomfortable with him standing behind 
her while she was bent over in the chair. Slaff A 
reached around with her right han\i and pinched 
Resident #16 in the chei,t. The bruise was 
described as a two inch fading purple bruise over 
the left nipple area, 
Resident #16 stated staff and Residents were 
present when the incident occurred. Staff A 
stated she was unsure if anyone was pre~ent. 
The facility did not Interview any potential 

. witnesses .. 
The faclllty did not d_etermlne why Resident #16 
stated the incident occurred In the kitchen area 
and· Staff A stated It' occurred in the living area o} 
the home. 
The facility Investigation did not determine why 
Slaff A did not report she had pinched Resident 
#16 in Ifie chest area. 
The facility investigation determined staff 
engaged In " horseplay " with Resident #16. The 
facility does not describe what occurred during 
the "horseplay," or determine exactly what Staff A 
was doing prior to being pushed into the chair. 
Staff X and Ywere interviewed on 1/17/15 and 
1/27/15 about the investigation. Staff X and Y 
acknowledged the Investigation did not contain . 
the above mentioned elements as well as all, 
Information which would allow the facility to know 
exactly what happened. 
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4. Review on 1/15/15 Of a Superintendent five 

,. day investigation dated 8/30/15 revealed staff 
from the am shift reported to· the pm shift that 
'Resident #13 had an abrasion on the right side of 
his head.' Resident #1·3 .was examined by a 
facility RN. The wound was considered 
substantial in nature due to its size and locaUon. 
The facility investigation was not thorough 
because the facility did not interview any staff 
working with Resident #13 the day the injury was 
discovered. 
Staff X and Y were Interviewed on 1 /17 /15 and 
1 /27/15 about the investigation. Staff X and Y 
acknowledged the investigation, did not contain . 
interviews of staff who worked with Resident #13 

- that day. 
5. Review on 1/15115 of a Five Day investigation.' 
dated 4/21/14 revealed Staff Z tiad. been accused 
of picking up and thr'o'.Ving Resident #14 into a 
chair. The investigation included interviews of the 
witness, the accused staff and one additional staff 
who filled· out the restraint log. The investigation 
did not reveal that any other staff working the . 
evening the incident allegedly occurred were 
interviewed. 
Staff X and Y were interviewed on 1/17/15 and 
1/27115 about the investigallon. Staff X and Y 
acknowledged the investigation did not contain 
interviews of all staff who worked with Resident 
#13 that day. 

W 155 483.420(d)(3) STAFF TREATMENT.OF CLIENTS 

• The facility must prevent further potenli'!I abuse 
while the investigation Is in progress. 

This STANDARD is not met as evidenced by: 
Based on interview and record reviews, the 
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facility failed to document the implementation of 
protective actions to prevent further potential 
abuse during ttie investigation~ of physical abuse 
by a facility employee for 4 Residents (Residents 
#13, #14, #15, &#16). This failure to document 
·protective measures during the investigations 
placed Residents at risk of further harm. • 
Findings Include: 
1 . Staff X was Interviewed at 11 :55 AM on 
01/14/15, with the investigative file related to an 
allegation of physical abuse involving Resident 
#13 available for reference. Staff X confirmed the 
alleg~tion of physical abuse Involving Resident 
#13 occurred on 2/14/14 at 6:45 PM and 
documented notification of Staff X at 8:30 PM on 
02/14/14. StaffX confirmed he generally advised 
staff to remove alleged perpetrators from duty or 
confirmed the actions taken by supervisory staff 
who had removed alleged perpetrators from 
contact with Residents prior lo calling, Staff X 
confirmed the facility had no documented 
evidence of the tirqe the alleged perpetrator was 
removed from contact with Residents. Staff X 
confi.rmed that one of the corrective actions was 
to remove the alleged perpetrator from contact 
with-Resident. The facility failed to Immediately 
remove the aileged perpetrator from resident 
contact. It was-not possible lo determine if the 
one hour and forty.five minute delay in notification 
of Staff X resulted in the alleged perpetrator , 
remaining on unsupervised duty with Residents. 
This situation delayed the facility's 
Implementation of the correction action to protect • 
the Residents. Staff X confirmed that the facility's 
internal review systems related to allegations'of 
physical abuse failed to identify the provider ' s • 
failure to document the time corrective actions 
were Implemented. 
2. Staff X was interyiewed at 12:10 PM on 
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01/14/15 with the Investigative filE\s available for 
reference related lo an allegation of physical 
abuse involving Resident #14. Staff X confirmed 
the allegation of physical abuse involving 
Resident #14 was documented as having " been 
discovered" on 2/27/14 at 1:05 PM and 
documented notification of Staff X at 4:10 PM on 
02127/14. Staff X confirmed the facility had no 
documented evidence of the time the alleged 
perpetrator was removed froni contact with 
Residents, this step was identified as one of the 
corrective actions taken. As a result of the failure 
of the facility to document the time the alleged 
perpetrafor was removed fro·m duty, it was not 
possible to determine if the two hour and fifty-f1Ve , 
minute delay in (lO~ification of Staff X resulted in 

.. the alleged perpetrator remaining on duty with 
Residents. Lack of documentation delayed the 
im plementalion of the corrective action. Staff X 
confirmed that the-facility's Internal review 
systems in place failed to identify the provider's 
failure to document the alleged perpetrator's 
reassignment were implemented. 
3. Review on 1/15/15 of a facility investigation 
dated 8/8/14 revealed Slaff N observed a bruise 
on Resident #16's chest on 8/8/14. The facility 
conducted an immediate investigation and 
questioned Resident f/'16 about the bruise. 
Resident #16 stated that the previous night, 
8/7/14, Staff/!. grabbed him In the chest area 
when they were "horseplaying" in the kitchen. 
Further interview of Resident #16 about the 
incident revealed he had become "handsy" with 
Staff A and she "pinched." 
The facility interviewed Staff A regarding the 
bruise on Resident #16's chest. Slaff A slated the 
incident started in the living room. Resident #16 
was "attempting to push her into a chair." Slaff A 
put her hands on the seat of the chair. Resident# 

FORM CMS-2567(02~99) Previous Versions Obsolete Event IO;LHDR11 

(X2) MULTlpLE CONSTRUCTION ., 
A. BUILDING 

B.WING 
stREET ADDRESS, CITY, STATE, ZlP CODE 

S 2320 SALNAVE RD, PO BOX 200 
MEDICAL LAKE, WA 99022 

PRINTED: 02/09/2P15 
F.ORM APPROVED 

0MB NO 0938 0391 . 
(X3) DATE SURVEY 

COMPLETED 

.01/27/2015 

10 PROVIDER'S PLAN OF CORRECTION (X5) 
PREFIX (EACH CORRECTIVEACTIONSHOULD BE .. COMPLETION 

TAG CROSS-REFERENCED TO THE APPROPRIATE DATIS 

DEFICIENCY) 

W155 

.. 

' 

.. 

.. 

. 
•. 

\ . 

• Facility 10: WA400 If conUnuatlon sheet P'!!Je 31 of 91 

' 



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

STATEMENT OF DEFICIENCIES 
•ND Pl.AN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

. 50G007 

NAME OF PROVIDER OR SUPPLIER 

LAKELAND VILLAGE 

(X4)ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY M\JST BE PRECEDED BY FULL 

REGULATOR'\'. OR LSC IDENTIFYING INFORMATION) 
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16 continued to push Staff A into the chair. Staff 

. A stated In her witness statement she "realized" 
Resident #16 was standing behind her and. \hat 
she was uncomfortable with him standing behind 
her while she was bent over in the chair. Staff A 
reached around with her right hand and pinched 
Resident #16 in the chest. The bruise was_ . 
described as a two Inch fading purple bruise over 
the left nipple area. 
Review .of the facility Modified Reassignment 
Letter, dated 8/8/14, revealed the facility allowed . 
Staff A to coriliriue working i,vilh Residents. The 
letter Instructed her to work in areas where staff 
were present like "on the cottage " . Staff A could 
take Residents on outings or appointments, as 
long as there·was another staff with her, and the 
other staff was also not on modified 
reassignment. • • 
4. Review on 1/15/15 of a facility investigation 
dated 5/22/14 revealed Staff KK was alleged to 
have incorrectly administer medication through 
Resident #15's G-Tube. Review of the Modified 
Reasslgnment"letter dated 5/22/14 revealed Staff 
KK was placed on modified reassignment. 
Interview with Staff X revealed Staff KK was only 
removed from working with residents who 
received medications or nourishment through a 
G-Tube. 
5, ·Review on 1/15/15 of a facility Investigation 
dated 7/10/14 revealed staff KK was accused of 
"aggressively/forcefully feedlng/adm inistering 
medications to Reslderit #15. Staff KK was 
pJaced on "modified re- assignment." Review of 
an email dated 7/31/2014 revealed Staff X 
released Staff KK from modified re-assignment. 
Interview with StaffX on 1/16/15 and 1/27/15 
verified Staff KK was placed on modified 
reassignment and only removed from working 
with residents who received medications or 
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nourishment through a G-Tube. 
W 186 483.430(d)(1-2) DIRECT CARE STAFF 

The facility must provide sufficient direct care 
staff to manage and supervise clients In 
accordanc_e with th_eir individual program plans, 

Direct care staff are.defined as the present 
on-duty staff calculated over all shifts in a 24-hour 
period for each defined residential-living unit. 

This STANDARD is not met as evidenced by: 
Based on observation and interview, the facility 

failed to ensure sufficient staff were available In 
order ta meet the needs offour Residents • 
(Residents #4, #11, #17 & #47). This fallurei 
placed Residents at risk of not having their needs 
met. 
Flndings include: 
The Condition of Participation of Active Treatment 
Services was found " Not Met. " Please refer to 
W196 for specific details of observations 
conducted for Resident #4 and Resident #11. 
Presented below is a summary of the times and 
dates of those observations. 
1. During observation on Apple cottage from 
10:50 AM to 12:20 PM on 1 /12/15, neither 
Resident #4 nor Resident #11 was observe□ to be 
consistently Involved in an active treatment 
program intended to teach skills or increase 
Independence, other than support received at 
mealtime. During observation on Apple cottage 
from 3:25 PM to 4:45 PM on 1/12/15, neither 
Resident #4 nor Resident #.11 were observed to • 
be consistently involve·d in" an act_ive treatment 
program intended to teach skills or increase 
independence. During observation on Apple 
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cottage from 6:3p AM lo 9:00 AM on 1/13/15, 
neither Resident #4 nor Resident #11 were 
ooserved to be Involved In an active treatment 
program intended to teach skills or increase 
independence, other than support received at 
mealtime. During observation on Apple cottage 
from 8:50 AM to 12:00 PM on 1/13/15, neither 
Resident #4 nor Resident #11 were observed to 
be involved in an active lreatm ent program 
intended to teach skills or Increase 

'·independence, other than support received at 
mealtime and, for. Resident #4, a four minute 
period of time when a walking·program was 
Initiated.· 
During the observation at Apple Cottage on 
01/14/15 from 8:50 AM to 12:00 PM, after 
watching Resldent#11 walkaround·the residence 
without being offered programmatic or leisure 
time activities or support and after having 
observed Resident #4 sit for long periods of time 
without being offered programmatic or leisure 
time activities or support beyond magaziries and 
books typically in his possession, Staff C was 
asked wt,at Resident #11 and Resident #4 would 
be doing this morning. Staff C said it was too late 
for PDT [programming and leisure activities 
designed to be provided by residential staff] 
because the staff had ·10 start relieving each other 
for lunch. Staff C explained that one man had· a 
community medical appointment this morning 
and, due to a behavioral outbursl exhibited by a 
non-sampled client the previous 'night which 

. resulted in the need to provide a higher level of 
supervision for that Resident, there was no way to 
take the men off the cottage for programming or 
leisure activities. When asked if the staff who 
worked in the day programming area ever came 
tci the cottage to escort the nien to on-campus 
activities, Staff C said although one non-sampled 
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Resident who lived at Apple Cottage was 
escorted to work by vocational staff, most of the 
lil)'le, unless the " student helpers" -were 
available, no one from the day program assisted 
the residential staff assigned to Apple Cottage. 
When asked specifically about Resident #4 and 
Resident #11, Staff C said if/when these men 
participated in activities off the residence, 
residential staff would take them. When asked if 
either inan would participate in any programming 
off the residence during first shfft today; Staff C 
replied, " Probably not, we_just don ' t have 
enough people because .... " and explained the . 
changing support needs of the various rrien who 
lived at Apple Cottage. Staff C also pointed out 

~ that at 9:39 AM, the beeper worn by Staff B 

- alarmed and Staff B left Apple Cottage fa respond 
to a " behavior emergency. " According to Staff 
C those were the types of things that made it 
virtually impossible to provide individualized 
activities on an on-going basis. 
Staff MM was Interviewed at 7:40 AM on 
01/16/15. When asked to explain "staff 
coverage " , Staff MM contactei:1. Staff NN via 
telephone allowing the interview to include both 
direct support professionals. Staff NN explained 
that first and second shifts were always "worked 
" with· at least six direct support staff, and third 
shift with at least two direct support staff. 
According to Staff.NN although the ratios were 
consistently "· met " the needs of'the'men who 
lived at Apple Cottage and the various 
responsibilities of the staff (such as taking 

.. Residents served to appointments-in the 
community as well as on-campus, the· n'eed to 
m alntain one-on-one. coverage based on the 
needs of the Residents served, the need to 
address health related and medical needs such 
as -convalescence from surgery, ,sprained ankles, 
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high blood pressure, diabetes monitoring, etc.), it 
was not p_ossible to consistently implement 
lnc;livldual programming and offer a wide variety of 
·Ieisure time activities based on individual 
preferences and needs for the men living at Apple 
Cottage. Staff NN confirmed it was not an issue 
of staff " s!tllng around doing nothing " 
(substantiated during all observations as staff 
consistently went from assisting one Resident 
served to another, setting up meals or providing 
alternative food-choices;assisting Residents 
served with personal care rieeds, etc.) but rather 
the always changing needs.of the Residents 
served. According to Staff NN although the day 
program was intended to allow great flexibility, the 
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day to day tasks of getting people to ; 
appointments, meeting •the health and hygiene 
needs of the Residents served, assuring that 
meals and snack were served cpnsistent with diet 
orders and -., on time, " and assuring all staff 
received time away for meals and breaks 
interfered with conslster:it implementation of 
programs and leisure _time opportunities, 
2. Observation on 1/20/15 of two bathrooms 
used by Resident# 17 at her adult training area 
revealed there were two bathrooms used by 
residents. One bathroom (O63P) contained a 
toilet that had a toilet positioning device seat 
restraint mounted to it and the other did not. 
Interview with Staff Q revealed she used either 
toilet when she asslstea Resident #17 to use the 
bathroom. She added that ·she would usually 
stay with Resident #17 while s_he used the toilet. 
Staff Q stated she would use the toilet positioning 
device if she could not stay with Resident #17 
while she used the ,toilet. • 
3. Observation on 1/11;>/15·at Evergreen Cottage 
at 11 :20 AM revealed Residents were being 
asked to gather their plates, cups and silverware 
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Continued From page 36 
and set the table. Resident #47 asked to eat at 
the "Wrangle Inn" (a buffet provided by the facility 
adjacent to !he main kitchen). Staff CCC told her 
she. could not go because there was no staff 
available to take her there. Staff asked Resident 
#47 to gather her dishes and set them at the 
table. Resident #47 sat al the table with her 
dishes. Staff ODD stated Resident #47 could go 
• the next day because he would be available lo 
take her. A few minutes later, Staff EEE appeared 
at the house. Staff CCC stated you can go to the 
"Wrangle Inn " . Staff EEE assisted Resident 
#47 lo get her coal on. 
483.43Q(e)(2) STAFF TRAINING PROGRAM 

For employees 11,(ho work with clients, training 
must focus on skills and competencies directed 
toward clients' health needs. • 

This STANDARD is not met as evidenced by: 
Based on observation, interview and record 

review, the facility failed to develop and 
. implement a system to assure staff received 

training and consistently demonstrated 
competency to implement the Individual program 
plan for one of one Resident (Resident #4) in the 

, sample who was recovering .from a fractured hip. 
The failure of th~ facility to train staff placed 
Residenis at risk of not having their h'ealth care 
needs met. 
Findings Include: 
Observation was initiated at 10;50 AM ·on 
01/12/15 atApple Cottage. Resldent#4was lying 
on a mat in the living room of his residence. He 
was wearing a gait belt positioned about two 
inches below his breasts.· At 11 :36 AM Staff B 
and Staff C transferred Resident #4 to a . . 
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wheelchair and assisted him to the dining room 
for lunch. The gait belt was not used during this 
transfer .. Al 11 :53 AM, Resident #4 was 
transferr~d from his wheelchair to 'the mat by staff 
Staff B and St~ H in the living room. The gait 
belt was not used during this transfer. The gait 
belt was ·not removed once Resident #4 was 
transferred to the ma!. 
Observation was initiated at3:25 PM on 01/12/15 
at Apple Cottage. Resident #4 was seated in a 
recliner with his feet elevated. Resident #4 was 
wearing a gait belt which was positioned 
approximately two Inches below his breasts. At . 

• 3:38 PM, Staff F assisted Staff E to transfer 
Resident #4 to a wheelchair. The gait belt was 
not used during the transfer nor was it removed 
once Resident #4 was seated in his wheelchair: 
Al 3:44 PM, Staff E and Staff G and, transferred 
Resident #4 to a recliner. The gait belt.was not 
used during the transfer nor was It removed once 
Resident #4 was seated in the recliner. 
Observation was initiated at 6:30 AM on 01/13/15 
al Apple Cottage, Al B:21 AM, Resident #4, 
seated in his wheelchair, was brought into the 
dining room by Staff B Resident #4 was wearing a 
gaifbelt positioned approximately three inc.hes 
below his breasts; Staff B assisted Resident #3 
to transfer to a dining room chair at 8:24 AM. 
The gait belt was not used during the transfer nor 
was ii removed or adjusted when Resident #4 
was seated in the dining room chair. At 8:33 AM, 
Staff B and Staff I, transferred Resident #4 from 
the dining room chair to his wheelchair, puslied 
Resident #4 In his wheelchair in the living room 
and at 8:35 AM transferred Resident #4 from his 
wheelchair to a recliner. The gait belt was not 
used during the transfer nor was the gait belt 
removed once Resident #4 was sealed in the 
recliner .. 
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W, 192 Continued From page 38 
.Observation was initiated at 8:50 'AM on 01/1~/15 
at'Apple Cottage. Resident #4 was seated In a 
recliner in the living room. He was wearing ·a gait 
belt positioned approximately two inches below 
his breasts. Al 9:01 AM, Resident #4 dropped on 
his knees in front of the recliner and crawled from 
the recliner to the corner of the room and laid 
down. At 9:14 AM, Staff Band Staff C • 
transferred Resident #4 intc;i his wheelchair then 
to a recliner. The gait belt was not used during 
the transfers and was not removed once 
Resident #4 was seated in the recliner. At 9:26 
AM, Resident #4 appeared to be asleep silting in 
the recliner with his feet elevated and the gait belt 
on. Staff C confirmed he had not received 
training related to the use of the gait belt worn by 
Resident #4. Staff C said he was unaware of any 
written instruction about the use of the gait belt. 
Staff C said he did not know when the wheelchair 
was to be used and when Resident #4 was to be 
encouraged to walk with assistance. 
At 10:16 AM, Staff J, approached Resident #4 
and asked if he wanted " to take a walk. " Staff • 
J and Staff B helped Resideni #4 stand· up. Both 
staff assisted Resident #4 to walk approximately 
30 feel prior to transferring hini back into his 
wheelchair-at 10:20 AM. The gait belt was used 
to assist Resident #4 while walking .. At 10:28 AM, 
Resident #4 was transferred back to the recliner. 
He continued to wear the gait belt. At 10:29 AM, 
Staff J said she had not received client specific 
training about the use of the gait belt and/or the 
wheelchair to assist Resident #4 as he recovered 
from 'his surgically repaired fracture. Staff J 
confirmed she had not received training or 
instructions about how often or the distance 
Resident #4 should be walking. Staff J confirmed 
neither-she nor other staff assigned to ,t>.pple 
Cottage ·received training on the supports and 
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services needed to assist Resident ·114 lo walk 
more and rely less on the wheelchair. 
Resident #4 remained sealed in the recliner until 
11 :30 AM, at which lime Staff Band Staff J 
transferred him lo his wheelchair and assi.sted . 

, him to the dining room and transferred him to a 
dining room chair. The gait oelt was not used in 
either transfer. Resident #4 finished lunch at 
11 :48 AM at which time he was transferred from 
the dining room chair lo his wheelchair and° from 
his wheelchair to the recliner. The gail'belt was 
not used during either transfer, Al 12:00 PM, 
when the observation ended, ·Resident #4 
appeared lo be asleep sitting in the recliner 
wearing the gait belt which was positioned 
approximately three ihches below his breasts. 
Observation was initiated al 5:00 PM on 01/14/15 
al Apple Cottage. Reslderit #4'was lying on a mat 
on the. floor directly under the wall mounted 
television in the living room .. Resident #4 
sippeare'd lo be asleep and had a blanket over his 
head. Al 5:57 PM, Resident #4 was transferred 
·to his wheelchair by Staff, Kand Staff E. Although 
Resident #4 was wearing a gait bell, it was not 
used during the transfer. At the conclusion of his 
evening meal al 6:20 PM, Resident #4 was • 
transferred from the dining room chair lo his • 
wheelchair and then to his recliner by Slaff. K and 
Staff E. The gait belt was nqt used during the 
transfer. From 6:20 PM to 6:35 PM, Resident #4 
sat In the recliner with his head down. He was 
wearing the gait belt. At 6:35 PM, Resident #4 
appeared to be asleep sitting in his recliner and 
remained that way until 7:00 PM at the time the 
observation was concluded. 
The Habilitatlon Plan Administrator Staff X who 
serves as the Qualified Intellectual Disability 
Profession (QIDP) for Resident #4 was 
inlervlew~d at 11 :25 Afvl 6n 01/15/15 with 
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Resident #4 ' s record available for reference. 
The QIDP explained on 08/31/14, Resident #4 fell 
from a toilet seat and sustained a fracture. 
According to the QIDP, Resident #4' s fracture 
was surgically repaired and he remained in the 
community hospital until 09/05/14. The QIDP 
confirmed once returned to his residence, 
Resident #4 participated In Physical Therapy. 
The QIDP confirmed although Resident #4 no 
longer received " dfrect" physical therapy, this 
!HP was not amended to include who was 
. responsible for training staff to implement the 
walking program and who was responsible for • 
assuring staff demonstrated competency to 
administer the walking program. The QIDP 
confirmed the team had not discussed a 
mechanism whereby staff would be trained and 
monitored lo assure proper use of the gait bell 
and wheelchair. The QIDP confirmed there was 
no system developed lo assure all staff were 
trained on ,the specifics of the walking plan and 
no oversight to assure the walking plan was 
properly Implemented in order to assist Resident 
#4 lo regain mobility and rely less on the use of a 
wheelchair. • • 
Record Review for Resident #4 was conducted 
on 01/16/15 at 6:30 AM. Resident #4' s record 
Included an email dated, 12/22/14, lo the QIDP. 
from a Physical Therapist documenting Resident 
#4 would be discontinued from physical therapy 
services. The email included a recommendation 
which documented, " I recommend that staff 
continue to walk with [Name of Resident #4] 
,using a gait be)! and two hands held with one staff 
following with wheelchair for mobility on the 
cottage. • The record for Resident #4 did not 
include information about how staff were-to be 
trained and/or who was responsible for 
monitoring. 
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W 195 483.440 ACTIVE: TREATMENT SERVICES 

The facility must ensure that specific active 
treatment services requirements are met. 

This CONDITION is not met as evidenced by: 
. Based on observation, Interview and record 
review, the facility failed to develop and 
Implement systems that resulted in Residents 
receiving consistently implemented plans based 

. on fanctionally assessed needs and which 
promoted s~lf-management. The lack of 
consistently implemented plans prevented the 
residents from receiving necessary services and 

I supports to promote greater autonomy and 
Independence and resulted in the Condition of 
Participation of Active Treatment Sel')lices to be 
not met. 
Findings include: See W196 

W 196 483.440(a)(1) ACTIVE TREATMENT 

Each client must receive a continuous active 
treatment program, which includes aggressive, 
consistent implementation of a program of 
specialized and generic training, tre1,Jtment, health 
services and related -services described in this 
subpart, that is directed toward: 

(i) The acquisition of the- behaviors necessary for 
the client to function with as much self • 
determination and independence as possible; and 
(ii) The prevention ·or deceleration of regression 

or.loss of current optimal functional status. 
, 

This STANDARD is not met as evidenced by: 
Based on observations, Interview and record 

review, the facility failed to ensure three of twelve 
sampled Residents (Residents #4, #9 and #11) 
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received a. continuous, consistently implemented 
program of supports and services to meet health • 
related and training needs. Failure to ensure 
Residents are proviaed at:tive treatment 
prevented Residents from acquiring skills to 
increase their independence. 
Findings include: 
1; Resident #4: 
Observation oh Monday, 01/12/15: 
10:50 AM to 12:20 PM: 
Observation was initiated at 10:50 AM on 
01/12/15 at Apple Cottage. Resident#4 was lying 
on a mat on the living room floor of his residence. 
He was lying on his stomach and appeared to be 
asleep .. Resident.#4 remained lying on the mat 
without staff intervention or. contact until 11 :36 AM 
at which time two staff members Staff B arid Staff 
C transferred Resident #4 to a wheelchair and 
assisted hi~o the dining room for lunch. From 
11 :36 AM to:lfl1 :53 AM, Resident #4 was 
observed to' take medication and to eat his lunch. 
At 11:53 AM, Resident#4 was transferred from 
his wheelchair to the mat in the living room by 
Staff B and Staff !-i- After being tr~nsferred to the 
mat, Resident #4 covered his body, including his 
head, with a blanket. Resident #4 remained on 
the mat covered with a blanket until the -
conclusion of the observation at 12:20 PM. 
During this one and one-half hour observation; 
other than the seventeen. minute peliod of time 
during which he received medication 
administered by Staff D and when he received 
assistance with mealtime by Staff B, Resident #4 
was not observed to be involved in any activities 
intended to teach skills or increase. 
independence. ' 
3:25 PM to 4:45 PM: 
Observation was initiated at 3:25 PM on 01/12/15 
at Apple Cottage, Resident #4 was seated in a 
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W 196 Continued From page 43 • 
reclin!clr with his feet elevated. The television 
remote was in his lap. At 3:32 PM, as a 
non°sampled Resident walked intq the living room 
making loud vocalizations, Resident #4 opened 
his eyes and threw the television remote on the 
.floor. At 3:38 PM, Staff E asked Resident #4 if he· 
wanted to play a game with her. Resident #4 
replied, "Yes. " Staff F assisted Staff'E to . 
transfer Resident #4 to a wheelchair. As Staff E 
was setting up a.game to play with Resident #4, a 
non-sam pied resident walked by the dining room • 
table and pushed the game on the flo9r. Staff E 
explained to Resident #4 that they would have to 
play a game later. 'She push~d Resident #4 in' his 
wheelchair back ·to the living room and Staff G 
assisted Staff E to transfer Resident #4 to a 
recliner. Resident #4 was handed a green cloth 
bag containing books ·and a stack of paP.er • 
magazines which Included pictures of cars. 
Resident #4 remained in'the recliner and 
appeared to be asleep until the conclusion of the 
observation at 4:45 PM. During this one hour and 
twenty minute observation, Resident #4 was not 
observed to be involved in any activities intended 
to teach skills or increase independence. 
Observation of Tuesday, 01/13/15: 
6:30 AM to 9:00 AM: 
Observation was initialed at 6;30 AM at Apple 
Cottage. Slaff I confirmed Resident #4 was 
asleep in his room. At B:12 AM, Staff I confirmed 
Resident #4 was asleep in his room. Al 8:21 AM, 
Resident #4 was brought Into the dining room by 
Slaff B. Resident #4 was seated In his 
wheelchair. Staff B assisted Resident #4 to 
transfe~ to-a dining room chair at 8:24 AM, 
Resident #4 completed his meal at 8:33 AM. 
Staff B, as~isted by Slaff I, transferred Resident 
#4 from the dining room chair to his wheelchair, 
pushed Resident #4 in his wheelchair lo the living 
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room and at 8:35 AM transferred Resident #4 
from his wheelchair to a recliner: Staff B raised 
the feet on the recliner, handed Resident #4 the 
green cloth bag containing books and the stack of 
magazines with picfures of cars used by Resident 
#4 during observations the previous day. • • 

. Resident #4 remained in the recliner without staff 
Interaction from 8:35 AM until the conclusion of 
the observation at 9:cio AM at which time 
Resident #4 appeared.to be asleep._ During the 
thirty-nine minute time period when Resldent#4 
was awake and out of his bedroom during this 
two and one-half hour observation, with the 
exception of the eleven minutes when Resident 
#4 was assisted with breakfast, Resident #4 was 
not observed to be involved in an active. treatment 
program intended to teach skills or increase 
independence. 

.. Obs~rvation of Wednesday, 1/14/15: 
8:50 AM to 12:00 PM 
Observation was initiated at 8:50 AM on 01/13/15 
at Apple Cottage. Residen~#4 was seated in a 
recliner In the :nving room. He was maniJl.ulating a 
stack of magazines with pictures of cars. A green 
cloth bag containing books was placed at his left 
side In the s_eat of the recliner. Although the 
television affixed to the wall In front of the recliner 
where Resident #4 was seated was on, Resident 
• #4 did not appear to be watching, Resident #4 ' s 
head was down although his eyes were open. 
Although the m agazlnes with pictures of cars 
were in his lap, he did not appear to be looking at 
them. 
At 9:01 AM, Resident #4 dropped on his knees in 
front of the recliner. Staff H, who was providing 
one-on-one supervision of a non-sampled 
Resident who was in the dining room, established 
visual contact with R~sident #4 and remarked, " 
[Name of Resident #4], you should be in your 
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chair. " • Resident #4 did not respond. At 9:05 
AM, Resident #4 was still on the floor on his . 
knees in front of the recliner. He had spre')d out • 
the copies of the magazines with pictures of cars 
In front of him on the floor. At 9:07 AM, Staff H 
said to Resident #4, • Hey, Mr. [Resident #4 's 
last name], where are you going? " Resident #4 
did not respond. At 9:08 AM, Resident #4 
crawled from the recliner to the corner of the 

• • room and laid down on the floor, on his stomach, 
still clutching some of the magazines. At 9:09 
AM, Staff l;l prompted Resident #4. and said, " 
Where l;Jre you going?_" R~ide.nt #4 did not 
respond. Al 9:10 AM, Slaff B, who had been 
a$sisting another resident in the bathroom, came 
into the dining room and was advised by Staff H 
that Resident #4 was lying on the floor and • 
needed assistance. At 9:12 AM, Staff B 
approached Resident #4 and told him that he 
would get him a mat lo lie on if he wanted to lie 
on the floor. Resident #4 did not respond. At 
9:14 AM, Staff Band Staff C moved some of the 
furniture in the living area in order to position • 
themselves. in a manner to safely transfer 
Resident #4 to his wheelchair. Staff B and Slaff C 
transferred Resident #4 into his. recliner and· 
handed him the green cloth bag containing books· 
and the mag!'IZines with pictures of oars which 
they gathered up from the floor. Staff B turned 
the television on, turned off the living room light 
and left the living room to assist with a 
non-sampled client who was pushing objects off 
shelves. At 9:26 AM, Resident #4 appeared to be 
asleep sitting In the recliner. • 
At 9:47 AM, Staff C was asked what Resident #4 

, would be doing this morning. Staff C said it was 
too late for PDT [programming and leisure 
activities designed to be provided by residential 
siaff] because the staff had lo start relleving each 
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other for lunch. Staff C explained one man had a 
community medical appointment this morning and 
that due to .a behavioral outburst exhibited by a 
non-sampled client the.previous night which 
resulted In proving a higher level of supervision 
for that Resident, there was no way to take the 
men off the cottage .for programming or leisure 
activities. When asked if Resident #4 would 
participate in any programming off the residence 
during first shift today, Staff C replied, " Probably 
not, we just don ' t have enougll people ... " 
At 1 O: 11 AM, Resident #4 appeared to be looking 

. at the car magazines. At 11 :1.2 AM, while. 
providing one-on-one supervision to a 
non-sampled client, Staff H asked Resident #4 If 
he wanted to show the surveyor his favorite c;:ar. 
Resident #4 did not respond to the request. Staff 
H explained that yellow was Resident #4 ' s 
favorite color and he particularly liked yellow cars. 
Resident #4 did not respond to the exchange of 
information about yellow cars. 
At 10:14, Resldent#4 began makingveiyloud 
vocalizations .. At 10:16 AM, Staff J approached 
Resident #4 and asked if he wanted " to take a 
walk. " Resident #4 smiled at Staff J and she 
and' Staff. B helped him stand up and both 
assisted in walking with him for. approximately 30 
feet prior to .transferring him back inio his 
wheelchair at 10:20 AM. Resident#4 sat in his 
wheelchair near the medication room for 
approximately eight minutes while staff 

. • responded to the behavior of a non-sampled 
resident. At 10:28 AM, Resident #4 was 
transferred back to the recliner .. He was handed 
the green cloth bag containing books and the car 
magazines. Resident #4 remained seated in the 
recliner, with no staff Interaction, until 11 :30 AM, 
at which lime Staff B and Staff J transferred him 
to. his wheelchair and assisted him lo the dining 
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room for lunch. Resident #4 finished lunch at . 
11:48 AM at which time he was transferred from 
the dining room chair to his wheelchair and from • 
his wheelchair to the recliner. At 12:00 PM, when 
the observation ended, Resident #4 appeared to 
be asleep sitting in the recliner with his feet • 
elevated. The ,green cloth bag was placed beside 
him in the chair and the car magazine~ were on 
his lap. . . 
During this three hour and ten minute 
observation, Resident #4 was not observed to be 
involved in an active treatment program intended· 
to teach skills or increase independence with the 
exception of the walking program Initiated for four 
minutes and when Resident #4 received 
assistance with lunch for eighteen minutes . 

• 5:00 PM to 7:00 PM • • 
Observation was Initiated at 5:00 PM. on 01 /14/15 
at Apple Cottage. Resident #4 was lying on a mat 
on the floor directly under the wall mounted • 
television in the living room. Resident #4 
appeared to be asleep and had a blanket over his 
nead. Resident #4 remained asleep on the mat 
on the floor covered with a blanket untn 5:57. PM 
at which tlm e he was transferred to his 
wheelchair by Staff Kand. Staff E. Resident #4 
was provided support by various staff from 5:57 
PM .until the conclusion of his ·evening meal at 
6:20 PM. At 6:20 PM, Resident #4 was 
transferred from the dining room chair to his 
wheelchair and then to his recliner by Staff Kand. 
Staff E. Once seated in his recliner, Resident #4 
was handed the green cloth bag with books and 
the car magazines. Although the television was 
on in the living room, Resident #4 did not appear 
to be watching. From 6:20 PM to 6:35 PM, . 
Resident #4 sat quietly in the recliner with his 
head down. At 6:35 PM, Resldent.#4 appeared 
to be asleep sitting in his r~liner :and remained 
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that way, with no staff interaction, until 7:00 PM al 
which time the observation was concluded. 
Dl,!rlng this two hour observation, Resident #4 
was not observed to be involved in an aciive 
treatment program intended to teach skills or 
Increase independence wilh the exception of the 
twenty-three minute period of lime he received 
mealtime supports. .. 
The Habilitalion Plan Administrator, who serves 

• as the Qualified Intellectual Disability Profession 
(QIDP) for Residflnt #4, was interviewed at 11:25 
AM on O 1 /15/15 with Resident #4 ' s record 
available for reference. The QIDP-confirmed the 
curren! lndividual Habilitalion Plan (IHP) for 
Resident #4 was held on 08/07/14 and included 
three objectives on which data were maintained. 
The QIDP said the first objective related to 
scooping food from a serving bowl. The QIDP 
said the second objective related to hair washing. 
The QiDP said the third objective related to 
reducing the frequency of aggression. When told 
of the observations of Resident #4 spending long 
periods of time on the mat on the living room floor 
as described above, the QIDP confirmed that on 
12/31/14, the team for Resident#4 requested an 
evaluation for depression. The team cited the 
behavior of electing to rest on a mat on the floor 
for long periods of lime and the fact !hat he was· 
not currently on an anti-depressant medication, 
as partial reasons for !he referral. When asked if 
the team had identified, through the assessment 
process, the types of on-campus and off-campus 
activities Resident #4 enjoyed, the QIDP s,iid 
!here was a section in !he IHP which addressed 
that. When asked if the team ·for Resident #4 

. had created an individualized active \re_atment 
program for him predicated on assessed skills, 
interests and preferred activities designed lo 
teach skllls and/or lessen thE! I.ikeiihood of 
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Resident #4 losing skills, the QIDP said Resideht 
#4 ' s plan was not specific. When asked about 
the team ' s expectation for. participation in 
preferred activities beyond the formalized 
objectives rela\ed to sc9oping (ood, personal 
hygiene and reducing aggression, the Q!DP 
explained other'activities were done on an " 
informal basis " when opportunities were 
presented. !he QIDP confirmed.there was no 
documented evidence of the frequency or type of 
activities offered to. Resident #4 beyond assuring, 
he had access to the car magazines. 
Record Review for. Resident #4 was conducted 
on 01/16/15 at 6:30.AM. Resident #4' s record 
included an IHP, dated 8/7/14. The "Social • 
Needs • section of his IHP documented, " When 
in the mood, [Name of Resident #4] enjoys • 
actiVitles including going to dances, going for 
walks, watching television and VCR tapes (e.g., 
the Wiggles series). He likes to interact wHh staff 
and will greet pebple as they come to his home. 
[Resident'#4] likes praise and enjoys a good joke. 
He likes carrying copies of the Wheels Deals 
magazines and finds Volkswagen bugs if 
requested. " The " Day Program " section of 
the IHP documented, " [Resident #4] used to 
attend the recycling center at Adult Programs, 
however due to continual refusals and assaultive 
behaviors when he did go, Adult Programs were 
dlscon!inued on 04/26/06. Direct Care staff 
continue to offer him the Olc)portunity to go to the 
Adult Training area when his peers ar~ going to 
work, and at times he wlll be agreeable and go 
witl1 tbem. If [Resident #4] begins to show a 
consistent interest in participating in Adult 
Training activities, a referral will be sent to that 
area for assessment. n • 

During the interview with the QIDP on 1/15/15, a 
copy of a document titled " Monthly Progress 
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Report of the Resident Habilitation Plan " 
(Monthly Review) was provided for review. 
Although the docum13nt was not dated, when 
presented for review, the QIDP identified thei 
document as the " most current" review of 
Reside'nt #4 ' s IHP and included a review of 
December 2014 data. The Section of the report 
titled, " Non-Programmed Services " 
documented, "When [Resident #4 chooses to 
sleep on the mat on the living room floor, offer 
him alternative activities every 15 minutes to 
encourage him to participate in activities of daily 
living; Review·annuaHy. " • 

2. Resident #11: 
Obsf)rvation on Monday, 01/12/15: 

·10:50 AM to 12:20 PM: 
Observation was Initiated at 10:50 AM at Apple 
Cottage. Throughout the observation, with the 
exception of when. Resident #11 was assisted 
with lunch between 11 :32 AM • 11 :46 AM, 
Resident #11 walked around the residence. 
Resident #11 continually walked through the 
residence going from the living room, through the 
dining room, sometimes into his bedroom for a 
brief period of time, then down the hallway and 
through the living room. He was wearing sweat 
pants and often placed his hands on the 
waistband of.his sweat pants pulling them down 
to expose the d,isposable brief he wore. Although 
sometimes when he passed the primary doof , 
used by staff and Residents which leads lei the 
outside, he only looked out the window, on three 
different occasions during the one and one~half 
hour observation, Resident #11 walked outside 
without putting on a coat (the weather was cold , 
as evidenced by all Residents served leaving the 

,.residence being promoted or assisted with 
wearing a winter coat), Once verbally prompted, 
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Resident #11 came Inside and resumed walking 
around. At 11 :32 AM, Resident #11 was verbally 
and physically prompted by Staff L to bring his 
dishes to the table for lunch. Resident #11 
completed his meal at 11:46 AM. During-this one 
and one-half hour observation, other than the 
fourteen minute period of time when he received 
assist;;mce with lunch, Resident #11 was not 
observed to be involved.In an active treatment 
-program Intended to teach skills or in.crease 
independence. 
3:25 PM to 4:45 PM: .. 
Observation was initiated at 3:25 PM at Apple. 
Cottage, Resident #11 was walking around the 
residence with his coat on: At 3:30 PM, Resident 
#11 grabbed Staff M by the anm and atten7Pted to 
hit her. Resident #11 was redirected i;ly Slaff M 
and Staff E distrac;ted Resident #11 by prompting 
him to remove his coal and hang II up. Resident 
#11 removed his coat, dropped II on the floor by 
the front door and continued to walk around the 
residence: At4:15 PM, Resident#11 pulled his 
sweat pants down around his ankles and began 

. pulling on the disposable brief hewas wearing. 
Staff Fassisted Resident #11 with pulling up his 
sweat pants and directed Resident #11. to the 
bathroom. During·thls one hour and twenty 
minute observation, other than being prompted to 
take off his coat and hang it up and when taken to 
the bathroom, Resident #11 was not observed to 
be involved in an aclivB' treatment program 
intended to teach skills or increase 
independence. 
Observation on Tuesday, 01/13/15: 
6:30 AM to 9:00 AM: 
Observation was !nitiated al 6:30 AM at Apple 
Cottage. Staff I confirmed Resident #11 was 
asleep in tiis ro.om. When asked what Resident 
#11 would be doing today, Staff I reported • 
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Resident #11 worked at recycling only on 
Monday~ so today he would be involved in 
activities at home and, if possible, at another 
building on campus. Staff I said Resident #11 
was supposed to. participate In activities either at 
the residence or at the Adult Program building but 
explained that the " cottage staff " were 
expected to take Residents to on-campus and 
off-campus appofntm"ents, meet the behavior 
support needs of the men who lived at Apple 

, Cottage and who exhibited aggressive and/or 
assaultive behavior, provide one-on-one 
supervision for one non-si,mpled client, and 
provide one-on one coverage for one 
non-sampleii client during mealtimes, as well as 
covering meal and breal< times for employees. 
When asked what types of activities Resident #11 
liked to do, Staff I explained that " mainly" 
Resident #13 Just liked to "walk around. " Staff • 
I reported Resident #11 enjoyed going to the " 
Movie Room, " When asked how often Resident 
#11 went to the movie room, Staff I said it 
depended on the number of staff on duty and " 
how things V)lere going at the cottage." Staff I 
explained that it was difficult to provide activities 

. to the men who lived at Apple due to things such 
i!S taking Resident~ served to medical 
appointments, providing one-on-one coverage for 
one man, covering for staff lunch times and 
breaks and for responding to the ever changing 
behavioral support needs of the men who lived 
there. 
At 7:52 AM. Staff I confirmed Resident #11 was 
still in bed. According to Staff I, since Resident ' 
#11 only worked on Monday afternoons, he was 
allowed to sleep In during the mornings, At 8:12 
AM, Staff I confinned. Resident #11 was siill in 
bed. At 8:34 AM, Resident #4 walked into the 
dining room. He was wearing sweat pants and 
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had his hands In the waist band of his pants and 
repeatedly pulled his sweatpants down 
approximately four inches exposing the 
disposable .brief he wore. He walked around the . 
residence unUI 8:40 AM at which time Staff I took 
Resident #11 into the kitchen and assisted him 

·with.breakfast.When askedwhyResident#11 
was eating in ·the kitchen rather than at !he dining 
room !able, Staff r explainel:I that due to the 
behavior of two non-sampled clients, bottfoL 
whom· exhibited food taking behavior (one of 
whom was NPO and the other was a " brittle 
diabetic'') Resident #11 would eat in the kitchen 
as a safety precaution. Resident #11 completed 
his breakfast at 8:49 AM and began walking 
around thfi; residence with his hands on the waist 
band of his sweat pants. He brieflywent outsii:le 
two times although returned to the residence as 
soon as he was verbally prompted lo do so by • 

• staff. The observation was concluded at 9:00 
AM. 

Observation on Wednesday, 1/14/15: -
8:50 AM to 12:00 PM 
Observation was initiated al 8:50-AM at Apple 
Cottage. Resident #11 was walking around the 
residence. He was wearing sweat pants and 
consistently put his hands in the waistband of his 
sweat pants causing his disposable brief to show. 
At 9:26 AM, Resident #11 continued to walk 
through his house touching various objects. He 
continued to have his hands in the waistband qf . 
his svveat pants. At 10:11 AM, Resident #11 went 
to the area where his coal was stored and put his 
coat on. At 10:19 AM, he was prompted by Staff 
B to-take his coat off. He complied with this 
request although he dropped his coat on the floor 

._rather than returning It to tj,e area where coats 
were hung. At 10:22 AM, after being prompted to 
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sit down by Staff B, Resident #11 sat In a living 
room chair for approximately three minutes 
rubbing his hands together. At 10:25 AM, 
Resident #11 Walked up beside Staff Band 
leaned heavily against him placing his head near 
Staff B ' s shoulder. Staff B responded by saying, 
" You want me to rub your head? " Although 
Resident #11 did not respond, Staff B rubbed 
Resident #11 ' s head for approximately 45 • 
seconds and explained Resident #11 enjoyed 
having his head rubbed. While Staff B was 
rubbing Resident #11 's head, Resident #11 
continued to lean more heavily on Staff B causing 
him to ad)U,st his stance In order to maintain his 
balance. After regaining his balance, Staff B 
prompted Resident #11 to stop leaning so heavily 
agains\ him " before we both fall down. " 

, Resident #11 continued to walk around the 
residence until 10:45 AM ;it wh_ich time he was 
prompted by Staff B to go with him in order to " 
freshen up.". At 10:15 AM, Resident#11 
returned from the bathroom wearing different 
clothes. He again began to walk around the • 
residence rubbing his hands together and putting 
his hands on the wai.stband of his sweat pants. 
When the lunch carts arrived from the central 
kitchen at 11':15 AM, Resident#.11 proceeded to 
the dining room ~nd sat down at the table. Staff J 
reminded Resident #11 that lunch would begin at 
11 :30 AM. From 11:15 AM to 11:30 AM, Resident 
#11 walked arouncl the residence going in and out 
of the front and back door for short periods of 
tim_e. While walking around the residence he 
consistently put his hands on the waistband of his 
sweat pants exposing his disposable brief. At 
11:30AM, Resident#11 was prompted to wash 
his hands and provided ?SSistanbe to was~ his 
hands, retrieve his plate and utensils and to sit at 
the table and eat lunch: Resident #11 finished 
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luiich at 11 :42 AM and after being verbally and 
physically prompted _to return his dishes to the 
kitchen and wash bis hands, Resident #11 began 
to walk around the residence. •• 
buring this three hour and ten minute 
observation, Resident #11 was not observed to 
be involved in an active treatment program 
intended to teach skills or increase independence 
with the excepfion of the twelve minute time • 
period when Resident #11 received assisiance . 
with lunch tasks, including hand washing. 

• 5:00 PM to 7:00 PM . 
Obs1:>rvation was initiated at 5:00 PM at Apple 
Cottage. Resident #11 was ·walking around the 
residence. He was wearing sweat pants and 
repeatedly had his' hands in the waistband of his 
sweat pants. Resident #11 was prompted to • 
wash his hands and get his plate and ·silverware 
from the kitchen at 5:32 PM by Staff E. At 5:57 
PM at the conclusion of his meal, Staff E verbally 
and physically prompted Resident #11 to take his 
dirty dishes to the kitchen and wash his: hands .. 
He complied with this request. After completing 
the task; Resident #11 began to walk around the 
residence, At 6:04 PM, Resident#11 had his· 
sweat pants pulled down to reveal his buttocl<s. 
He walked through th!? residence until 6:08 PM . 
with his buttocks exposed Ul)til notlc;ed by,staff O 
who prompted him verbally and physically to go to 
the bathroom. Resident#11 returned to the 
dining room at 6:10 PM and proceeded to leave 
the residence through the back door. The 
Administrator, who was visiting the cottage, werit 
outside and returned to the inside of the 
residence at 6:12 PM with Resident#11. 
Resident #11 cont1nued to walk around the 
residence sometimes-pulling on his disposable 
.brief and/or pulling at the waistband of his sweat. 
pants. At 6:25 PM, Resident #11 pulled his sweat 

PRINTED: 02/09/2015 
FORM APPROVED 

0MB NO. 0938-0391 
()(2) MULTIPLE CON~TRUCTION (X3) DATE SURVEY 

COMPLEl'ED A BUILDING _______ _ 

B,WING 01/27/201!° 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, ~TATE, ZIP CODE 

S 2320 SALNAVE RD, PO BOX 200 

MEDICAL LAKE, WA 99022 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHQULD BE 

CROSS-REFERENCED TO THE AFPROPRIATE 
DEFICIENCY) 

W 196 

(X5) 
COMPL'ETION 

DATE 

FORM CMS-2567(02-99) _Previous Versions Obsolete E::venl ID:LHDl:{11 Feclllty II): WA400 If continuation sheet Page 56 of 91 



( 

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

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: - . 

50G007 

• NAME; OF PROVIDER OR SUPPLIER 

LAKELAND VILLAGE 

()(4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR l.SC IDENTIFYING INFORMATION) 

W 196 Continued From page 56 
pants down to the floor and stood in the hallway 
adjoining tl)e dining room until prompted by staff 
to go to the bathroom. From 6:29 PM to 7:00 PM, 
Resident #11 was observed walking around the • . 
residence looking out the windows, touching 
objects· and/or pulling on the waistband of his 

.• sweat pants. During this. two hour observation, 
Resident #11 was not observed to tie involved in 
an active treatment program intended to teach 
skills or increase independence with the 
exception of the twenty five minute time period 
when Resident#11 receh(ed assistance with 
tasks associated with eating his evening meal. 
Th·e Habilitation Plan Administrator, who serves 
as the QIDP for Resldent#11, was interviewed at 
11 :00 AM on 01/15/15 with Resident #11 's 
record 'available ,tor reference. The QIDP 
confirmed the current IHP"for Resident #11 was 
held on 04/07/14 and included two objectives on 
which data were maintained. The QIDP said the 
first objective related to turning off the light when 
leaving the bathroom. The QIDP said the second 
objective related to taking his dishes to t~e sink 
after mealtime. When,told of. the observations of 
Resident #11 spending long periods of time 
walking around the residence pulling on the 
waistband of his sweat pants and pulling down his 
sweat pants, the QIDP confirmed "[Name of 
Resident #11] likes to WEJlk around. " When 
asked if the team had identified, through the 
assessment process, the types of on-campus and 
off-campus activities Resident #4 e_njoyed, tJ,e 
QIDP said Resident#11 enjoyed going on 

. community re-cycling trips, and explained that 
Resident #11 was scheduled to participate once 
per week on Monday afternoons. When asked 
how Resident #11 's day was typically spent after 
cpm)'.lleting his dally meals, after turning offthe 
light once he was finished in the bathroom, and 
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after participating in the Monday afternoon 
re-cycling 'trip, the QIDP said Resident #11 was 
Involved in wide variety of on-campus and 
off-campus activities. When told of the 
observations described above, the QIDP said 
staffwere·supposed to contlnuany•offer Resident 
#11 a variety of activities in which to participate. 
The QIDP confirmed there was no expectation of 
staff to document the nature of the activities 
offered to Resident #11 and/or his response to 
the offer to participate in activities .. When asked if
the team discussed ways to -assure Resident #11 
received a consistently implemented 
individualized active treatment program based on 
assessed skills, interest and preferred activities 
designed to teach skills and/or lessen the 
llkellhood of Resldent#11 loslng skills; the QIDP 
said Resident #11 • s plan included many training 
opportunities which were taught on an informal 
basis. When asked if the !HP for Resldent#11 
Included strategies to teach Resident #11 skills 
associated with protecting his privacy by not 
exposing his disposable'brief and/or pulling his 
pants down to expose his buttocks, the QIDP 
said, "No.11 

Record Review for Resident #11 was conducted 
on 01/16/15 at 7:30 AM, Resident #11 's record 
included an IHP, dated 4/7/2014. The "Social 
Needs"· section of his IHP Included !lie following 
information, " ... On campus, [Resldent#11] is • 
known by many .. He attends community outings 
and activities around campus. He has no positive 
peer relationship. He does appear to enjoy staff 
attention. Should [~esident#11] ever move to a 
community placement, activities would have to.be 
planned and structured for him. " The " Day 
Program " section of the IHP documented, " 
[Resident #11] was assigned to room #3, but due 
to an increase in aggression, fecal smearing and • 
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other bf/ha\/iors, it was decided that he did not 
like being in that area, and after several trials in 
other rooms in AP without a decrease in 
inappropriate behaviors, was retired in-
2008. In -of 2009, he was again assigned 

• to recycling on Tuesday .and Thursdays, but 
behaviors continued in the classroom, and he 
was only attending Tuesdays to participate In the 
town recycle run, where he would frequently be 
incontln.ent before he returned to Lakeland. He 
again took a break from AP recycling runs and 

. primarily participated in cottage activities and 
PDT trips to town. He is currently going to 
recycling trips one dayweeklywlthAP, and 
appears to enjoy this activity. '! , 

3. Resident #9: 
Observation on Monday 1/12/15: 
3:55 PM to 4:23 PM: 
The observation at Pinewood Cottage revealed 
Resident #9 was in tne living room ~rea of the 
cottage sitting in an easy chair with his legs over 
the arm of the chair and his· back resting against 
tlie·other arm of the chair. He held a stocking 
cap and flipped it back and forth in front of.his 
face. At 4:05 PM a staff put on protective gloves 
and took Resident #9 to the bedroom. At 4:08 
PM Resident #9 was out of the bedroom and 
stood iri the hallway and chewed on the· stocking 
cap. A couple of minutes later, h~ went back and 
sat down in the chair. At 4:12 PM a staff started 
talking to him and he got up and walked a bit 
The staff said, " Okay, I • II leave you alpne " . He 
went back and sat down in the chair. At 4:20 PM 
a staff gave him a ·Sesame Street Relllote 
Control toy. At 4:22 PM the staff left and a 
rriinute later he threw the toy on the floor. ·The 
obseryation ended. During this 28 minute 
ol;,servation, Resident #9 was not observed to be 
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involved in an active treatment program intended 
to teach skills 9r increase Independence. 
Observation on Tuesday 1/13/15: 
4:49 PM to 5:55 PM: 
The observation at Pinewood Cottage revealed 
Resident #9 was sitting In the same easy chair 
from the observation on the previous day, A staff 
was reading a story from a book, but Resident #9 
did not appear to be .listening. At 4:58 PM the 
staff stopped rei,dirig the story, At 5:03 PM 
Resident #9 was still In the chair and was banging 
a stuffed animal toy against his head. At 5:15 PM 
Resident #9 was still in the chair. The TV was on 
but he was facing away from the TV, At 5:30 PM 
the staff took the dil)ner items out of the oven. At 
5:51 PM all other Residents at the cottage were 
seated at the.dining room table eating dinner, but 
Resident #9 remained seated in the chair in the 
living room, At 5:55 PM a staff a!tel]'lpted to get 
him to cotne in for dinner, but he headed down 

, the hallway away from the dining room. The staff 
went.after him and encouraged him to go Into the 
dining room, but he veered away from the dining 
room and wenl back to sit jn the easy chair. 
During this 66 minute observation, Resident #9 
was. not observed· to be involve() In an active 
treatment program intended to teach skills o~ 
increase independence, 
Observation on 1/14/15: 
11 :OO AM to 12:00 PM 
The observation at Pinewood Cottage revealed 
Resident #9 was if') the living room area of the 
cottage sitting in a chair chewing on a stocking 
cap. At 11 :07 AM a staff took him to the 
bedroom. At 11:10 AM Resldent#9 came out of 
the bedroom and stood In the hallway and 
chewed on the cap before eyentually going back 
to-the chair In the living room. Staff were 
beginning to prepare for lunch: At 11:25 AM 
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Resident #9 got up from the chair and walked into 

• the hallway while chewing on the cap. At 11 :28 
AM he walked through the kitchen and staff 
attempted to get him to wash his hands at the 
kitchen sink, but he did not do so. Slaff then had 
him, through a i'\and-over-hand method, get a 

.. basket containing his place setting for the lunch 
m ea! and take it to the dining room table. The 
staff then took ~is cap. He did not do anything 
with the basket containing the place setting.' He 
drank from another Resident ' s glass.· Staff put a 
bib on him and asked If he wanted some spinach. 
The staff served him the spinach even though 
there was no Indication from Resident #9 that he 
wanted the spinach. He banged his liead on the 
table. Staff said " [Resident #9 ' s firsts name] " . 
Later he hit his face with the knuckles of his • 1 

hand. At 11 :39 Resident#9 left the dining room. 
A staff attempted to get him to come back, but 
was unsuccessful and then took his bib off. At 
11 :53 a staff attempted to get him up to eat, but 
he avoided the dining room and went back to the 
chair. Observation ended at 12:00 PM. 

Observation on 1115/15: 
2:10 PM to 2:35 Pl'vl at ATP 
At'2:10 PM In Room 12 of the Adult Training· 
Program area, Resident #9 was observed lying 
down on a swinging love seat chewing on a cap. 
Staff assisted him up and he went into the 
adjoining room briefly. At 2:23 PM Staff R 
indicated that Resident #9 has ha_d lots of 
Self-Injurious Behavior (SIB) so they try to keep 
the area calm and soft. They do massages and 
use scents to help with the ambiance: At 2:25 • . 
Staff R put·on gloves and attempted to massage 
Resident #9 with lavender scented cream. but. he 
got up and went into the adjoining room. A short 
time later he came back hitting his head with a 
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W 196 Continued From page 61 
stuffed toy_ and sat In a chair. The observation 
ended at 2:35 PM. During this time Resident #9 
was not observed to be involved In an active 
treatment program ·intended to teach skills or 
increase independence: , 

Resident #9 ,..s record was reviewed on 1/19/15 
at 11:15 AM, His IHP was dated 6/17/14 and 
contained 3 training programs: to touch th·e 
faucet, to grasp the silverware drawer handle 
before meals, and to press and adaptive switch to 
turn on a -lighted fan. Staff were also tracking 
incidents of SIB. The goal related to SIB was: " 
[Resident #9 ' s first name] will decrease 
episodes of self-abuse to O for 12 consecutive 
months " . The IHP staled his primary need as: 
" [Resident# 9' s first name] ' s primary rwed Is 
to increase his tolerance for primary care/training • 
to reduce tactile defensiveness " . 

On 1/21/15 _members of Resident#9 's . 
Interdisciplinary Team (IDT) were Interviewed 
including the QIDP, Psychology Associate, Nurse, 
Attendant Counselor Manager, Attendant. 
Counselor 3 fodhe day shift and the Adult 
Training Program Supervii,or. The IDT 
acknowledged the IHP stated Resident #9 ' s 
primary need had been identified as to reduce his 
tactile defensiveness. The IDT acknowledged 
Resident #9 had'3 training programs which 
required him to touch, grasp, and press things. 
The IDT also acknowledged there was no formal 
program or methodology instructing staff in how 
they were to assist Resident #9 to accomplish his 
training objectives while laking Into account_ his 
primary need of tactile defensiveness. The IDT 
also acknowledged that data indicated Resident 
#9 !]ad no recorded Incidents of SiB from July, 
2014 through December, 2014, but nothing hacj 
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W 196 Continued From page 62 
been done to change the program. 

W 214 4B3,.440(c)(3)(iii) INDIVIDUAL PROGRAM PLAN 

The comprehe_nsive functional assessment must 
identify the c)lent's specific developmental and 
behavioral management needs. 

This STANDARD is not met as evidenced by: 
Based on observation, Interview and record 

review, the facilily failed to functionally assess 
current dally living skills al)d identify prioritized 
needs to be addressed in the individual plan for 
two of twelve Residents (Residents #4 and #11 ). 

~ 
This failure placed Residents #4 and #11 at risk 
.of not having their training needs met. 

' "Findings· Include: 1 

Resident #4: 
During observation on Apple cottage from 10:50 
AM to 12:20 PM on 1/12/15, Resident #4 was not 
observed to be consistently Involved in an active 
treatment program intended to teach skills and 
Increase Independence, other than support 
received at mealtime. During observation on 
Apple cottage from ;3:25 PM to 4:45 PM on 
1/12/15, Resident #4 was not observed to be 
consistently involved In an aclive tieatll)ent 
program intended to teach skills and increase 
independence. During observatii;>n on Apple 
cottage from 6:30 AM to 9:00 AM on 1/13/15, 
Resident #4 was not observed to be involved in 
an active treatment program intended to teach 
skills or increase independence, other than 
support received at meallime. During observation 
on Apple cottage from 8:50 AM to 12:00 PM on 
1/13/15, Resident #4 was not observed to be 
Involved In an active treatment program Intended 
to leach skills or increase Independence, other 
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than support received at mealtime ai;id during a· 
four minute period of time when a walking 
program was initiated. • 
The Habllitation Plan Administrator, who serves 
as the Qualified Intellectual Disability Profession 
(QIDP) for Resident #4, was intervlew\'ld at 11:25 
AM on 01/15/15-wlth Resident #4' s record 
available for reference. The QIDP explained the 
facility used a compilation of assessments from • 
various staff which, when viewed as a whole, was 
considered the. comprehensive functional 
assessment (CFA). The QIDP confirmed the 
current Individual Hab,ili!ation Plan (IHP) for 
Resident #4 was held on 08/07/14 and included 
three objectives on which data were maintained'. 
The QIDP said the objectives related .to scooping 
food from a serving bowl, hair washing, and 
reducing the frequency of aggression. The QIDP 
confirmed although the team was aw.are of the 
various needs identified through the assessment 
process, the needs were not prioritized in order to 
determine what objectives were included in the • 
IHP. The QIDP explained that rather than 
prioritizing the needs based of assessment, team 
members suggested possible objectives which 
were either accepted or rejected by the team. 
When asked if the team identified, through the 
assess·ment process, the types of on-campus and 
off-campus activities Resident #4 enjoyed, the 
QIDP said there was a section in the IHP whjch 
addressed that. When asked if the team for 
Resident #4 had created an individualized active 
treatment program predicated on assessed skills, 
interest and preferred activities designed to teach 
skills and/or lessen the likelihood of Resident #4 
losing skills, the QIDP said Resident #.4 ' s plan 
was not that specific. When asked about the 
team ' s expectation for participatioi] in prefe~d 
activities beyond the formalized objectives related 
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to scooping food,, personal hygiene and reducing 
aggression, the QIDP explained other actlvitjes 
were done on an " Informal basis " when • 
opportunities were presented. The QIDP 
confirmed there was no documented evidence of 
the frequency or type of activities offered to 
Resident #4 beyond assuring he had access to 
the car magazines. • 
Resident #4' s record included an IHP, dated 
8/7/14. The '' Social Needs" section of his IHP 
documented, " When In the mood, [Name of 
Resident #4] enjoys acti'lilles including going to 
dances; goi_ng for walks, watching television and 
VCR tapes (e.g., the Wiggles series). He likes to 

• interact with staff and will greet people as they 
come ~o his home. [Resident _#4] likes praise anc;f 
enjoys a good joke. He llkes carrying copies of 
the Wheels Deals magazines and finds 
Volksw,igen bugs if requested. • The " Day 
Progr~m " section of the IHP documented, " 
[Resident #4] used to attend the recycling center 
at Adult Programs, however due to continual 
refusals and assaultive behaviors when he did 
go, Adult Programs were discontinued oil 
04/26/06. Direct Care staff continue to offer him 
the opportunity to go to the Adult Training area 

. when his peers are going to work, and at times he 
will be agreeable and go with them. lf[Resldent 
#4] begins to show a consistent interest in 
participating in A(lult Training activities, a referral 
will be sent to tl)at area for assessment. " 

During observation on Apple cottage from 10:50 
AM to 12:20 PM on 1/12115, Resident#11 was 
not observed to be consistently involved in an 
active treatment program interided lo teach skills 
or increase Independence, other than support 
received at mealtime .. During observation on 
Apple cottage from 3:25 PM to 4:45 PM on 
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1 /12/15, Resident #11 was not observed to be 
consistently Involved in an active treatment 
program intended to teach sklils and increase 
Independence. During observation on Apple 
cottage from 6:30 AM to 9:00 AM on 1/13/15, .. 
~esident #11 was not observed to be involved In 
an active treatment program Intended.to teacli 
skills and increase independence, other'than 
support received at mealtime. During observation 
on Apple cottage from 8:50 AM to 12:00 PM on 
1/13/15, Resident #11 was not observed lo be 
Involved In an active treatment' program intended 
lo teach skills and increase independence, other 
than support.received al mealtime. • 
The Habilitation Plan Administrator; who serves 
as the QIDP for Resident #11, was interview!')d at 
11:00 AM on 01/15/15 with Resident #11 's 
record available .for reference. The QIDP 
:explained the·facility used a·compilation·of •. 
assessments from various staff which, when 
viewed as a whole, was con$Idered the CFA. The 
QIDP confirmea the current IHP for Resident #11 
was held on 04/07114 and included two objectives 
on which data were maintained. The QIDP said 
the objectives related to 'turning off the light when 
leaving the bathroom and laking dishes to the ' 
sink after mealtime. The QIDP confirmed 
although the team was aware of the various 
needs identified through the assessment process, 
the needs were not prioritized in order to 
determine what objectives wer(l Included in the 
IHP. The QIDP explained that rather than 
prioritizing the needs based on assessment, team 
members suggested pos.sible objectives which 
were either accepted or rejected by the team. 
When told of the observations of Resident #11 
spending long periods of lime walking around the 
r13sidence pulling on th~ waistband of his swe.al 
pants and pulling dowri his sweat pants exposing 
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his. d[sposable brief, the QIDP confirmed " [Name 
of Resident #11] likes to walk ar_ound." The ' 
QIDP confirmed the team had not assessed the 
function of the behavior of pulling at the . 
waistband of his pants and pulling down his pants 
in common·areas and had not identified this as a 
prioritized need. _When asked if the. team tiad 
identified, through the assessment process, the 
types of on-campus and off'<:Bmpus activities 
Resident #11 enjoyed, the QlDP said Resident 
#11 .enjoyed going on community re-cyding trips, 
and was scheduled to participate once per week 
on Monday afternoons. When asked how 
Resident #11 ' s day was supposed to be spent 
after co,mpleting his daily meals, after turning off 
the nghi when finished in the bathroom, and after 
participating in the Monday afternoon re--cycllng 
trip, the QIDP said he was involved In wide variety 
of on-campus anp off-campus activities. When 
told of the observations described in detail under 
W196, the QIDP said staff were supposed to 
continually offer Resident #11 a variety of • 
activities in _which to participate. The QIDP 
confirmed there was no expectation of staff to 
document the nature of the activities offered to 
Resident #11 and his response to offered 
activities. When asked ifthe team had discussed 
ways to assure Resident #11 received a 
consistently Implemented individuallzetl active 
treatment program based on assessed skills, , 
Interest and preferred activities designed to teach 
skills·and/or lessen the likelihood of Resident #11 
losing skills, the QIDF' said Resident #11 's plan 
included many training opportunities which were 
taught on an Informal basis. The QIDP was 
asked if the IHP for Resident #11 included 
strategies to teach Resident #11 skills associated 
with protecting his privacy by not having his 
hands in the waistband of his sweat pants 
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W 214 Continued From page 67 , 
resulted in exposing his disposable brief and/or 
pulling his pants down to expose his buttocks, the 
QIDP said no slrategies had been developed. 
Record Review for Resident #11 was conducted 
on 01/16/15 at 7:30 AM. Residenl #11 • s record 
Included an IHP, dated 4/7/2014. The "Social 
Needs" section of his IHP included the following 
information, " ... On campus, [Resident #11] is • 

• • known by many. He attends community outings 
and activities around campus. He has no positive 
peer rel;:itionship. He does appear to enjoy staff 
attenlion. Should [Resident.#11] ,:,ver move to a 
community placement, activities would have \o be 
planned and structured for him. " The "Day 
Program " section of the !HP documented, " 
[Resident #11-l was _assigned to Goom #3, but due. 
to an increase in aggression, fecal smearing a.nd 
other behaviors, it was decided that he did .not 
like being In that area, and after several trials in 
other rooms in AP without.a decrease ln . 
inappropriate behaviors, was retired in August 
2008. In :January of 2009, he was again assigned 
to recycling on Tuesday and Thursdays, but • 
behaviors continued in the. classroom, and he 
was only attending Tuesdays to participate in the 
town recycle run, where he would frequently be 
Jnconlinenl before he returnect·to Lakeland. He 
again took a break from AP recycling runs and • 
primarily participated in'cottage activities and 
PDT. trips to town. He is currently going to 
recycling trlps one dayweeklywithAP, and 
appears lo enjoy this actlvily, " 

W 227 483.440(c)(4) lNDlVIDUAL PROGRAM PLAN 

The individual prngram plan states the specific 
objectives necessary to meet the client's needs, • 
as identified by the comprehensive assessment 
required by paragraph (c)(3) of this section. 
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This STANDARD is not met as evidenc~d by: 
Based on observatlqh, Interview and record 

review, the facility failed to develop objectives to 
addres>, behaviors for 2 of 12 samplep Residents 
(Resident #11 and Resident #9). This failure 
impacted the Residents ability to function in dally 
life by not having appropriate interventions 
developed to meet their needs and address their 
behavior. • 
Findings Include: 
1. Observation\vas initiated at 10:50 AM on 
01 /12/15 at Apple Cottage. Throughout the 
observation,.wlth the exception of when Resident 
#11 was assisted with lunch between 11:32AM -
11:46AM, Resident #11 walked around the 
residence going from the living room, through the 
dining room, sometimes into his bedroom for a· 
brief period of lime, then down the hallway and 
through the liVing room. He was wearing sweat 
pants and often placed his hands on the 
waistband of his sweafpants pulling them. .down 
to. expose the disposable brief he wore. At 11 :46 
AM, at the conclusion of Resi.dent #11 ' s lunch, 
as he was walking through-the residence, 
Resident #11 grabbed food from the plate of a 
non-sampled Resident. He was immediately 
redirected by Staff L and did not Ingest the food. 
Observation was Initiated at 6:30 AM on 01/13/15. 
at Apple Cottage. At 8:12, Staff I confirmed . 
Resident #11 was still In bed. At 8:34 AM, 
Resident #11 walked into the dining room. He 
was wearing sweat pants and had his hands in 
the waist band of his pants and repeatedly pulled 
his sweatpants down approximately four inches 
exposing the disposable brief he wore. He 
walked around the residence until 8:40 A,M ·at 
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which time he was assisted with breakfast. 
Resident #11 completed his breakfast al 8:49 AM 
and began walking around the residence with his 
hands In the waistband of his sweat pants 
exposing his disposable brief. 
Observation was initiated at 8:50 AM on 01/13/15 
at Apple Cottage. Client #11 was walking-around 
the residence. He was wearing sweat pants a.nd 
he consistently put his hands In the waistband of 
his sweat pants causing his disposable brief to 
show. From 9:26 AM to 1 D:45 AM, Resident #11 
continued to walk through the residence with his 
hands in the waistband of his sweat pants. At 
10:45 AM Resident #11 was p~ompted by Staff B 
to go with him in order to "freshen up. " . At 
10:50 AM, Resident #11 returned from the 
bathroom wearing different clothes. From 10:50 
AM to 11 :30 AM, Resident #11 walked around the 
residence putting his hands on the waistband of 
tiis sweat pants exposing his disposable brief; 
Observation was initiated at 5:00 PM on 01114/15 
atAppJe Cottage. Resident #11 was walking • 
around the residence, He was wearing sweat 
pants and repeatedly had his hands in the 
waistband of his sweat pan\s. Resident #11 was 
provided mealtime supports from ?:32 PM to '5:57 
PM. After finishing his meal, Resident #11 began 
to walk around the residence. At 6:04 PM, 
Resident #11· pulled his sweat pants down to 
reveal his buttocks. He walked through the 
·residence until 6:08 PM with his buttocks 
exposed until noticed by Staff O who verbally and 
physically prompted him to go to the bathroom. 
Resident #11 returned to the dining room of his 
residence at 6:10 PM and went outside for two 
minutes. Resident #11 returned to the inside of 
the reside~ce at 6:12 PM and continued to walk 
around the residence sometimes pulling on his 
disposable brief arid/or pulling at the waistband of 
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his sweat pants. At 6:25 PM, Resident #11 pulled 
his sweat pants down to the floor and stood in the 
hallway adjoining the dining room until prompt~d 
by staff to go lo the bathroom. From 6:29 PM to , 
7:00 PM, Resident #11 was observed walking 
around the residence pulling on the waistband of 
his sweat pants exposing his disposable brief. 
The Habilitation Plan Administrator, who serves 
as the Qualified Intellectual Disabilities 
Professional (QIDP) for Resident #11, was 
interviewed at 11:00 AM on 01/15/15 with 
Resident #11 ' s record available for reference. 
The QIDP confirmed'lhe curreni Individual 
Habilitation Plan (IHP) for Resldent#11 was held 
on 04/07/14 and included two objectives on which 
data were maintained. The QIDP said the first 
objective related to turning off the light when 
leaving the bathroom. The QIDP said the second 
objective related to taking his dishes .to the sink 
after mealtime. The QIDP confirmed Resident . 
#11 's IHP did not address the observed 
behaviors of exposing his disposable brief, pulling 

• down his pants in common areas and/or food 
taking behavior. • 
Record Review for Resident #11 was conilucted 
on 01/16/15 at 7:30 AM. Resldent#11 's record 
included an IHP, dated 4/7/2014. The ltf P did not 
address the behaviors of !3Xposlng his disposable 
brief, pulling down his pants in common areas 
and food taking behavior. Resident #11 's record 
included a document titled; " Functional 
Assessment and Behavior Support Plan " (BSP). 
The BSP did not address the behaviors of 
exposing his disposable brief, pulling down his 
pants in common areas and/or food taking 
behavior. 
Resldent#9 
2. While observing Resident #9 in the Adult 
Training Program on 1/15/15 2:10 PM,'Staff R 
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revealed Resident #9 had problems with tactile 
defensiveness and much of what they did in their 
time with Resident #9 was designed to help hlm 
accept touch aAd to touch things. Resident #9 ' s 
record was reviewed on 1/19/15 at 11:15AM. His 
IH.Pwas dated 6/17/14 and it Indicated his 

• primary need was: " [Reslden\ # 9 ' s first name] 
• s pr!mary need is to increase his tolerance for 
primary care/training to reduce tactile 
defensiveness " . Further review of the lHP 
revealed there was no objective to formally 
address his tactile defensiveness. The QIDP 
(Staff II) acknowledged there was no formal 
program related to his primary need of tactile 
defensiveness. 

W 240 483.440(c)(6)(i) 1NDIVIDUAL PROGRAM PLAN· 

The individual program plan must describe·· 
relevant interventions to support the Individual 
toward independence. 

This STANDARD is nbt met as evidenced by: 
Based on observation, interview and record 

review, the facility failed to develop written 
instructions to staff about the use of a gait belt, a 
wheelchair and the Implementation of a walking 
program for one of one sampled resl9ents 

• (Resident #4) recovering from a fracture. This 
failure prevented Resident #4 from receiving 
necessary supports and services toward 
functioning at a more imjependery( l1;1vel. 
Findings Include: 
Observation was initiated at 10:50 AM on 
01/12/15 at Apple Cottage. Resident #4 was lying 
on a mat In the living room of his residence, He 
was wearing a gait belt positioned about two 
inches below his breasts. At 11 :36 AM Staff B 
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and Slaff C transferred Resident #4 to a 
wheelchair and assisted him to the dining room 
for lunch. The gait belt was not used during this 
transfer.· At 11 :53 AM, Resident #4 was 
transferred from his wtieelchair to th,i m'al by staff 
Staff'B and Staff Hin the living room. The gait 
belt was not used auririg this transfer. The gait 
belt was not removed once Resident-#4 was 
transferred to the mat. 
Observation was iililiated at 3:25 PM on 01/12/15 
at Apple Cottage. Resident #4 was seated In a 
recliner with his feet elevated. Resident #4 was 
wearing a gait belt which was positioned 
approximately two inches below his breasts.· At 
3:38 PM, Staff F assisted Staff E to transfer 
Resident #4 to a wheelchair. The gait belt was 
not used during lhe transfer nor was ii removed . 
once Resident #4 was seated in his wheelchair. 
At 3:44 PM, Staff E and Staff t, transferred 
Resident #4 to a reclinet. 'The gait belt was not 
used during the transfer nor was it removed once 
Resident #4 was seated in the recliner. 
Observation was initiated at 6:30 AM on 01/13/15 
at Apple Cottage. At 8:21 AM, Resident #4, 
seated in. his wheelchair, was brought into the 
dining room by Staff B. Resident #4 was wearing 
a gait belt positioned approximately three inches 
below his breasts.' Staff B assisted Resident #4 
to transfer to a dining room chair at 8:24 AM. 
The gait belt was not used during the transfer nor 
was ii removed or adjusted when Resident #4 
was seated in the dining room chai'r. At 8:33 AM, 
Staff B and Staff I, transferred Resident #4 from 
the dinliig room chair to his wheelchair, pushed 

. Resident #4 i~ his wheelchair in the living room 
and at 8:35 AM transferred Resident #4 from his 

" • wheelchair to a recliner. Ttie gait belt was not 
used during the transfer nor was the gait bell 
removed once Resident #;4 was seated in the 
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recliner. 

. 

Observation was initiated at 8:50 AM on 01 /13/15 
at Apple Collage. • Resident #4 was seated in a 
recliner in the living room. He was wearing a gait 
belt positiohed approximately two. inches "below 
his breasts. At 9:01 AM, Resident #4 dropped on 
his knees In front of ihe recliner and crawled from • 
the recliner to the corner of the room and laid 
down. At 9:14 AM, Staff Band Staff C 
transferred Resident #4 into his wheelchair thSn 
to a recliner. The gait bell was not used during 
the transfers and was not removed once 
·Resident #4 was seated in the recliner. At 9:26 
AM, Resident #4 appeared to be asleep sitting in 

• the recliner with his feet elevated and the gait oelt 
on. Staff C confirmed he had not received . 
training related to the use of the gait belt wain by 
Resident #4. Staff·c said he.was ~naware of any 
written instruction about the use of the gait belt. 
Staff C said he did not know when the wheelchair . 
was to be used and when Resident #4 was to be 
encouraged to walk with assistance. 
Al 10:16 AM, Staff J, approached Resident;l/4 
and asked if he wanted "to take a walk. " Staff 
J and Staff B helped Resident #4 stand up. Both 
staff assisted Resident #4 to walk approximately 
.30 feel prior to transferring him back into his 
wheelchair al 10:20 AM. The gait belt was used 
to assist Resident #4 while walklng. Al 10:28 AM, 
Resident #4 was transferred back to the recliner. 
He continued to wear the gait belt. At 10:29 AM, 
Staff J said she was unaware pf any wrillen 
instructions for staff about the use of the gait belt 
ahd/or the wheelchair. Staff J confirmed there 
were no wrillen lristrucllons to staff about how 
ofte·n or the distance Resident #4 should be 
Walking. Staff J confirmed there was no written 
plan on how to assist Resident #4 to walk more 
and rely less on the wheelchair. 
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Resident #4 remained seated In the rediner until 
11 :30 AM, at which time Staff B and Staff J 
transferred him to his wheelchair-and assisted 
him to the dining room for lunch to transfer to a 
dining room chair. The gait belt was not used In 
either transfer. Resident #4 finished lunch at 
11 :48 AM at which time he was transferred from .. 
the dining room chair to his wheelchair and from 

• his wheelcharr to the recliner .. The gait beli was 
not used during either transfer. Al 12:00 PM, 
when the observation ended, Resident #4 
appeared lo be asleep sitting in the recliner 
wearing the gaj! belt which \\fas positioned 
approximately three inches below his breasts. 
Observation was initiated at 5:00 PM on 01[14/15, 
at Apple Cottage. Residenf#4 was lying on a mat 
on the floor directly under the wall mounted 

• television In the living room. Resident #4 
appeared to be asleep and had a blanket-over his 
head. At 5:57 PM, Resident #4 was transferred 
to his wheelchair by Staff K arid Staff E. Allhough 
Resident #4 was wearing a gait belt, ii was not 
used during the_ transfer. At the conclusion of his 
evening meal at 6:20 PM, Resident #4 was 
transferred from the dining room chair lei his 
wheelctJair and !her) to his recliner by AC1- Staff 
K and Staff E. The ·gait belt was not used during 
the transfer. From 6:20.PM to 6:35 PM, Resident 
lf4 sat in the recliner with his head down. He wa~ 
wearing the gait belt. At 6:35 PM, Resident #4 
appeared to be asleep sitting in his r!lcliner and 
remained that way until 7:00 PM at the time the 
observation was concluded. • 
The Habilitation Plan Administrator, who serves 
as the Qualified lnt,ellectual Disability Profession 
(QIDP) for Resident #4, was interviewed at 11 :25 
AM on o 1 /15/15 with Resident #4 ' s record 
available fqr reference. The QIDP explained on 
08/31 /14, Resii:tent #4 fell from ·a toilet seat and 
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sustsined a fr'!cture. According to the"a1DP, 
Resident #4 ' s fracture was surgically repaired 
and he remained in the community hospital until· 
09/05/14. The QIDP confirmed once-returned to • 
his residence, Resident #4 partic,ipated in 
Physical Therapy. The _QIDP confirmed although 
Resident #4 no longer received " direct• 
physical therapy, this IHP had not been amended 
to include instructions to staff about the " at 
home" walking program. The QIDP confirmed 
that although a gait belt and a wl:leelchair were 
being used with Resident #4 during his recovery 
from the fracture, the IHP had not been amended 
to include written instruction to staff about the use 
of the wheelchair and/or the use of the gait belt. 
Record Review for Resident #4 was conducted 
on 01/16/15 at 6:30 AM. Resident #4 ' s record 
included an email dated, 12/22/14, to the QIDP 
from a Physical Therapist documenting Resident 
#4 would be discontinued from physical therapy 
services. The email included a recommendation 
which documented, " I recomnien.d that staff 

. continue to walk with [Name of Resident #4] 
using a gait belt and.two hands held with one staff 
following with wheelchair for mobility on the 
cottage." ·The record for Resident#4 did not 
include written instructions to staff about the use 
of the gait belt an.d/or the wheelchair. The record· 
for Resident #4 did not Include written instructions 
to staff about implementing the walking program. 
483.440(c)(6)(iii) INDIVIDUAL PROGRAM PLAN 

The individual program plan must include, for 
those clients who lack them, training in personal 
skills essential for privacy and 'independence 
(including, but not limited to, toilet training, 
personal hygiene, dental hygiene, self-feeding, 
bathing, dressing, grooming, and communication 
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of basic needs), until it has been demonstrated 

: that the client is developmentally incapable of • • 

W247 

acquiring them: • 

This STANDARD is not met as evidenced by: 
Based on observation, intetvlew and record 
review, the facility failed to include training 
programs In basic skills are.as for 1 of 12 
Sampled Residents '(Resident #9). Resident #9 
lacked skills in toileting and there was no·formal 
training program to address this need. This 
failure placed Resident #9 at risk of not 
developing basic skills to increase his 
independence. 
Findings Include: . . 
Observations of Resident#9 on 1/12/15 at 4:05 
PM, on· 1/14/15 al 11 :07 AM revealed staff put on 
protective g[oves and took Resident #9 Into his 
bedroom to change'hls adult protective garment. 
Review on 1/1!ii15 of Resident #9' s IHP dated 
6/17/14 revealed " On occasion [Resident #9 ' s 
first name] will use the toilet appropriately if staff 
member is within.close proximity of him. For the 
most part though, he shows incontinence" . 
There was no formal training program related to 
fhe·skill of toileting independently, Interview on 
1/20/15 with Resident #9' s Interdisciplinary 
Team verified Resident #9 was not independent 
in toileting and there was no formal training 
program for Resident #9 related to toileting skills. 
483.440(c)(6)(vi) INDIVIDUAL PROGRAM PLAN' 

The individual program plan must include 
opportunities for client choice and • 
self-management. 
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This STANDARD is not met as evidenced by: 
Based on observation, record·review and 

interviews, the facility failed to create situations 
for seven Residents "(Residents #1, #3, #5, #6, 
#27, #37, and #38) which promoted Residents In 
their ability to manage their daily routines. The 
facility adhered to a strict meal time frequently 
resulting in Residents sitting at the table for • 
·extended periods of time waiting for the meal and 
not encouraging Residents to help prepare their 
food. In another situation, the facility developed 
programs which forced a Resident to make 
choices of what to eat according to the facility' s • 
parameters. These failures prevented Residents 
from being encouraged to manage their daily . 
lives. 
Findings include: 
1. Observation_ on 1 /13/15 of the dinner meal.at 
Pinewood revealed staff did not start serving food 

• until 5:30 PM even though Residents were at ihe 
dining room table well before this lime. 
Observation on 1/14/15" of the lunch meal at 
Pinewood rev.ealed staff assisted Residents to 
come to the table starting.at approximately 11:1-5 
AM, however the food was not served until 11 :30 
AM. Observation on 1/14/15 of the dinner meal 
al Bigfoot Cottage revealed Resident #6 was • 
encouraged to get his dishes onto the table for 
dinner. Several Residents were already sitting at 
the dining room table. Staff started assisting • 
Residents with serving the food at 5:30 PM. 
Observation on 1/15115 of the iunch meal al 
Bigfoot revealed at 11 :25 AM Resident #6 was 
sitting at the dining room table ready to eat. 
Serving the food did not start unlll 11 :30 Afyl. 
Interview on 1/20/15 at 10:33 AM with "the QIDP 
foi Resident #6 verified the facility adheres to • 
strict meal times of 11:30 AM for lunch and 5:30 
PM for dinner. He stated this was to give 
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Residents a chance for socialization and to do 
family style dining. •• 
2. Observation of Resident#1 on 1/12115 at 
11 :05 AM a{ Cascade Cottage revealed he was in 
his bedroom playing video games. At 11 :15 AM 
Resident #1 came out of his beclroom and began 
making his own lunch. Review.on 1/19115 of 
Resident #1 ' s record revealed his Resident 
Habilitation Plan (!HP) was dated 12/12/14. It 
contained the following objectives: " D.06 
[Resident #1 ·• s first name] will maintain the skill 
of wailing until dinner is on the counter before . 
makl,ng his choice.for dinner " , and It Included the 
following justification - " [Resident #1 's first 
name] has a habit of choosing what he wants to 

" eat before looking at the dinner inenu. This 
behavior- leads to anxiety when asked by staff to 
try the food provided." ; D.17 [Resident #1 's 
first name] will wall until lµnch is on the counter 
before making his choice for lunch " , aild it 
inclµded the same justification as for D.06; D.13 
[Resident #1 ' s first name] will maintain waiting 
.until breakfast Is on the counter ~efore making 
his choice for breakfast '' , and it included the 
same justification as for D.06. Interview on 
1120/15 at 1:40 PM with-Staff CC, the QIDP for 
Resident #1, verified the-objectives were part of 
Resident #1 ' s IHP, She stated the objectives 
were designed to have Resident #1 make an " 
informed ·choice " Instead of an emotional' one. 
3. Observation of Sunrise on 1/13/2015 at'i4:oo 
PM revealed the dinner-meal arrived on the 
house at 4:25 PM, At 5:15 PM, Staff SS is 
observed preparing the dinner meal and 
alternative food choices: Resident #37 repeatedly 
entered .the kitchen area as Staff SS prepared the 
meal. Staff SS redirected and escorted Resident 
#37 out of the kitchen back to his chair at the 

• dining room table to wait for the dinner meat At 
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5:30 PM, Resi<:lent #37 threw his chair to the 
floor. Staff were observed consoling Resident #37 
and other res,ldents on Sunrise Impacted by 
Resident#37' s behavioral outburst. At 5:40 PM 
Resident #37 received a sandwich which he 
quickly consumed. Staff SS acknowledged ". 
sometimes it ' s hard to wait " . 
Interview with Staff TT on 1/21/2015 at 1:30 PM 
acknowledged meals are served at 7:30 AM 
(breakfast), 11 :30 AM (lunch) and 5:30 PM for 
dihner. Staff TT stated we have to "wing It• If 
behaviors increase while Residents are waiting 
for the meal. Staff· TT acknowledged she 
redirects residents prior to the assigned meal 
times and informs them th_ey will have to wait. 
4. Observation•ofHillside on 1/14/2015 at 5:0Q 
PM and 1/15/2015 at 5:30 PM revealed Resident 
# 5 was seated at the dining room table waiting 
for the meal to be served. Staff UU 
acknowledged meal lime were set at 7:30 AM for 
breakfast, 11 :30 AM for lunch and 5:30 PM for 
dinner. • 
5. On 1/20/2015 at 1:10 PM, following an incident 
involving Resident #38 that had occurred prior to· 
lunch, Staff W was interviewe_d about the 
incident. Staff W verified Resident #38 had been 
playing a Wii Game. Staff W reported he had 
approached Resident #38, who Is hearing 
impaired·, to inform him that ii was lunch time. 
Staff W stated Resident #38 pointed to the Wii 
Game on the TV screen and.Staff W-believed • 
Resident #38 wanted the Wii game turned off. 
Staff W acknowledged he turned off th·e _Wil 
game and that Resident #38·had a behavioral 
incident wheri" the game was turned off. Staff W 
reported he tries to adhere to meal tim'es, 
6. Observation at 77 Willow cottage at 5:05 PM 
on 1/13115 revealed Staff Z brought food from the 
76 side of the cott11ge in a brown thermal box. 
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The food was placed in the oven. Residents 
were instructed to get their siiverware and plates 
and set the Items on the table. Residents started 
gathering in the kitchen/dining area ofthe home. 
Resident #3 sat and watched TV. Resident #27 
sat at the dining room table. At 5:30 PM the food 
was taken out of the oven by staff, temped by 
staff and placed in serving bowls by staff, Staff 
brought the food to the table. lt]terview with Staff 
Z revealed residents cannot eat until 5:30 PM. 
7. Observation at 77 Willow cottage at 5:05 on 
1/13/15 revealed staff brought food from the 76. 
side of the cottage in a brownethermal box. The 
food was placed in the oven. At 5:30 PM the 
food was taken out of the oven, temped by staff 
and placed in serving bowls,. Staff instructed 
Residents to selve themselves. Residents #27 
and #3 did not assist In the preparation of the 
meal.. 
Resident #27 was interviewed OQ 1/14115 about 
his abilities to cook a meal. Resident #27 
revealed he knew how to cook chicken adding 
that the chicken was done when it was no longer 
pink insjde.. • 
Review of Resident #3's IHP dated 9/10/14 
revealed he can prepare his own lunch for work 
with supervision. 

• Interview with Resident #3 on 1/1 9/15 revealed 
he does not cook because the ''fire marshal will 
be mad." 
8. Observation 1/12/15 at 77 Willow Cottage at 
11 :30 AM revealed Resident #3 was asked to get 
some bread to make a sandwich. Resident #3 
told staff his knee hurt. Staff proceeded to get the 
bread for Resident #3. • Later Resident #3 was 
observed walking about the campus without 
d!fficulty._ • 
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As soon as the interdisciplinary.team has 
forml!lated a client's individual program plan, 
each client must receive a continuous active 
treatment program consisting of needed 
interventions and services in sufficient number 
and frequency to support the achievement of the 
objectives identified in the individual program 
plan. . 

This STANDARD is not met as eyidenced by: 
Based on Interviews and record reviews, the 

facility failed to assure individual program plans 
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were consistently implemented for:3 of 12 1 
sampled residents (Resident #3, #4, and #7) 
sampled residents. This failure prevented the 
residents from having an opportunity to learn skill 
development and work toward accomplishing 
their objectives. • 
Findings Include: . . . 
1. The Habilitatiqn Plan Administrator, who 
serves as the Qualified Intellectual Disability 
Profession (QIDP) for R!lsident #4, was 
interviewed at 11:.25 AM on 01/15/15 with 
Resident #4' s record available for reference. 
The QIDP qonfirmed the current Individual 
Habililation Plan (IHP) for Resident #4 was held 
on 08/07/14 and included three objectives on 
which data were maintained. The QIDP 
confirmed Resident #4 IHP Included • 
Non-Programed Services ''. which included the 
expectation that Resident #4 would participate in 
at least three ,community integration- activities per 
month. The QIDP said due to many factors, 
including disinterest in activities presented, 
Resident #4 had not participated in three 
9ommunity-based activities since October 2014 
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although he was medically able to participate. 

• Record Review for Resident #4 was conducted 
on 01 /16/15 at 6:30 AM. During the interview with 
the QIDP on 1/5115, a copy of a document titled " 
Monthly Progress Report of the Individual 
Habilitation Plan " (Monthly Review) was . 
provided for review. Although the document was 
not dated, when presented for rev,iew, the QIDP 
identified the document as the " most current'" 
review of Resident #4 ·' s IHP and included review 

• of December 2014 data. The Section of the 
report titled, " Non-Programmed Services " • 
documented, " [Resident #4 will have the 
oppc;,r:tunity to participate in at least three •• 
community integration activities per month. 
Integration activities wlll be reported mont!ily ... " 
The documentation included by the QIDP in the 
Monthly· Review stated, " For the reporting period 
from September 8th to October 8th [2014] 
[Resident #4] had not participated In Community 
Integration due to medical issues. Community 
Integration from O.ctober B, 2014 to November 8, 
2014: [Resident #4] went on a bus ride and 
shopping. " An eritry dated, 1/9/15, documenteo, 
" {Res.Iden! #4 went on two community integration 
activities from December 8, 2014, to January 8, 
2015. Once to eat out and once to recycle." 
2. Record review of Nursing Orders from 15 Dec 
- 14 Jan 14 for Resident #7 revealed he was to 
receive oral ca~e BID and prn and to cleanse 
groin area twice dally and use antiperspirant. 
There was no documentation that oral care 
occurred on the following dates: 12/26/14, 
12/28/14, 1/1/15 .(pm shift) and no documentation 
that cleanse groin area twice daily and use 
antiperspirant on 12/26/14, 12/28/141/1/15,' 
1 /6/15 occurred. 
Interview with Staff ZZ acknowledged ii ' s not 
clear if staff failed to document that care was 
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rei;eived or if Resident #7 refused <;are. Staff 
confirmed there Is no direction on what to do. • 
3. lnterJiew with Resident #3 on 1/12/15 
revealed he had arthritis lri his knee. Record 
review on of Resident #3's Resident HabOitation 
Plan dated 9/10/14 revealed he f• the 
following therapeutic equipment: knee support 
item and support socks. Observation of Resident 
#3 on 1 /19/15 revealed he was not wearing the 
■knee support item or support socks.' lnierview 
with Resident #3 reveal!)d the support st,~ were 
too tight. Staff HH revealed neither the nee 
support item or support socks could be ound. 
Interview with Staff AA on 1/27/15 revealed he 
was unaware Resident#3 did·not have the. 
knee support item or t~e support socks. 
483.4"40(d)(2) PROGRAM IMPLEMENTATION 

The facility must develop an active treatment 
schedule that outlines the current active treatment 
program and that is readily available for review by 
relevant staff. 

This STANDARD is not met es· evidenced by: 
Based on observations, interviews and record 
review, the facility failed )o develop a schedule 
designed to direct the daily activities of the staff 
and the Residents in the implementation of active 
treatment programs for 3 of 12 sampled • 
Residents (R~sldent#4, #10, and 11). This failure 
prevented staff from knov,.,ing what to do with the 
residents. 
Findings Include: 
1. During observation on Apple cottage from 
10:50 AMto 12:20 PM on 1/12/15, neither 
Resident #4 nor Resident #11 was observed to be 
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consistently involved in an active treatment 
program Intended to teach skills or increase 
Independence, other than support received at 
mealtime. During observation o.nApple-cottage 
from 3:25 PM to 4:45 PM on 1/12/15, neither 
Resident #4 nor Resident #11 were observed to 
be consistently involved in an active treatment 
program intended to teach skills or increase 
independence. During obseryatlon on Apple 
cottage from 6:30 /l.M to 9:00 AM on 1/13/15; 
neither Resident #4 nor Resident #11 was 
observed to be Involved in an active ·treatment 
program Intended to teach skills or increase 
independence, ot~er than support received at 
mealtime. During obs~rvatlo.n on Apple cottage 
from 8:50 AM to 12:00. PM on 1/13/15, neither 
Resident#4 nor Resident.#11 were observed to· 
be involved in an active treatment program· 
intended to teach skills or Increase 
independence,. other than support received at 
mealtime and, for Resident #4, a four .minute 
period of time when a walking program was 
initiated. 
The Habilitation Plan Administrator, who serves 
as the Qualified Intellectual Disability Profession 
(QIDP) for Resident #4 and Resident #11, was 
interviewed beginning at 11:00 AM on 01/15/15 
with the records of Resident #4 and Resident #11 
available for reference. The QIDP confirmed ·the 
day programming provided on Apple Cottage was 
very flexible and was often dependent on the 
·immediate behavior support needs of the men 
who lived tliere as well as the number of staff 
available to provide individualized programming, 
The Q!DP confirmed Resident #4 was not 
involved in a program.which included times when 
he was expected to participate in programming or 
activities. The Q!DP confirmed the only " . 
scheduled" activity for Resident#11 occurred on 
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Monday afternoon when he was involved in 
recycling. When asked if the teams for Resident 
#4 and Resident #11 had developed a schedule 
Intended to provide structure for the provision of 
active treatment for Resident #4 and Resident 
#11, the QIDP explained the structure of their 
programming was fluid and not schedule based. 
Record Review for Resident #4 was conducted 
on 01/16/15 at'6:30 AM. Resident#4' s record 
did not include an active treatment schedule .. 
Record Review for Resident #11 was conducted 
0n 01 /16115 at 7:30 AM. Resident #11 ' s record. 
did not Include an active treatment schedule. 
2. Resident #10 was observed at work on 
1/13/15 lrom 9 AM to 9:15 AM. Slie sat at a table 

, taping strips of pink paper together. 
Observation on 1 / 15/15 at 11 AM revealed 
Resident #10 was at home, in her room. Staff P 
indicated Resident"#10 stayed hcime from·work 
due to medical condition. When asked what 
Resident #3 would do now that she is• at home 
and not at work,· Staff P stated ''whatever she 
wants," Resident #10 did not come out of her • 
room until lunch time at approximately 11:20 am. 
Resl(lent #10 was observed gathering her dishes 
for luni::h and assisting to make her sandwich. 
Observation on 1 /19/15 at 3:1 0 pm and 3 :20 
revealed Resident #1 o· was in her room. Staff 
FFF was asked why resident #1 0 was in her 
room, Staff FFF replied he "chooses to stay In her 
room" and "she can tell you what she wants to 
do." 
Interview with Staff CC on 1/20/15 at 1 :OD PM 
revealed resident #10 Is "self-directed and that 
she can choose what she wants to do." • 
Staff C was asked if the staff working with 
Resident #10 have access to an "active treatment 
schedule" for Resident #1 O. Staff C stated no. 
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W 255 483.440(f)(1)(i) PROGRAM MONITORING & 

CHANGE 

W29D 

The individual program plan must be reviewed at 
least by the qualified mental .retardation . 
professional and revised as necessary, including, 
but not limited to situations In-which the client has 
successfully completed an objective or objectives 
identified in the indivldu_al ·program plan. • 

This STANDARD is not met as evidenced by: 
Based on interview and record review, the facility 

failed to assure revisions were ·made to the 
Individual Habilitation Plan for 1 of 12 sampled 
residents (Resident #9). This failure prevented 
the resident the opportunity to learn new skills. 
Findings include: 
Review on·1/19/15 of Resident #9' s !HP dated· 
6/17114 revealed it contained the foliowing 
objective, labeled 1.01: " [Resident #9 ' s first 
nal)le] will decrease episodes of seW-abuse lo 0 
for 12 consecutive months " . A Quarterly Report 
- Psychology Services for Resident #9 revealed 
there were no recorded instances of self-abuse 
from July, 2014 through Dei'cember, 2014, 
Interview on 1 /20/15 with the Interdisciplinary 
Team (IDT) for Resident #9, including the QIDP, 
verified the accuracy of the lack of self-abuse for 
a 6 month perlod. The IDT did not explain .the 
rationale for having 12 consecutive months of no 
recorded instances as opposed to a different 
criteria that could have bean chosen. The.IDT 
acknowledged the lack of instances of the 
behavior for 6 consecutive months had not 
resuitE?d in a change to the program. 
483.450(b)(5) MGMT OF INAPPROPRIATE 
CLIENT BEHAVIOR • 
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Standing or as needed programs to control 
inappropriate behaylor are not permitted. 

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

review, the facility failed to justify the inclusion of 
a highly restrictive procedure to manage behavior 
based or{ assessed need and frequency of the 
behavior for 1 of 1 sampled Resident (Resident 
#:'I 1) who wore a " code alert " bracelet. This 
failure denied the resident the opportunity of 
being free of a restrictive device. • 
Findings Include: 

• Observation was Initiated at 10:50 AM on 
• 01/12/15 at Apple Cottage. Throughout this 

observation and all subsequent observations 
during the survey, Resident #11 was observed to 
be wearing a " code· alert" bracelet on his left 
wrist. • 

• The Habilitation Plan Administrator, who serves 
as the QIDP for Resident #11, was interviewed at 
11 :DO AM on 01/15/15 with Resident #11 ' s 
record available for reference. When asked to 
explain the " code 'alert " bracelet worn by 
Resident #11, the QIDP explained the code alert 
allowed the facility to " locate " Resident #11 in 
the event he could not be found.' 'The QIDP 
confirmed the expectation was for Resident #11 
to wear the code.alert bracelet at all times. 
According to the QIDP, a devise with an antenna 
was maintained at the facility ' s switchboard 
which could be activated In the even Resident 
#11 could not be located. According to the QIDP, 
it wou_ld take a few minutes for personnel to set 
up the equipment in an attempt to activate the 
antenna to. identlfy the location of the code alert 
bracelet worn by Resident #11. The QIDP 
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confirmed he could not remember the last time 
the equipment with the antenna was used to 

. locate Resident #11 but said It had been at least 
two years. The QIDP said he did not know if 
th.ere was a system in place to routinely check the 
" code _alert system " lo assure ii worked • 
properly. The QIDP confirmed the.team for 
Resident #11 had not considered the advisability 
of removing the restrictive device since it had not 
been used in more, !hart two years.·· 
Record Review for Resident #11 was conducted 
on 01/16115 at 7:30 AM. Resident#11 • s record 
included a document tilled, " Functional 
Assessment-and Behavior Support Plan " (BSP), 
dated 11/25/14. The "Justification" s·ection of 
the BSP documented, "[Residenl#11] does not 

• demonstrate awareness of environmental 
hazards. He has run toward roads and has left 
assigned· areas not properly dressed for weather 
conditions. The proposed BSP will not prescribe 
restrictive Interventions other lhan wearing a code 
alert bracelet. Because of potential danger of 
harm, [Resident #11] will wear the code alert 
bracelet al all times so staff will know when h_e 
leaves his collage unescorted ... " The BSP did 
not include data regarding the frequency the code 
alert system-was used. • 

W 301 483_.450(d)(4) PHYSICAL RESTRAINTS 

A client placed in restraint must be checked at 
least every 30 minutes by staff trained in the use 
of restraints'.· 

This STANDARD Is not met as evidenced by: 
Based on observation and interview, the facility 

failed to develop a system for staff ti;, monitor 
Residents who were placed in a toilet positioning 
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device that was restrictive while sitting on the 
toilet. This failure placed Residents at risk of 
potential harm should the Resident need to be 
released from the restraint immediately. 
Findings include: 
Observation on 1/20/15 at 10:00 AM ofa 

• bathroom at 70/71 Evergreen Cottage revealed a 
toiletwith a seatback made from a pleGe of 
plywood covered with viny!, Attached to the 
seatback was a strap with a buckle. Interview with 
Staff P revealed the "toilet positioning device" was • 
for Resident #17. Staff assisted Resident #17 to 
\lSe the toilet every·two hours. Staff "strap" 

• 17 to the toilet because she· has "drop 
. When asked how often staff check 

on Resident# 17 once she was placed In the • 
restraint, Staff P stated they "walk back and 
forth." Staff P added· that there was no set time to 
check Resident #17 but he ."thought it was about 
every ten minutes." 

W 460 483.480{a)(1) FOOD AND NUTRITION 
SERVICES • 

Each client must receive a AOurlshing, 
well-balanced diet including modlfiep and 

. specially-prescribed diets. 

This STANDARD Is not met as evidenced·by: 
Based on observation, record reviews and 
interviews, the facility failed to ensure the 
specially prescribed diet was followed for 1 of 12 
sampled residents (Resident #5). This failure to 
provide specially prescribed diets placed resident 
at risk of health problems. 
Findings include: 
Observation of Hillside Cottage on 1/14/2015 at 
5:25 F.'M {dinn·er meal) and 1/15/2015 at 11:30 
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AM (lunch meal), revealed Resident it. 5 
independently poured milk into her plastic 
tumbler. Interview with Staff PP confirmed the 
amount of milk in the tumbler was approximately 

' 12 ounces. .. 
Record review of Resident# 5 ' s Diet Orders 
printed 1/4/2015 revealed she was to receive 1 
cup skim milk and 1 cup water at breakfast, lunch 
and dinner. The Diet Order specified the amount 
of food/liquids stated must be followed. 
Interview with Staff YY acknowledged the 8 oz. 
tumblers were on order and provided a purchase 
order for 432 Carlisle tumbler, clear, 8 oz. dated 
1/12/2015. • • 
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STATEOFWASHINGTON . 
"DEPARTMENT OF SOCIAlAND HEALTH SERVICES 
ALTSA, RCS, ICF/IID Survey & Certification Program. 

PO Box 4~600, Olympii;i, Vt/A 98504-5600 

October 9, 2013 
CERTIFIED MAIL 7007 1490 0003 4201 9768. 

Diane Kilgore, Acting Superintendent 
Lakeland Village 
P,.O. Box 200 
Medical Lake, WA. 99.022 

RE: Recertification Survey 09/09/2013 through 0~/13/2013 

Dear Ms.' Kilgore: 

From 09/09i2013 through 09/13/201-3 ICF/IID survey "staff fro,m the Residentia[ eare Services 
(RCS) Division of Aging and Long-term Support Administration ·(ALTSA) c'onducted. a 
recertification-survey at your facility to cietermine compliance with Federal requ(rements for 
ICF/11D facilities-participating in the Medicaid progratl). The CMS 2567 Statement of 
Deficiencies for. the recertification survey is enclosed. • 

Plan ~f Correction (POC} 

You mu~t detail a POC on the enclosed original OMS 2567 form for all deficiencies. Your'poc 
·must at minimum address each of the bulleted items below. • 

. • How the facility will correct the-deliciericy as it relates.to the resident; 
• How the facility will act to protect re?idents in similar situations; ' 
• Measures the facility will take or the systems it will alter to ensure that the problem (\oes 

not recur; 
• How the facility plans to monitor its performance to make sure that solutions are 

sustained; • ' 
• Dates :when corrective action will be com"j:>leted (no more than 60 days from the last day 

of the inspection); and • . 
• The title of the person or persons responsible to ensure.correction for each deficiency. . . 

You must also send the ·original 2567·fomi with your POC signed and dated to the Manager 
below mi later than 1 O calendar days after you receive this letter. Failure to submit an • 
acceptable POC by the 1 oth calendar day may result in the imposition cif remedies .. 

Loida Baniqued, Field Manager 
IC.Fill□ Survey and Certification Program 

Residential Care Services, Mall Stop: 45600 
• • PO Box 45600 • 

Olympia, WA 98504-5600 
Office (360) 725-2405 Fax (360) 72.5-2642 



Ms. Diane Kilgore; Acting l:iuperintendent • 
. October 9, 2013 • 
Page,2 

RCS will use the POC as a part of the basis for verifying .whether the.deficiencies have been 
corrected. Jf you modify your POC after submission, you must immediately notify the above 
office in writing. Any POC modification must address each "W" t1;1g numb.er wi1h related. 
details about any modifications, • 

' : . 
Informal Dispute Resolution UDR} 

You have an opportunity to queslion,cited deficiencies and/or state actions initiated in 
response to them, through the state's informal review and dispute resolution process. 
Unless _you become entitled to a federal administrative hearing following imposition of a 
federal remedy, this will be your only opportunityto challenge the deficiencies described ori 
CMS Form 2567. • 

To request an informal dispute re'solution (IDR) meeting, please send your written request to 
Robert McClintock, QA Administrator, PO Box 45600, Olympia, Washington 98504-5600. If 
you request an IDR, you must still submit a POC within the time limits described above. The 
written !DR request .should: • • 

• Identify the specific deficiencies that are-disputed; 
• EXplain why you are disputing the deficiencies; 
• Indicate !he type of dispute resolution process you prefer (face-to-face, telephone· 

conferer:ice or documentation review);and 
• Be sent ·during_ ttie same 1 O calendar days you ha~e for submitting a PClC for the 

cited deficiencies. • ·, 

During the informal process you· have the right to present written and/or oral evidence refuting 
• the deficiencies. Ari incomplete review and disp.ut~ reso!Uti!Jn. process will nof d!)lay the 

effective date of any enfo'rcemerit ac!io_n. • • 

If you have any questions ~nceming the instructions cofitained in this letter, please poi:itact me 
at (360)725-2405. • 

Enclosures· 

cc: Janet Adams, DDD 

Sincerely, 

>f~~ 
(,.oida· Baniqued, FiJ/d Manager 
ICF/11D Survey and Certification Program 
Residential Care Services •• 
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• W 000 INITIAL ~OMMENTS 

.. This report Is the result of .~-Anmial 
Recertification Survey and Complaint 
Investigations (2861225/2874630) conducted at 
Lakeland Village oh 09/09113 through 09113113. A 
sample of 12 residents was selected from a 
census of 128. The Expanded Sample included 
current r~sidents. 

The survey was conducted by: 

Janette Buchanan, R.111,., B.S.N. 
Terry Patton, R.N., B.S.N. • 
Claudia Baetge, M.A. 
Christina Borchard~ R.N., B.S.N. 

The survey team is from: 

ICF/IID Survey and Certification Program 
Residential Care Services Division 
Aging and Long-Term Support Administration 
Department of Social and Health Services 
P O ~o~ 45600 •· 
Olympia, Washington 98504-5600 

Telephone: (360) 7~5-2405 
Fax: (360) 725-2642 

, W 104 483.41Q(a)(1) GOVERNING BODY 

Toe· governing body must exercise general policy. 
budget, and,.operatlng direction over the facility. 

' 

This STANDARD is not m_et as evidenced by: 

LAB□RAT)')RY nRECTOR'S 0~ P~~ER/0PPUER R~RESENTATIVE'S.~IGNATURE 

\. , • ....0.. l<l 1 r--. .·~ ,-.-,, -- } ~ 

PRINTED: 11/01/2013 
FORM-APPROVED 

0MB NO 0938-0391 
(X2) ,MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLElEO A.BUILDING _______ _ 

B,WING 

10 
PREFIX 

TA? 

STREET ADDRESS, CllY, STATE, ZIP CODE 

S 2320 SALNAVE RD, po·sox. 200 

MEDICAL LAKE, WA 99022 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORREC11VEACTJON SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

wooo 

W104 

TmE 

s Y i') C' ~I:., ./-t> ,v---r,(" ~ 

09/13/2013 

(XS) 
, COMPLETION 

DATE 

Any deficiency statement en,dmg with an asterisk {j denotes a. deficiency which the msblution may be excu~d from correcting providing i1 Is ~~med that 
--.fuer safeguards provide sufficient protection, to the patients. (See instructions.) Except for nursing homes, the findings stated above aro dlsclosal;lle 80 days 

~ng the date of survey whether or not a plan of correction is provided. For nursing homes. the above findfngs and plans of correction are disclosable 14 
followlng the date these documents are made avallabl&to the faci1[ty, If deficlencles are t:ited, an approved plan of correction Is requisite to'continued 

rogiam participation. 

FORM CMS-2567(02.-99) Previous Versions Obsolete Event ID:azvHt1 ~ac1Jity ID: WA4D0 (f continuation sheet Page 1 of 29 .. 



' •, 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & -MEDICAID SERVICES 

STATEMENT OF OEFlCIENCJES 
AND PIAN or.coRRECTION 

(X1) PROVIDi:R/SUPPUER/CLIA 
IDENTIFICATION NUMBER; 

60GDD7 

•• NAME OF PROVIDER OR SUPPLIER 

• LAKELAND VILLAGE 

(X4)1D 
PREFIX 

TAG 

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

W 104 Continued From P,age 1 

Based on observations and interviews, the facility 
failed to ensure.staff handled and stored food 
properly, ensured main kitchen stalfs Food • 
Handler· cards were current an~ failed to~ensure a 
·hazard free environment These failures placed 
residents' at risk of harm for ~oten~al of food 
borne illness and at risk of potential tripping· 
hazards and entrapment. 
Findings include: 
All obseivations, record reviews and interviews 
occurred between 9/9/13 and 9/13/13, unless 
otherwise specified. 
Refrigerators and freezer.i in Main kitchen 

,. 1. Half-gallon milk, open, not dated 
2. S9y Blenders (1) quart, open, not dated 
3. Krusteaz Golden Waffle box opened, not 
seafed ,exposed to air 
4. 30 to 40 loaves of frozen bread dated . 
11/24/2012, 3/25/2013, and 4/26/2013, 
5. Sweet pickle relish, 1 gallon, open, undated 
6. Signatllre Deluxe Mayo, 1 gallon, open, 
undated 
7. Miracle Whfp1 open, Undated 
8. Picture of unknown substance, unlabeled 

. • 9. Rejuv 100% Orange juice, ·open, undated 
10. Hunts Ketchup, 20oz. ,open, undated 
11'. Rejuv 10□%AppleJuice, open, undated 
'12. Kosher dill pickle chips, open, undated • 
Interview with Staff W revealed facility policy was 
lo use•frozen food within 3 months. Interview with 
Slaff E revealed facility policy was to use frozen 

•• food ttems within 6 months. • 
Cabiaets and wire carts in Main Kitchen 
1. Pancake syrup, 1 gallon, open, undated 
2. Molasses, 1 gallon, open1 undated 
3. Vanilla flavoring, open, undated 
4. Whlte.Vir\egar: 1 gallon, open, undated 
5. , Soy Sauce, 1 gallon, open, undated 
6. ' Worce~tershlre Sauce, open, undated 
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The Food Services Manager 

conducted ~n in-service training.of 

·au kitchen·staff in the prope~ Diet 

Manual 5.7 procedurns of labeling 

food in containers; either 

• individu~lly or l:lulk (to include inne1 

individually sealed) containers. This 

, in-service tr~ining wil_l stress the : 

need for such stringent control 

procedures; with an emphasis of 

th~ potential h~alth and potential 

foodborne illness risk. These'labels . ' ~ 

will identify the date an item is 

9pened and its expiration. Items 

removed from their original 

container and transferred to 

another container Will also be 

labeled identifying the·c9ntents of, 

the item. All seco·ndary containers 

will be in good repair _or replaced." 

The Fqod services staff will ensure 

that all labels are maintained in a 

serviceable and legible manner. 

During the handlln~ of 

containerized food staff will be 
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7. Cereal in plastic pitchers (Chex, Rice 
Krisples, Com Flakes), not labeled, undated 
8. Premium Salad Oi11 1 gallon, open, undated 
Food Handler Cards 
Record review revealed 3 staff (Staff L, K & R) 
Food Handler cards we're not posted on kitchen 
bulletin board and not avaaable awing .survey, 
Record review also revealed 3 staff (Staff R, X &. 
Y) were curren0y out on L&I with retum dates 
unknown. Facility was unable provide information 
when main kHchen staffs ' Food Handler card 
expired when they were n.ot posted on kttchen 
bulletin board. • 
Interview with StalfW revealed all kitchen staff 

. were expected to renew their food Handler c;,rds 
and post on bulletin board located In kttchen 
break area prior to expiration, StaffW revealed 
main kitchen sjalfwlll remove lheirFood Handler 
card from tlie bulletin board and take with them 
when renewing their card, SlaffWacknowledged 
·when food Handler cards were not posted on the 
bulletin board there could be a multitude of 
reas,ons yet all kitchen staffwere·required to post 
their Food Handler card. 
ATP - Room #10 
Observation on 09/11/13 of ATF program (Room 
#1 0) revealed 2 of 12 sample residents_ (Resident 
#8 and 12) and 4 of 116 expanded sample 
residents (Resident# 18, 69, 91 and 123) were 
served a mixture of coffee and 'cocoa mixe;d with 
expired milk dated of 09/8/2013: 
Sunrise Cottage • 
Observa~on on 09/09/13 at 10:55AM revealed 
that 2 hallway doors giving egress to the rear 
emergenC}'·exit at·Sunrise House were locked 
and residents could not exit through the rear fire" 
exit in the event of a fire or other emergency. 
Interview with Staff EE revealed they keep the 
hallway door locked to preven) male residents 
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W104 .mindful to view that each container 
is properly marked with the 
required information and the.label 
is in ·a s:erviceable/legible condition. 
If a label becomes damaged it will 
be immediately replacE:'d and 
marked with the aforementioned. 
required information. The Food 
Services Manager or Cook 3 on a 
weekly basis will perform random 
inspecti_ons of food containers to 
ensure the serviceability and prope1 
identification of food containerf 

The Food Services Manager with 
the technical support of the IT 
Office has developed and 
implemented a Food Hancllers Card 
database on September 20, 2013. 

This data base has been created to 
trac~ the date that food handling 
has been-completed ·and date of 
expiration. Thirty days prior to a• • 
staff !Jleinber's expiration date the 
database will notify the Food 
Services Manager and Cook 3 of an 
approaching expi_ration date 11nd 
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fr~m going lo the female side qi the cottage and 
to keep ,female residents from going lo·the male 
side of the cottage. Interview with St,iff N 
revealed that residents could not' ~vacua!~ • • 
SunriSe Cottage via the rear emergency exit in 
the event of an emergency because the hallway 
doors were locked. 
Pinewood Cottage 
Observation at Pinewood Cottage on D9/D9i13 at· • 
9:45 ;,>;M revealed the gate in a fence outside an 
emergency exit at Pinewood Cottage )Vas tied 

• shut, preventing residents from leaving the area 
In the event of an emeljJency. Interview with Staff 

'Trevealed the ga:te ts·llsed as an emelijency exit 
away from the house and It was probably tied • 
shut on ·09/06/13. • 
Pathway to Douglas and Hillside cottages 

Observation on 0_9/11/13 revealed,approxlmately 
1 O decorative bricks stacked in front Of a white 
bench along the pathway io Douglas and Hillside 
cottages posed a trtp hazard and did not allow th& 

, ability for reslde~ts to use the bench if they 
needed to sit and rest-' 

Interview with Staff J revealed that the brlck had 
been stacked ihere when there had been some 
type of work done on the garden area and had ' 
not been put back. Stal!J.immedlatelymovedthe. 
bricks behind the bench so that they no longer 
posed a trlp hazard. 

W 120 483.41 D(d)(3) SERVICES PROVIDED WITH 
. , OUTSIQE SOURCES 

The facility must assure that outside service,i 
meet the needs.of each cllenl 
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Exit Date ofSuivey: _9-13-13 __ _ 

Tag _.'..W104_ Continued from Page_ 4_· _of SOD 

will flag the impending staff members name in red .• Additionally, the Food Services Manager and Cook 3 

will review the database on the tlrst work day of each mont_h to identify any approaching renewals. ~ii 

Food Services staff who handle food will immediately take the food handlers course and preseRt their 
' ' 

new.c.ard to the Food Services Manager or Cook 3 who will enter the new information into the Food 

. Handlers Card database and_ will then post the new card on the Food Handlers Display board in the main 

Kitchen. Furthermore, the Food Services Manager has obtained all cards of staff members whom handle 

'food and has entered their information into the Food Handlers Card database, and has placed them on 

the Food Handlers Display board in the main Kitchen. These measures will safeguard against any 

Kitchen staff member from handling food with an expired Food _Handlers Card. 

Adult Programs Supeivisor will ensure all staff handling food items are labeled with date received and 

. date expired tags. Proper utilization of Diet Manual 5.7 will ensure food items are fresh a·nd the 

potential for food borne illness eliminated. Adult Prowam staff will be in-seiviced using Diet Manual 5.7 

•. proper food labelling. In ord.er to maintain compliance Adult Program Supervisor or desjgnee will 

conduct random spot.checks of refrigerators and cupboards where f~od is stored. Adult Program 

Supervisor checked refrigerator and cupboards during the arinual audit during 9/9/13 -9/13/13. 

Cottage doors will be maintained to allow egress in case of emergency. 

Although'this was corrected during the week long survey Sep\einber 9-13 the facility will·provide • 

training to cottage ACMs by Novem6er 13, _2013 of the importance of mail)taining doorways in event of 

fire. All cottage doors used-.as exits will remain unlocked. Clients will be provided all necessary e.xits 

_ withoufthe .~eed of cottage keys. The faciiity will conduct random.'spot checks of co~ages and ~ther 

areas occl!pied by clients/residents. The facility will sustain this requirement through training 

opportunities and 0/ A monitoring as well as peer revie~ of cottages. The SafeW Officer will also 

provide additional random spot checks tq ensure this requirement is.maintained. The facility has met 

with the Fire Marshall on September 30, 2013 and local jurisdiction on September 19, 2013, 01,1r 

procedure related to fire watch have been revised to include 15 minute checks of ~lient/residents 

occupied areas and 30 minute checks in area not Of:cupied_ by clien~/residents. Procedures will be 

provided _as attachments to the POC. 

A fence in the yard of Pinewood cottage was found with a shoestring tying it shut. Altho.ugh this is not 

an acceptabie practice at the facility it was a finding during the suivey. Staff will be reminded and 

trained ihat restrictions ofthis ~ature are not·permitted on the campu~. ·The facility will maintain.this 

requirement by providing specialized staff development in-service trainings of staff on Pinewood. The . ' 
Superintendent will send ail _all staff memorandum in electronic mail forbidding undo~umented • 

restrictfbns. All requests for restrictions will be documented in a positive behavior support plan-and 

reviewed by the Human Rights Advisory Coinmitte~. 



\ 

Completion Date: November 13, 201:3 and ongoing. 

Responsible: PAT Director/Facility services Administrator. 

i 
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This STANDARD Is not met as evidance'd by: 
Based on interview and record reviewS1 facility 

did not provide Physical Therapy (PT) services for 
1 of 1 (Resident #3} sample residents between 
06/16/13 and 07/03/13. This fanure prevenled 

• Resident #3 from being evaluated for a proper 
mechanical lift sling,.resu{ting In the resident 
being bed.bourd un!Jl seen by PT on 07/03/13. 

Findings include: 

All obseNations, record reviews and interviews 
occurred between 09/09/13 and 09/13/13, unless 
otherwise specified. ~ 

Observation of Resident #3 on 09/10/13 revealed 
that due ta osteopor~scle 
degene:ration and th~fmcture he is 
transferred by a mechanical lifi using a liJII body 
sling. 

Record Review revealed Resident #3 ' s
allwas fractured on 06/04/13 When StaffHH 
transferred Resident #3 from a reclinec lo a 
wheelchair using a 1-person stand and pivot 
transfer technique. Resident 1/3 returned to the 
facility from the.hospital on 06/11/13 after having 
a metal rod placed to secure the fracture. 

Review of resldent #3 records revealed. on 
06/15/13 Resident#3 was seen by Staff II, a 
part-time Physical Therapist, whd noted Resident 
#3 needed to be a 2• person or mechanical lift 
transfer, with no weight beanng, On 06/17/13 
Staff LL wrote that staff to follow PT directions. 
On 06/19/13:StaffAnoted thatstalfwere not 
able·to safely move Resldent#3 manu~lly and 
they need to gel a proper lift with a full sling; On 
06/19/13 Staff LL noted that PT "is not available 
to work wtth Resident #3 and slaff can set him on 
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W120 W 120 Services Proyided by Outside 

s·ervices 

The facility will ensure services with 

contracted providers are complete1 

promptly by revising the Lakeland 

Village EVENT/INCIDENT REPORT 

·notification box to include 

~otification of a Physical Th_erapist. 

A Physical Therapist will be notified 

by the immediate investigator of a 

client fracture before the end of thE 

shift. The initiation of this 

notification by the end of the shift 

will ensure that Physical Therapy 

service~ are· implemented following . ' ' 

a timely assessment/evaluation of 

the client. The facility has 

corrected the deficiency as it 

rela~es to Client #3 by updating the 

Physical Therapy assessment and 

·updating the IPP to reflect Cli~nt 

#3's current physical status. 
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Lakeland Village POC ATTACHMENT 
. 

Exit Date of survey: _9°13-13 ___ _ 
0

Tag _120_·· _ Continued from Pa~e :_s_ ~f SOD . . 

• Modification of the Lakeland Village EVENT/INCIDENT REPORT occurred on October 23, 2013. 

Immediate investigators will. be in-serviced on LV 10:6,B CLIENT PROTECTION: IMMEDIA1'E 

INVESTIGATION to ensure that the Immediate Investigator of the Event/Incident f\eport is 

knowledgeable and responsible and has ens.ured that LV 10.6.B procedure is followed including 

notification of a Physical Therapist of a client fracture by the end of the shift. 

Immediate investigators will be in-serviced by Novemb_er 13, 2013 .. 

The ICF DDA 1 or designee will review all incident reports to ensure timely notification of a Physical 

Therapist by the end of the sh\ft, . 

The Quality Assurance Team Committee members will perform internal audits o't all incident repRrts . 

. CRU will be notified of all large bone fractures. • 

This will be complE1te·d by November 13, 2013 and ongoing: 

Responsible: PAT Director/DOA 1 or ilesignee. 

( 



( 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 

SENTERS FDR MEDICARE & MEDICAID SERVICES 
··-MENT OF DEACleNCtES 

LAN OF CORRECTI0/:,1 
{X1) PROVIDER/SUPPLIER/CUA 

IDENllFlCATION NUMBER: 

50G0D7 

NAME OF PROVIDER OR SUPPLIER 

WIKELAND VILLAGE 

(X4) ID 
PREFlX. 

TAG 

SUMMARY STATEMENT OF DEF\C!ENCIES 
• (EACH DEFIC!fNCY MUST BE PRE.CEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION) 

W 120 Continued· From page·5 

the side of the hed to dangle bu\ cannot get him 
out of bed. " Staff JJ evaluated Resident 113 on 
07/03113 at 9:45 AM recommended a full body 
sling be used w~h the mechanical lift to transfer 
_Resident #3. 

Interview with Staff KK on 09/13/13 rev~aled °that 
no physical therapist was available to consult w(th . 
staff regarding Resident #3 between 06/17/13 
and 07 /3/13 because Staff JJ had been on 
vacatiori. 

W 137 483.420(a)(12) PROTECTION OF CLIENTS 
RIGHTS ••• 

The facility must ensure the rights of all clients. 
'Therefore, \he facility must ensure that clients 
have the right to retaln_and·use appropriate 
personal possesSlons.and clothing. 

This STANDARD is not met as ~videnced by: 
Based on observation and interviews, facility 

failed to ensuie that 1 of 12 sampled residents 
• (Resident #8) and 5 of 116 expanded sample . 
residents (Resldent#16, 45, 98, 99, and 112) had_ 
access to their tooth brushes and other toiletries. 
This failure prevent•~ residents from Independent 
grooming._ 
Findings Include; 
All observations arid interviews occurred between 
9/9113 and 9/13113, unless otherwise specified .. 
Observation of Big Foot cottage 94 side bathroom 
sink area revealed 2 locked clear plexi glass 
cabinets. One locked i:abinat contained 6. 
toothbrushes and the other locked cabinet 
c:ontalned Dixie cups, mouthwash and a 
hairbrush. • • 
Interview with Staff F acknowledged cabinets 
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Lakeland Village POC 

~xit Date of Survey: _9-13-13 ___ _ 

Tag _137 __ Continued from Page _6_ of SOD 

W137 

'ATTACHMENT 

The facil!ty will ensure that clients have the 'right to retain and use'appropriate personal possessions by 

having fr~e access to their tooth brushes and other toiletries. In this specific instance personal 
possession-to'othbrushes and toiletries were locked, but doesn't reflect facility practice as a whole. To 
ensure this can't happen again, locks have been r.e~oved on the two plexi-glass cabinets as verified.on 
November 1, 2013. 

, Bigfoot·cottage staff will be in-service9 on LV 3.1- Protecting Clierit Rights and LV 3.14 Protecting Client 
. Privacy. An all ~taff e-mail me_mo will be sent reminding staff members about client rights to their 

. personal possessions. 

ACMs wjll monitor their own cottages for violations of client rights to free access to personal 
possessions. Through the quarterly "Housekeeping, S_afety, Sanitation and Physical Enyironment Self

Audit" for.m, a peer cottage will inspect the accessibility of personal grooming supplies.-

The facility will_ cond,uct random Quality Assurance checks to ensure th!s,practice is maintained. Any 
further occurrences will be rectified immediately. Staff will be provided clear exp~ctation regarding 

client rights for personal belongings. 
' " 

Completion: Noven:ber 13, 2013 and ongoing. 

Responsible: Superintendent/PAT Dlrector·or designee. 
' ' 
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should not have' been locked. 
W153 483.420(d)(2) STAFF TREATMENT OF CLIENTS 

. 
The facility must ensure that all allegations of 
mistreatment, neglect or abus~ as well as 
injuries of un~nowri source1 are reported 
immediately 1o the administrator or to other. 
officials in accordance with State law through 
established procedures. 

This STANDARD is not met as evidenced by: 
Based on interview aiid record reviews, facilitY, 

failed·to report an incident regarding 1 of 1 ' 
resident (Resident #3) resulting in a fractured 
femur for 1 of 1 (Resident #3) sample residents 

.. lo the Complaint Resolution Unit (CRU). This 
failure prevented CRU from ensuring timely1 

prompt and ap~ropriate follow-up··ofthe incident. 

Findings include: ., 

Record review revealed on 09/10/13 Residenl#3 
'!!lt.••fractured on 06104/13 when 
Staff H transferred Resident #3 from a recliner 
lo a wheelchair using a· 1-person stand and pivot 
transfer technique. Review of CRU Intakes for 
Lakeland Village revealed the facility did not 
report Resident #3 ' ••· as fractured when 
a staff·transferred him on /04113. • 

Interview with Staff BB on 09/11/13 verified that· 
the facility did not report the 06/04/13 incident 
during which causect·Resident 113 .sustained Iha 

fracture lo the - • 

•. 

W154 483.420(d)(3) STAFF TREATMENT OF CLIENTS. 

The facility must have evidence !hat all alleged 

. 

.. 

> 
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Lakeland Village POC 

Exit Date of Survey: _9-13-13. ___ _ 

Tag _1s3_· _ Continued from ~age _7_ of so□ 

W 153 STAFF TREATMENT OF CLIENTS 

ATTACHMENT" 

The facility will e·nsur~ that all allegations of mistre~tment, neglect or abuse as well as injuries of 

unknown source are reported immediately to the administrator or to other officials in accordance with . . 
state law thr9ugh established procedures. The facility did notify Central Office and a Central Office 

Incident report was completed for.Resident #3. As per facility practice all fractures are investigated by . . . . . 
the CIMS:A CIMS investigation was completed for Resident #3. All large b.one fractures will be reported 

to the CRU_(hotline). 

All staff will receive an e-mail MEMO referencing LV 10.6.C CLIENT P~OTECTIOJ\!: Reporting Suspected 

Abuse and Neglect to ensure that the CRU (hotline) notification is c_ompleted In accdrdance with state 

law; As per facility practice all t;ractures will continue to be investigated by the CIMS with a Plan ,of 

Correction/follow-up that is ~ddressed by the Superintendent. AH large bone fractures will be reported 

to the CRU'. 

The ICF has developed a Quality Assurance Team Committee to monitor incident reports, C~U and 

Central Office,lncident reports. 

The Quality-Assurance Team Committee members will perform internal audits to review all incident 

reports and ensure compliance. The Quality Assurance Team Committee will continue.to meei: monthly.' . . 
•. Completion Date:· November 13, 2013 and ongoing. • 

Responsible: Superintendent, PAT Director and DDA1. 
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violations are thoroughly investigated. 

This STANDARD is not met as evidenced by: 
Based on interviews and record reviews, facility 

failed lo thoroughly \nvesllg~le ari incident 
pertaining to 1 of·1 (Resident #Wille 
residents sustaining a fractured This . 
failure placed Resident #3 at risk of harm from 
potential future incidents due to unclear directions 
regarding transfers. 

Findings Include: . 

All observations, record reviews 8nd Interviews 
occurred between 09/09l13·and 09/13113, unless 
other\Yise specified. • 

Record review of~3 1 s records . 
revealed that the..-W?s fractured on 
06/04/13 when Slaff HH transferred Resident #3 
from a recliner to a wheelchair 'usillg a 1-person 
stand and pivot transfer technique. The 1-person 
stand and pivot technique required Slaff HH to 
stand in .front of Resident #3 seate~ In the chair, 
support and help lift Resident #3 when he stands. 
Then Staff HH and Resident #3 both pivoted 
toward the wheelchair and Slaff HH helped lower 
the resident into the wheelchair. Review of the 
facility investlgatio~ dated 06/05/13 revealed the 
conclusion that staff HH appropriately supported 
Resident #3 during the 06/04/l3 111!1.ich 
resulted in Resident #3' s fractured 

Puring a telephone inteNiew·on 09/13/13 Staff 
HH revealed that when he attempted to pivot 
Resident #3 toward the wheelchair, Resident #3 ' 
s body moved around but his [ight foot did not 
and Staff HH heard a loud." pop" sound. Staff 
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W 154 STAFF TR~TMENT OF 

CLIENTS 

The facility will have evi~ence that 

all event/incidents are thoroughly 

investigated. The facility failed tci 

follow outlined procedures 

regarding facility investigations. 

The LV Event/Incident report will 

contain all tpe documentary/ 

dem~nstrative and·otl)er relevant 

evidence, The immediate . , 
investigation is reviewed oy the 

Administrative reviewer. The 

Administrative reviewer will ensure 

that all rele~ant evidence is 

preserved and provic,led tci the CIM 

inyestigators. T~e CIM investigator 

will review the faGility Lv· 

Event/Incident report to ensure the 

Central Office and CRU reports and 

relevant evidence is provided and 

the packet is complete. The HPA 

will update client #3 current IPP an.c 

the Physical Therapy assessment 

and provide clear directlon 

regarding transfers. These 

documents have been updated to 

{XS) 
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HH staled he always did a one person stand and 
pivot when transferring Resident #3 Imm a chair 
lo the wheelchair because that is what they were 
taught- The facility investigation did not reveal • . 
Staff HH failed to ensure Resident #3' s foot was 
free to tum during the transfer. 

Facility investigation also failed to identify thes~ 
inconsistenciss·in the transfer requirements for 
Resident #3: 
1. 11/12109 Staff JJ recommended " ... a 
mechanical lift should be used If staff are not able 
to safely assist wilt] stand-plvot'transfers:" This 
documentation does not identify how staff are to 
know, prior to a problem occurring, if they are 
able to safely assist with transfers. 
2. 10/03112 Profile AP-PM (Room 5) for 
Resident #3 noted that Resident #3 needed a 
,nechanical lift as adaptive equipment. 
3. 04/19/13 Medical History and Physical for 
Resident#3 noted he was "able to stand, pivot 
transfer with the asiaist of 2 ... " 
4. Physician Orders signed by Staff C dated 
05/22113 noted " Due to mobllily limitations, use 
a ~echanical lift PRN. " The documentation did • . 
not reveal when a mechanical lift should be ·used 
PRN. 
5. Qaarterty Nursing Health Care Review by 
Staff MM dated 05/17/13 noted, " Due to moblllty 
limitations,' use a mechanical lift PRN. " . 
DocUmentation did not reveal when a _mechanical 
1111 should be used PRN. 
6. Individual Habilitallon Plah (IHP.) dated 
05/07/13 for Resident #3 noted, " Due to mobility 
!imitations, use a mechanical lift PRN. " . 
However, it also noted Resident #3, " Stands and 
assists in transfers ... 11 Documentation did not 
reveal when a mechanical lift shDuld be ,used 
PRN or be used when Resident #3 oan stand. 
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W154 accurately reflect the client's 

current status. 

Completed for client #3 as verified 

on November 1, 2013. 

All staff will be in-serviced on-LV 

10.6.b, Client Prot~ction: 

Immediate Investigations, lV 10.6 ·d . . . 
Client Protection: Administrative 

Reviews. If the CIM investigator 

believes_ that adqitional information 

or other relevant documentation . 

should be obtained they can access 

additional information 

electronically or In the Client Unit 

Record. The DD~ 1 or design'ee will· 

review the packet following the 

Administrative Review. The HPA's 

will conduct a Significant Change of . . 
Status meeting and' provide 

documentation of significant events 

when a fracture changes the client's 

functional stat.us. Update of 

assessments will occur so as t<i • 

accurately reflect the client's 

current status and provide clear 

directions regarding client mobility_ 
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The client's·IPP will aiso be updated to reflect the cliel)t's current status. 

The ICF has developed a 'Quality Assurance Team Committee and will continue·to monitor LV 

Event/Incident reports and ensure through,investigations by November 13, 2013 and on-.going with 

reporting of findings to the DDA 1 and PAT Directo'rfor any needed corrections. 

Tne Quality Assuran,ce team/committee team DDA 1 or clesignee will review all administrative reviews 

. to ensure compliance. The Quality Assurance Team Committee will continue to meet monthly. 

Completion Date: November 13, 2013 and ongoihg. 

Responsible: Superintendent, PAT Director and DDAl. 
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Interview with StaffB revealed he approved the 
5-Day Investigation Report on 07 /13/13. 

W 189 483.430(e)(1) STAFF TRAINING PROGRAM 

"The facility ·must provide each employee with ' 
initial and continuing training that enab!eS the 
employee to perform his or ~er duties effectively, 
efficiently, and competently.• •• 

This STANDARD is not met13s ~videnced by: 
Based on interviews and record· review, facllity 

failed to provide proper training for two staff 
members (Staff P & Q) who had recently begun 
working at Bigfoot Cottage regarding 1 of 116 
expanded residents' (Resident#16) therapeutic 
diet As a result.Resident #16 was served the 
wrong diet:. 

Findings include: 

Record review revealed on 09/09/13 Resident 
#16 at approximately 5:20 pm resident was given 
the wrong diet texture. Resident immediately 
began coughing. Nursing was notified· 
immediately and assessed residents lung sounds 
"for any si.gns or symptoms of aspiration. • 

When the facility investigated the jncident it was . 
noted that neither Staff P nor Staff Q were aware 
of the diet that Resident#16 was to have, due to 
not being oriented to the residenls on the cottage 
as is the policy of the f?cllity. 

W 249 483.440(d)(1) PROGRAM IMPLEMENTATION 

As soon as the interdisciplinary ·team has 
formulated a client's lndividu~I program plan, 
each client must rereive a continuous active 
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The facility will have evidenc~ that staff are provided a cottage orientation. On 9/9/2013 the two staff 

in question (staff P a_nd Q) ~ere provi~ed a cottage orientation immediately after the incident which 

included the client's diet. Staff involved believed they had received previous !X)ttage orientat!on p~t 

evidence wl)s not present. 
. . . 

ACM will in-service Bigfoot staff on LV 11.5 - Safety & Health Training/Education regarding cottage 

orientation to employees unfamiliar with the assigned !3rea before·starting duties; when the employee 

requests one; when an. employee has not worked in the area in the past 30 days or when necessary due 

to changes. All oth~r staff will receive an all staff memo reminding t~em a.bout getting a cottage 

orientation per criteria abpve . 

. Completed orientations will be maintained on the co~age. All cottages will continue with their cµrrent 

method for retaining orientation forms on•the cottage. 

ACMs, during their monthly audit of meals, will ensure the staff working the cpttage have bei,n properly 

·oriented. 

Completion Date: November·13, 2013 and ongoing. 

Responsible: PAT Director/ACM, 
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treatment program consistirlg of neer:led 
interventions and services in sufficient number 
and frequency to support the achievement of the 
objectives Identified in the individual program 
plan. • 

This STANDARD is not met as evidenced by: 
Based on observatiqns, interviews and record 
review, facility failed to provide a continuous. 
active treatment program consistent with current 
!HP (lndlvldual.Habllitation Plan) for 1 of 12 
(Resident #3) sample residents. This fajlure 
prevented lhe resident from having an opportunity 
lo learn skill development and work toward 
accomplishl~g their objectives. 

Findings include: . 

A.11 observations, record reviews and inteNiews 
occurred between 0919113 and 09113/13, unless 
otherwise specified. 

Resident #3 was observed ~n 09111/13 fro,; 2:20 
PM tci 2;45 PM. He was observed s,il!ing In his 
wheelcliair throughout this time. He did not 
participate in any activities during this time ?nd· 
occasio~ally app~ared t~ pe falling asleep. 

Interview.with Slaff NN revealed that during jhe 
afternoon class Resident #3 performs his 
program, pressTng down on a jig, for about an 
hour before their break. A mfferent resident 
performs thlirtask after the break. When.the 
other resident Is using the Jig, Resident #3 was 
not engaged In hls program. Staff NN also 
explained that sometimes they do not have the 
parts to put Into the pg and Resident #3 's 
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The facility will ensure that each 

client is provided a continuous 

Active Treatment program by 

offering a'ctlvities/programs as 

stated in.the IHP. The AP program 

~hat client #3 was on is being 

deleted. His AP program will not be 

centered on a task that involvfl.S 

production materials that may not 

always be available. His program 

will reflect more of what his 

assE!ssed need is. The X on the 

Program Recording form indicates 

program not run with documented 

reason on back of the form. When 

the client has finished his formal 

• l)bjective and is willing to stay at 

the work site, AP staff w)II provide 

opportunities and let him choose 

aiternate activities. If the client is 

tired, AP staff will e>ehaust all 

options to keep the 'client awake 

and engaged before sending the 

client home. 

AP Room S Program Managers will 

be in-serviced on accurate and 
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training program cannot be run. Staff NN staled 
that an X in the AP Monthly Reporting Program 
Recording Fonn shows the training program was 
not run that day and the reason It wasn ' t run 
should be explained on the back of the fonm. 

Review of Resident 1/3 'sAP Monthly Program 
ReCOrding Form r.eveals: 

~. Resident #3 1 straining program was n,ot· 
done for 87 days from 04/08/13 through 09/12/_13. 
2. No reason is given on the back of the AP 
Monthly Program Recording Fonm explaining why 
the program V'_,fas not run on 29 days between 
04/08/13 arid 09/12/·13. 
3. Comment on back of form by Staff NN notes 
Resident #3 ' s program was not run between 
04/22/13 to 05/16/13 because there were no 
parts available to assembla However, scoring on 
the front of the Recording Fenn shows the 
program was run from 05/13/13 lhrough 
05/16113. ., 

W 263 483.440(f)(3)(ii) PROGRAM MONITORING & 
CHANGE ' • 

The committee should insure that these programs 
are conducted onlywith the written lnfonmed 
consent of the client, parents (ff the client Is a 
minor) or legal guardian. 

This STANDARD is not met as evidenced by: 
Based on observation, record review and 

inteN!ews, facility failed lo obtain abridgement 
consents prior to implementatlon of restrictive 
programs that removed shower handles from 
shower rooms for 16 expanded sample residents 
(Resid~nts' # 19, 22, 3_7, 39, 40, 41, 42, 44, 53, 
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appropriate program documentation by following the Gra'duated· Guidance sheet .. The Gradu~ted 

Guidance sheet will be given to all other Program Managers explaining and emphasizing accurate and 

appropriate program pocumentation. 

AP Supervisor/designee will moQitor 5 programs for the accuracy of documentation on. a quarterly basis 

and ensure corrections ar~ made if needed. 

HPA will monitor the delivery of active treatment through direct observation and make 

recommendations as needed and monitor program data monthly through the MPR process. HPA and 

their quart~rly. review will document evidence of saii:I observations. 

Completion Date: November 13, 2013 and ongoing. 

Respon_sible: PAT Director/Adult Training Supervisor/HPA. 
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58, 67, 77, 84, 87, 93, & 99). This failure denied 
the residents/guardians the opportunily to make 
informed decisions about facility restrictive . • • 
practices and denied residents their right lo 
shower Independently at their residence. 
Findings include: • 
AJI observations, record reviews and interviews 
occurred between 09/09/13 and 09/13113, unless 
otherwise specified. • 

Observation of shower rooms at Apple 92/93 
side, Bigfoot 92193 side and Hillside 65 side 
revealed shower handles were renioved from the 
shower areas. 

Record review Of resident roster listed 22 
residents who could shower-independently 
without staff assistance. 

ln.terview wltt, Staff U revealed shower keys were 
locked up to prevent the residents from turning on 
the waler and stat/were always present at 
shower times to ensure· resident safety. Staff U 
provided surveyor with Lakeland Vlliage directive· 

·' dated 09/06/06 for bathing expectations for all 
Lakeland Village residents which stated bath keys 
(handles lo the baths and showers) will be 
secured outside the bathing area. These may be 
stored in fi secure manner or locked far resident 
safely. 

Interview with Staff 13 acknowledged this has 
been a lacilily practice fallowing three incidents 
invdlving residents ' drowning. The only •. 
exception in'havi~g shower handles is ori the 88 
side of Wildrose. Faclllly was unable to produce 
abridgement consents for 16 residents who were 
independent and have the ability lo shower 
without asking"stafl f~r shower keys or re.quiring 
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The Audit Team selected Level of 

Support 3 to indicate_ independent 

showering. LS3 in and of itself is 

not an accurate measure of 

showering skills/abilities. • 

Of the 16 sited clients, the facility 

will ensure abridgements are 

completed -0n those who can 

showe, independently. The facility 

• - will also continue to have staff . 

follow the directive dated 9/6/200{ 

for bathing expectations that will b1 

republished to all cottage staff with 

the same expectation which states 

bath keys (handles to the b_aths and 

showers) will be secured outside 

the bathing area. These may be 

stored in a· secure manner or locke( 

for clien\ safety. 

Guardians will be pr9vided the 

opportunity to review LV 

abri?llement and restrictive 

procedure and provide input if any. 

The facility will look at all 

assessments to determine which 

(X5) 
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. -
clients have a level of independence in bathing/showering and ensure abridgments are completed on 

those who are independent in showering. • 

Annual direct care assessments will determine the level of assistance required by.each client in the 

bathing/showering process, which will in turn determine i~an abridgment will be needed. The bathing 

directive/expectation will be sent to ali staff to review. 

ACM and HPA wil! continue ta monitor through staff observation and ensure the abridgement is valid 

and is reviewed and discussed when needed or at the Annual IHP. 

Compl~tion Date: November 13, 2013 and ongoing. • 

Responsible: Superintendent/f'AT Direct~r/DDAl/HPA. 
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supervision while· showering. 

W3'22 4B3.460(a)(3)·PHYSICIAN SERVICES 

The racmty must provide or obtain preventlve aod 
general medical. care. 

This•STANDARD is not met as eyldenced by: 
Based on interviews and record reyiews, facility . 
failed to provide 1 cf 1 (Resident#52)·expanded 
sampie residents with pulse and blood pressure 
checks weekly as directed by nursing orders. This 
failure placed Resident #52 at risk of.i,ann frcm 
potential medical complications: 
Findings include: , . 
Observation at 8:00 AM on 09/10113 revealed 
Resident #52 was glven-.ilto mg as 
ordered, Resident #52 has received the -
since 06/12. 
Review of Resident#52' s records on 09/.11/13 
revealed a flursing order requiring Resident #52 ' 
s pulse and blood pressure should be taken once 
a Week before hypertension mediC@,tion is given 
and also as n~cessary. Review Of the nursing 
orders from March 1, 2013, !~rough September 
11, 2013, reveal blood pressures and pulses were 
not taken: March 23 through Aprtl ~th, • Aprtl !Ith 
through April 18th, Aprtl 20th throµgh May 23rd, 
June 1st through June 20th, June 29th through 
July 18th, July 20th through August 1st, August 
3rd through August 16th; and August 24th 
through September 11th. 

Interview with staff MM.Pn 09/11/13 revealed that 
she was the team leader for Resident #52 and . 
was not aware Blood pressure and Pulses were 
not being completed weekly. ' 
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W322-Physician Services • 

Client #52 will be provided preventative and general medical care as evidenced by providing a nursing 

review of the current chronic care plan for blood pressure and pulse checks. The bl~od pressure and 

• p.ulse checks are taken weekly as directed by nursing orders to ensure Client #52's health and ~afety .is 

protected. l11creased vi_t~I sign monitoring of client #52 has been initiated to ensure stability of blood 

pressure and pulse on current medication. Cl,ient #52 will have an increase in monitoring of vital signs 

prior to medication administration from 10/17 /13-10/31/13 to ensure stability on current anti

hypertensive medication. All nursing staff will be in-serviced regarding education of accura_te vital sign 

assessment and when it is required as well as accurate documentation of the assessment prior to 

medication being given. Nursing procedure 2.4 outlining the documentation process in the health 

monitoring flow sheet will be attached 'to the in-service: 

. " 

All Nursing staff will be in-s.erviced regarding education of accurate vital sign assessment a_nd when"it is 

required as well as accurate documentatio_n of the assessment prior to medication being given. Nursing· 

procedure ~-4 outlining the documentation process In the health monitoring flow sheet will be atta·ched 

to the in-seryice. ~N Team Leader will identify the clients receiving the type of medication the deficiency· 

targeted (anti-hypertensives). The Medication Administration Pass Evaluation/Audit will ensure current 
. •. 

nursing orders in the health monitoring flow sheet regarding vital sign assessments are being folio.wed. . ' . .. 

The RN3 or designee will perform Medication Administration Pass Evaluation/Audits on 5 clients per 

quarter to e~sure current med administration procedures and nursing orders:_are being follov.ied. RN 

Team Lead will receive in-servicing, focused training and teaching tailored to· the specific type of error 

• that was discovered. 

_ !CF.Quality Assurance Team Committee has beef! put into place to m~nitor Mecjication Administration 

Pass Audits to ensure continued effectiveness of systemic changes are permanent. T_he RN Team 

. Leader will conduct quarterly au·dits clients to ensure vital sigri assessments according to tlie nursing 

on;ler are completed as part of the quarterly med review process and will _be discusse~ with IDT at QMR 

regarding the client's stability on current anti-hypertensive_ medication. 

The RN.Team Leader and the RN3 who completes the medic_ation audits will ensure the deficiency has 

been corrected on a quarterly basis . 

. Completion Date: November 13, 2013 and ongoing. 

Responsible: RN4 and RN3 or designee. 
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W 323 483.460(a){3)(i) PHYSICIAN SERVICES 

W331 

The facility must provide or obtain annual"physical 
examinations of each client that"at a.minimum 
includes an evaluation of Vision ·and tl~aring. ._ 

This STANDARD Is not met as evidenced by: 
'eased on record reviews 8.nd interviews, facility 
failed-to perform a recommended vision exam for 
1 of 12 sampled residents (Rasident#11). Fai.lure 

·to proviae a vision exam placed resic!ent at riskuf 
unidentified'chahges in vision or.other medical 
issues which could lead to deterioration in their 
overall health. 
Findings include: 
All interviews and record ·reviews were conducted 
between 09/09/13 and 09/13/13, unless othe!Wise 
specilied .. 
Record review revealed a 06/02/2009 Eye 
Examination report for Resident #11. The Eye 
Consuitant recommended Resident #11 followeµp 
in three years. No further Eye E?<aminafion 
Reports were found in Resident #11 's records. 
Interview with Staff BB !l>veale_d Resident #11 's 

- 06/0212009 Eye Exam reportwas the most 
Current on record. • • • 
483.46~(c) NURSING SERVICES 

The facility must provide clients with nursing 
s·ervices in accordance With their needs. 

This STANDARD is not met as evidenced by: I 
Based on record review, facility failed to ensure 

that 1 of 116 expanded sample residents 
.(Resident #15) received the correct nursing 
interventions. This failure prevented Resident #15 • 
from receiving_.the correct medication when 
admltte·d to the facility and having the pol•~flal for 
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W 323 PHYSICIAN SERVICES 

The facility will h.a.ve evidence that all clients are provided an evaluation of vision and hearing annually 

or as per recommendation of the Specialist/Consultant. Client #11 had an eye examination reportdated 

06/02/2009 with a follow-up recommended in three years. The HPA will ensure that client #11 has a • 

current vision examination. Client #11 has an eye examination scheduled for October 17, 2013. 

The Vision Database will continue to be updated by the Med.ical Services Coordinator to track vision . . . 
examinations and fo.llow-up. The M~dical Services Coordinator schedules the eye examinations per due 

dates. Client refusals will be documented on the datab~se by the Medical Services_ Coordina~or. The HPA 

will document refusals on the IPP to accurately reflect the client's current status. 

A~ e-mail memo PY the DDA1 will be sent to the HPA's and Medical Services Coordi_nator to ensure·that 

the Plan of Correction for Eye Exami~ations,-client refusals and follow-up is implemented. 

The ICF has developed a Qµality Assurance team/committee which will monitor follow-up by reviewing 

5 clients.quarterly by November 13,'2013 and on-going with reporting offindings to the DDA 1 and PAT 

Director for any needed corrections. 

The Quality Assurance Team Committee mel}lbers will review 5 clients quarterlyto,ensure compliance. , , . 
The Quality /l:ssurance Team Committee will cont\nue to meet monthly. 

Completion Date: November 13, 2013 and ongoing, 

Responsible: DDA1 or designee. 
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harm. 

Findings include: 

Record reviews occurred between 09/09/13 and 
09/13/13, unless otherwise specified. 

Resident #15 cam!\ with an order far
liquid 0.5mg twice a day. On 05/21/13-05/22/13 
and 05/23/13, Resident#15 received 
liquid 5 mg twice a day instead of the prescribed 
o:s mg twice a day. 

Review of facility ' s 5-Day ln;wr□n Report 
on 09110/13 revealed that on 13 Resident" 
#15 was admitted to the facility as a respite client 
When Residerit#15 was admitted staffX 
received a copy of Resident #15 ' s discharge 
ordeis from the Group Home that Resident #15 
had previously lived at Staff X copied the Group 
H?me I s me~ication recon_cilia~R) 
which Included.the medication -liquid. 
Staff X Informed the Health Care Provider (Staff 
C) that Resident#15 had·one medicatlon·and that 
the dosage was 0.5mg.StaffX was asked to read 
the concentration from the label on the box of the 
"medication that had arrived ~th the resident to·. 
St,,ff c: When Staff X.gave the order to St~ff C 
the order was trans9ribed in~sing 

, Resident #15 to get 5 mg of ---.iwice a 
day instead of 0.5mg twice a day which was the 
actual on;ier. This error continued for 3 days • 
before a consultant found the error an_d brought It 
to the facility attention. 

Revfew of the facility ' s Nursing Procedure 9.5 
pertaining to medicafion,cirders reve~ls: 

1. ~ursing staff are permittecj to a.t on 
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W331 ' W 331-Nursing Service.s 

The facility will provide clients with • .. 

nursing services according to their 

needs. The facility failed to ensure 

that Client #15 recei~ed the correct 

nursing interventions. Resident will 

receive the correct nufsing 

interventions including 

preventative and general medical 

care in the event he returns for 

respite care. The facility referred 

. this medication error to the CIMS • 

for a-thorough investigatio~. • 

Nursing staff that were involved in 

this medication error .were in

serviced. on Nursing Procedure ·9.5 

regarding appnipriate and accurate 

-doctor order transcription and 

verific~tion. Tliis in-service was 

completed·on 7/2/13,. • 

_All Nursin!l staff had been directed 

to review current nursing 

procedure 9.5· in order to prevent 

future medication errors and to 

ensure understanding of the. 

pr~cedure. Staff X was given 

individualized in-servicing on this 
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verbal/telephone orders provided the orders 
contain appropriate information and are Within 
their scope of practice. . . 
2. Verbaborders will be accepted ONLY in 
emergency/life threatening situations Q.e.1 

_medical STATS, hemorrhage, cardiac.arrhythmia, 
.shock, and coma) . 
3. Telephone orders can o'NLY be accepted and 
writien by the RN/LPH and ONLY when the 
physician is off campus or inv~lved in acute care 
·(providing direct care to a client) orin a.client 
emergency. 
4. The-nurse accepting the order mustbe the 
same nurse writln·g the order. 
5. The RN/LPN will read back the o,der, in its 
entirety, to the physician at the time the order is 
given for verification prior to terminating the 
telephone call and.write "Verified" alter the 
notation 11 Telephone Order 11 

• ._ 

6. All physician orders will undergo a ;'' Double 
• or Validation Check Proces~' within 24 hours of 
the original date and time the orderwas written .. 
Example: if the order starts the process during 
shift one, it-must complete the validation check 
no later than shift three. • 

The facility did not foliow their process which led 
to Resldent.#15 receiving the Incorrect dosage of 
~r3days.· .. • 

W332 483A60(c)(1) NURSING SERVICES . 

Nursing seivlces must Include participation as 
. apP.fOprtate in the developmen~ review, and 
update ofan individual program pla~ as part of 
the interdisciplinary tea(Tl proces~. 

This STAND!\RD is not met as evidenced by: 
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.procedure as ;,.,ell .. AII in-servicing was done directly after incident occurred.and was completed by 

_7/31/13'. 

The facility has ensured that acjditional transcription and verification errors would not occur by 

immediately il_l-servicing all Nurses on current Nursing Procedure.9.5. Following the medication _error 

Nurses were. immediately notified after the Incident to ensure that the nursing staff were aware of the 

·procedure regarding ~a king and processing of verbal or telephone orclj!rs ·only when appropriate as 

.stated i•n the protedure through in-servicing as well as monitoring doctor orders through the.pharmacy 

to ensure no verbal or telephone orders are b~ing written during hours that the ARNPs ;;ire on ~am pus, 

unless in an emergertcy. 

ICF Quality Assurance Team Committee has been put into p_lace to monitor continued effectiveness of . • 

systemic changes are permanent. 

RN4 ensured In-servicing was done to correct deficiency and ensure no further errors occurred. July 2, 

2013 and July 31, 2013. 

• < 
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Based on record review and interviews, facility 
failed to review and update the End of 
Life/Palliative Care Plan Consent for 1 of 1 
sample residents (Resldenl#11). This failure 
placed resident at risk of not receiving medical 
treatmerit ·1n accordance with 3.ny h·eallh care 
chan9.es. 
Findings include: 
All record reviews and Interviews were conducted 
between 09/09/13 to 09/13/13 unless othelWise 
indicated. 
Record review of End of U/e/Palllative Care Plan 
(Revised dale 04/13/2011) for Resident#11 
revealed reside as a e inal diagnosis of 

econda'¥ to-

Record Review of End of Life/ Palliative Care Plan 
Informed Consent was signed by Staff 00, Slaff 
X and Staff PP on 03/15/2012. Slaff QQ and 
Staff RR signaturel were noted on file for 
09/09/2010 and Slaff SS signature was noted on 
file for 0_9/10/2010. . 
Record ·review of End of life/Palliative Care ' 
Informed Consent for Resident 1111 revealed the 
fonns Will be reviewed and updated when the 
plan changes orat the annual IHP meeting. 
Interview with staff BB revealed Iha! the current 
End of Life/Palllative Care Plan for Resident #11 
was in the file and lhe. lnfo,med consent had not 
beeri updated ~ince 03/15/2012. , . 

W 334 183.460(c)(3)(i) NURSING SERVICES 

Nursing services must include,. fo'rthose cl!ents 
certified as not needing a medical care plan, a 
review of their health status which must be by a 
direct physical examination. 
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W 332 NURSING SERVICES 

ATTACHMENT 

The facility will have evide~c·e that Nursing Servl€es have participation as appropriate in the 

devel,;ipmeni, review and ,update of the IPP as _pa rt of the Interdisciplinary process. The IDT will update 

and review the End of Life/Palliative Care Plan for Resident #11. IDT l]'lembers and the guardian will sign 

a STATEMENT OF UNDERSTANDING AND PARTICIPATION.form to document that the Palliative Care Plan 

has been discussed when the plan chan~es or at the annual IHP meeting. 

The HPA and the IDT meinbers will meet when the Palliative Care Pian is thanged/updated or annually 

at t~e IHP meeting. IDT members and the·guardian will sign a STAT~MENT OP UNDERSTANDING AND 

PARTICIPATION form to documentthatthe End of Life/Palliative Care Plan has been reviewed. This 

documentation will ensure that the clients are not at risk of not receiving any medical treatment with 

any health care changes. 

LV Poiicy·S:03 End of Life/Palliative Care wlii also be reviewed ~Y t~e HPA's who are responsible for 

revisions. 

The Quality Assura!Jce Team Committee member HPA will review all Palliative Care plans to ensure 

compliance an·d the QA Committee will continue to meet monthly to monitor.and ensure compliance. ' • . . . 

Completed Date: November 13,"2013 and ongoing. 

Responsible: PAT Director/DDA1/HPA. 
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This STANDARD is not met as evidenced by: 
Based on interviews and record reviews, facility 

failed to complete quarterly nursing physical 
assessments for 1,2 of 12 sample residents· 
(Resident #1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 11, & 12). 
This failure placed residents at risk for decjine of 
health and well-being due to unidentified health 
Jssues from lack of/or Incomplete review and/or 
examination of body systems. 

Findin9s include: 

All interviews and record reviews.were.conducted 
between 09/09/13 and 09/13/1_3 unless otheiwise 
staled. 

Record reviews revealed: 

• Resident #2 had no documenied Quarterly 
Nursing Health Care Reviews (direct examinallon 
of lhe resident) within the past year, however the 
named Resident had quarterly nursing chart 
reviews ln·place. 

Resident #3·had Quarterly Nursing Health 
Care Reviews dated 2/21113, 5/21/13, and B/1/13. 
None of these quarterly reviews revealed a direct 
examination of the resident had been completed. • 

Resident #4 had a Quarterly Nursing Care 
Review dated D7/31i2013, Annual Nursing 
Review and RecommendationS dated 
07/10/2013. None of these reviews revealed a 
direct examination of the resident had been 
completed quarterly. 

R~sident #5 did have the IMR Quarterly 
Nursing Health Care Reviews far the chart 
'reviews completed. Resident #5 had an !MR 
Quarterly Physical Assessment (one of the facility 
:forms for the direct examination of the resident) 
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W334 W 334 NURSING SERVICES 

_The facility will have evidence that 

Nursing Services have completi,d 

quarterly nursing physical • 

assessments. p; direct physical 

examinatio~ will include a visual 

review of the body as w~II as 

examination/observation of body 

systems. The physical exam will be 

completed as evidenced by the 

completion of the updated 

"NURSING HEAD-TO-TOE' PHYSICAL 

ASSESSMENT" for the following 

clients; 1,2,3,4,S,6,7;8,.9,10,11,& 12. 

The Clients listed in the deficiency 

will have nursing head-to-toe 

physical assessments ~ompleted. 

The nursing staff will identify clients . ; . 
who have riot ~ad a quarterly 

physical assessment in the last 6 

months. The identified clients will 

receive a "NURSING HEAD-TO-TOE. 

PHYSICAL ASSESSMENT" by 

November 13, 2013. This .. 
documentation will ensure that the 

dients are not at risk of decline of 

health and well-being due to 

Facillty ID: WMOD If confinuaUon she'et- Page 19 of 2g 
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that was dated 08/14/13. Three direct 
examinations of the resident were not completed. 

Resident #6 had no documented Quarterly 
Nursing Care Reviews:· 9n 9/12/13 staff were 
able to locate one Quarterly Nurairig Direct 
Physic~! ~amination. dated 1/16/13. 

Resident /fl had Resident had Quarterly 
:Nursing Chart Reviews completed for the year. 
NDne of these quarter!}' reviews revealed a direct 
exa~lnation of the residenthad been completed. • 

Resident #8 had _Quarterly Nursing Care 
Reviews dated 06/12/2013 and o~/4/2013. An 
Annual Nursing Review and Recommendations 
dated 07/06/2013. One direct examination of the 
.resident was Completed on 06/18/2013. 

Resident #1 o ·had an ICF-1D Quarterly 
Phy~!cal Assessment completed on 07 /19/13. No 
direct examination of!he resident had been 
completed,quarterly. Non.a o(th,ese quarterly 
rev1ews revealed El direct examination of the 
resident had been completed. • 
• Resident #11 had completed Quarterly 
Nursing Health Care Reviews for ~.uly 2013, Aprtl 
2013, January 2013 and an Annual Nuraing 
Review dated 02/28/2013 .. None a/these 
quarterly reviews revealed a "direct e)!'.arnination of 
the resident had been completed. 

Resident#12 had.one Quarterly Nm\;ing 
Direct Physical Examinations, dated 7/30/13. 
three direct eXamina,tions of the resident Were 
not !"'mpleted. . 

Interview of Staff A r~vealed that the facility ' s 
policy tilled "Quarterly Nursing Health Care 
Review, • documented a Registered Nurse or 
designee will use the quarterly physical 
assessment ~nd MOSES (a tool used for 
monitoring of siqe effects) fonm and be 
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W334 unidentified health issues from lack 

of or-in-complete review and/or 

examination of body systems. 

All nurses will receive an in-service 

on Nui:sing Proc~_dure 1.6 ICF--ID 

Quarterly Nursing Hea'ith Care 

Review which will be ,revised to 

ensu·re the definition of head-to-toe 

assessment includes thatall 

documentation will ensure that the 

clients are not at risk of decline of, 

health and well-being·due ta 
tinidentified,health issues from lack 

of/or in-complete-review and/or 

examinatibn of body.systems. 

:rhe RN3 or designee will perform 

audits on 5 clients per quarter to 

ensure current procedures . 

regarding quarterly physicals are 

followed.· •• 

Completion Date: No'(ember 13, 

2013 a~d o~goin~. .. 

Responsible: PAT 

Director/RN4/DDA1. 
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responsible for complefing ihree of the four 
required direct _physical)assessmen!s per year. . 

W 367 483.460(k) DRUG ADMINISTRATION 

The facility must have an oroaniied system for 
drug administrafion that identifies each drug up to 
the point of administration. 

This STANDARD Is not met as evidenced by: 
Based on·observation, record review and 
interviews , facility failed to provide for accurate 
drug atlminlstration and identification up to the 
point of administration for 1 of 12 sample 
residents (Resident#8} and 1 of 116 expanded 

• sample residents (Resident#16 ). This failure 
placed residents at risk for potential hsnn from 
receMng the wrong medicaUon. "' 
Findings include: 
Observation of medication administration on 
9/10/2013 at 8:00am reveal~d Staff DD preparing 
medication for administration for Resident#16. 
·staff DD was observed punchln"g th·e medication 
from the bubble packs for Resident #16 into a. 

• Dixie cup. Staff DD then prepared medication fur 
another resident (Reside~! #8). Staff DD lett·the 
medication room to give. Resident #8 his 
medication leaving medication for Resident #16 
sitting on the counter In the medication room, 

Record review of the facility f s General Principles 
of Medication Administration Polley (Revised 
04/25/2010).raveeled the RN/LPN (Registered 
Nurse/Licensed Practical Nurse) are assigned the 
responsibility for preparation, administration and 
documentation of the medicatiOns and the 
security of the drug storage area. The RN/LPN 
will prep3re-cind set up meditatia_ns for one 
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resident at ~ time followed by immediate 
administration of the medication. 

Interview with Staff DD regarding AM medication 
administration for Resident#16 on 09/10/2013 

• revealed Staff.DD had gotten distracted and Jell 
. 'Resident #16.' s medication on counter. ·staff DD 

'!cknowledged thatshe sl\ould have given to' 
Resident #16 the medication before leaving the 
?rea and nothave leaving thef11. In a medication ,· 
cup on ttie counter. 

W 425 463.470( d)(2) CLIEIIIT BATHROOMS 

The iacillty must provide ior Individual privacy jn • 
toilets, bathtubs, and showersi .. 

This STANDARD is not mat as evidenced by: 
Based on.observation, record revie~-and 
interview, facility failed lo ensure 2 of 12 sample 
residents (Residant#5 & 10) and f2 of 116 
expanded sample residerits (Resident #20, 26, 
28, 29, 47, B2, 83, 88, 90, 97,101, .106) had 
privacy while bathing. This failure to provide 
privacy violated Iha 14 residents•· rig~t lo privacy. 

Findings Include: 

Observation 09/13/13 of Hfllsicfe Cottage (64 
side) hydro tub area revealed a section of the 
privacy c1:1rtain missing an_d would not provide a 

-resident privac~ while bathing:From the ballway 
entrance the hydro tub was visible. 

Record review revealed that the last work order to 
replace the privacy curtain was .on 01/22/13. 

lntervie'(V with Staff CC acknowledged a missing. 
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W367-Drug Administration 

ATTACHMENT 

Clients.#8 and #16 will be protected from listed deficiency by re-educating staff DD on the appropriate 

procedure of medication administration. An in-service with the ·Nursing Procedure 4.1 on October 17, 

·io13 on medication administration was provided along with a memo that wa~ placed in all med rooms 

regarding the need to have only authorized staff in the medication room. 

. . 
The facility will have an organized_ system for drug administration that identifies eac_h-drug up to the 

point of administration. All nursing staff.will be in-serviced regarding education of accurate medication 

administration NP 4.1 as well as a memo sent out outlining authorized staff that may be in the med 

room when the· nurse is not in the room. The procedure on preparing medication for one client and 

administering the medication immediately will be emphasized. As there are instances when a client may 

.become unable or unwilling to take the medicatio~, the.proc~(lure clearly states that the medi~ati~n • 

cup will be labeled with the clients name and the MAR will be· fl~gged. If this occurs and the nurse is 

-needed elsewhere, the prepared medication must.be locked in the medication room orin the med cart 

in the designat_ed area. The nurse must cheek by the end of the medication period to ensure all 

medication was given. This will be p'ut into memo form as well for clearer understanding. 

The RN3 or designee will perform Medication Administration Pass Evaluation/Audits on 5 clients per 

quarter to ensure current med administration procedures are being followed_ Staff DD will 'have 

indi'!idual in-~ervlcing on correct set-up and ·administration of medication as well as the memo being 
placed in all med rooms: 

ICF Quality Assurance Team Committee has been put into place to monitor Medication Administration 

Pass Augits to ensure continued effectiveness. of systemic changes i_s permanent. 

Completion Date: November 13, 2013 and ongoing. 

Resr,onsible: RN4, RN3 or designee., • 
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W455 

portion of the privacy curtain for the hydro tub 
area. He stated there is a resident that likes to • 
1ear doWn Ute curtain~ and a work order had been 
'submitted. Staff CC revealed someone most 
likely-Just forgot to record in "reporo peak. Staff 

•CC indicated a plan to resubmit a work order to 
replace the missing privaqy qurtain .. 
483.470(1)(1) INFECTION CONTROL 

. There musfbe an active program for the 
preventlon1 control, and investigation of infection 
and communicable diseases. 

This STANDARD is not met as evidenced by: 
Based an observations and Interviews, facility 

failed to ensure infecllon control practices ware 
observed in ·2 of 2 J<itchens (Main and Pinewood 
Cottage). Food preparations in the main kitchen 
arid PinewoOd Cottage were completed in a 
manner which could cause cross-<;onta.mination. 
These failures placed residents at risk oflllness 
due to improper uSage of gloves.' . 
F(ndings Include: 
~II observations and interviews occurred between 
9/9/13 and 9/13/13, unless otherwise specified. 

Observation of food preparation ln main kitchen 
area on 9/9/2013 revealed: 
1. A staff wearing gloves. while kneading.meat. 
Staff later remov~d her gloves, washed her • 
hands, picked up a.new pair of gloves and placed 
the gloves .On a soiled counter before putting new 
gloves on. 
2. A staff wearing gloves chopping lettuce ln a 
container and pushing the lettuce down with her 
hands, Staff then opened the kitchen drawer to 
obtain an item and continued chopping lettuce 
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W425 

ATTACHMENT. 

Privacy was provided to the Hillside clients using tempo'"!lry curtains until the permanent curtain.could • 

be installed using the proper hooks. 

The installation of the.permanent curtain was accomplished on October 10, 2013. This is not a pervasive 

jssue on the campus, however if a privacy curtain is removed by client behavior the curtain wlll be • 

replaced prior to bathing activities. Client privacy will be maintained. • 

ACMs will monitor their own cottages for privacy issues. Through the "Housekeeping, Safety, Sanitation• 

and Physical Environment Self-Audit" form, a p~er cottage will inspect areas for privacy and report any 

deficiencies immediately to the appropriate ACM for correction. 

The ICF has developed a Quality Assurance team/committee with audit tools ir'I which peer review audits . 

will occur on a neighboring cottage at least quarterly. 

The Quality Assu·rance ,team/committee will review the quarterly peer audits to ensure deficiencies are 
completed In a timely fashion. • 

Completion Date; November 13, 2013 and Ongoing. 

Responsible: PAT Director/ACM. 
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W455 Continued From page 23 
and pUshing down the lettuce with lhe same pair 
of gloves, 
3. A staff lab~ling StyrOtoam fooc:i' containers • 
proceeded to use scooping utensils which had 
been laying on dirty dish towels to scoop fruit 
cocktail into Styrofoam containers. • 
4. A staff kneaded meat while wearing gloves . 
!hen picked up a 1 gallon jug of sauce and 
poured the sauce into the meal Slaff h,md 
kneaded the meat using the same gloves. 
lnterviewwith Staff E revealed staff are expected 
ta wear gloves during food preparation and are 
expected to change gloves if other items are· 
t~uched,. . 
Observation of food service durtng lunch at 
Pinewood Cot!age on 9/1111~ revealed: 
1. Staff FF spread margarine on 6 slices of •. 
white bread while weactng gloves,' He touched 
the bread1 the container of margarine, the knife 
he used io spread the margarine, the plate he put 
the bread on, as well as touching the counter and 
the refrigerator door, all while wearing the same 
gloves. Staff FF had handled several beverage 
conlalne,s using his bare hands, Then Staff FF 
removed a straw from a wrapper without.gloving 
or sanitizing his hands and placed the straw in 
Resident #3 ' s beverage, while holding fhe erid of 
the straw that Resident #3 put in his mouth. 
2. Staff GG touched bowls, removed lids, 
touched the table, and removed the wrapper from 

. . slices of cheese. He then braise up the cheese 
and putit on Resident #14 's food, all while 
wearing the same P,Blr of gloves. 
4B3.4BO{a)(1) FOOD AND NUTRmON 
SERVICES 

W460 

Each client must receive a nourishing, 
well-balanced diet including mo~ified and 
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W455 

ATTACHtv)ENT 

fciod Services Manager and ACMs will conduct an in-service training of all kitchen and direct care staff in 

the proper use of gloves, utensils, hand washing and handling food to prevent cross contamination as 

outlined in the Diet Manual 5.3. The Food Services Manager or Cook 3 on a weekly basis for the next 6 . . 
months will periodic~lly perform quality assurance checks of staff members to ensure proper 

compliance with the newly established procedures; after that time period they will pelform these • 

q_uality assurance checks on a bi-weekly cycle, ACMs will conduct a Meal Observation audit on all 3 

meals within the month and point out any discrepancies in this process to the worker. 

The PAT Director.will ensure Cottage Meal Observation audits are co~ducted and t~e Quality A~surance. 

Team Committee will do 3 random meal audits and report the results to the appropriate ACM .. 

Completion Date: November 13, 2013 ~nd ongoing. 

Responsible: PAT Director/Facility Services Administrator. . . 

.. 
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specially-prescribed diets. 

. ' 

This STANDARD ·is not met as evidenced by: 
Based on obsewations, and record reviews, 
facility failed to ensure 1 of 11 s· expanded sample 
residents (Resident #29) received the proper 
liquid thickening agent consistency and 2 of 116 
expanded sample residents (Resident #16 & 17) 
received the correct diets. This failure prevenled 
Resident #29 from receiving the correct amount 
of thickening agent for her fluids which could 
have led to aspiration of the fluids and Resident 

.. #16 & 17 from receiving the correct diets.which· 
placed them at risk of harm for aspiration. 

Findings include: 

Au observations 8.nd record reviews occurred 
between 09/09/13 and 09/13/13, unless otheiwise 
specified. • 

Observation of lunch on 09110/13 at 
approximately 11:05 am revealed that at Hillside 
Cottage, Staff noted the consistency of Resident 
#29 ' s meat gravy was too thin (pudding thick). 
The staff member took the container (Sfyrotoam 
1 quart) to the cottage kitchen and got the 
thickening agent i, ut of the cupboard and began 
pouring a couple of spo·onfUI 's of the thickening ,. 
agent into the container and began mixing il The 
staff person then served the thickened gravy to • 
the residenl The staff person did not foUow the 
directions on the side of the container; ·therefore 
there was no. assurance that t~e gravy iie 
prepared forResident #29 had the proper 
consistency for re.sident. 

Record review of faclll!y incident repo_rt for 
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Wrong Liquid.Thickening Agent 
Consistency. 

The facility will ensure that each 
clien~ is receiving a nourishing, well 

balance diet including modified and 
.. specialty-prescribed diets. The 

facility will ensure that_Cli_ent #29 

receives t_he proper liquid 
thickening agent consistency. The 

Spee~h Pclthologistwill in:service 
the Hillside care staff directly 

regardi[lg adding THICKENE!\ to 

food products and mixing to the 
desired consistency (spoon/pudding 
thick). Upon training completion, 

•. Client #29's care staff will sign a 
"Staff Development Attendance 

Record Specialized Training'' form .. 
•. 

Wrong Therapeutic Diet. 

Resident #16 received the wrong 
therapeutic diet which ·came 

prepared from the kitc~en. 
Resident #16 ate the wrong 

therapeutic diet before the staff 
could int6n•6n~. Thl;. lMlA~n• W"" 
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08/14/13 revealed Resident #16 received the 
wrong·therapeutlc meal. Resident #16 is a respite 
resident (admitted 08/13113) al the facility and 
was admitted on a Gluten Free diet (A gluten-free 
diet is a diet 
<hltp:1/en. wikipedla.orglwiki/DleL(nutrition)> that 
excludes foqds containing gluten 
<http://en.wikipedia.org/wikl/Gluten>, Gluten Is a 
protein complex found in wheat. • 
<http://en.wikipedia,orglwikl/Wheat> , bartey 
<http://en.wiklpedia.org/wikl/Bartey>, and rye 
<http://en.wikipedia.org/wiki/Rye>. A gluten-free 
diet is the only medically accepted treatment for 
celiac disease 
<http://en.wlkipedia.org/wikl/Coeliac_disease>). 
Residen!#16 • s dinner was prepared by the 
kitchen staff and came In a dinner tray. When It 
was time to eat, staftbecarne distracted by 
another resident having behaviors, and Resident. 
#16 ate the food before staff could Intervene. 
'When staff became aware of the error they 
contacted nursing staff and had'resident 
evaluated right away. Resident did not.have any 
residuaiproblems•frorn eating the wrong diel The 
facility Investigation notes that th~ Staff L did not . 
follow the proper procedure to ensure that the 
resi\fent received the p[Oper dlel 

Record review of facility incident report for 
09/Q9/13 revealed Resident #17 received the 
wrong textured diet when Slaff P handed Slaff Q 
a bowl of soup.to give to the resident Resident 
#17.ls ta receive a dysphagia mechanically 
altered diet with slurry bread products and honey 
or spoon/pudding conslsten'cy liquids. Resident 
#17 received soup that consisted of kidney 
beans, potatoes and noodles th8t were . 
overcooked. Resident began to cough and staff 
Immediately ramoved the soup from in front of 

)RM CMS-2$57(02·99} Pnwlaus_Yoralons Obsolete EventlD:BZVl-111, 

PRINTED: 11/01/2013 
FORM APPROVED 

0MB NO 0938-0391 

(X.2) MUL'llPLE CONSTRUCTION (X3) DATE: SURVEY 
COMPLETED AE!UILDING ______ _ 

B,.WING 

ID 
PREFIX 

TAG 

STREErr ADDRESS, CITY, STAi-E. ZIP CODE 
' S 2320 SALNAVE RD, PO BOX 200 

• MEDICAL I.AKE, WA 99022 

PROVIDER'S PLAN OF CORRECTION 
(l:ACH CORRECTJVEACTION SHOULD BE 

CROS$-WERENCEDTOTI-leAPPROPRIATE 
. DEFICIENCY) 

09/13/2013 

fX6) 
COMPlETION 

llATT! 

W460 thoroughly investigated l:iy the 

CIMS. All Kitchen staffwere·in

serviced regarding "gluten free 

diets". This in-service was 

completed on 9/4/13. 

Wrong Textured Diet. 

The'facility will ensure that each 

client is receiving a nourishing, well 

balance diet i~cluding m,odifled and 

specialtyaprescribea diets The 

facility will ensure that Client #17 

receives the proper textured diet 

and liquid consistency. The Speech 

Pathologist will in-service 

~lient#17's care staff {Bigfoot). 

directly regarding the visual 

identification of:his specific food 

texture. U pan training completion, 

Client #17's care staff will sign a 

"Staff Development Attendance . 

Record Specialized Training" form. 

Also, the "Co.ttage Orientation 

Sheet'' includes the diet textures 

and liquid consistencies for all the 

clients. When new or floating staff 

are assigned to the.cottage, a 

regular staff member will review 
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W460 Continued From page 26 
resident and notified the nuise. Per the facility 
investigation the facility had not ensured that the 
staffworl<lng on the cottage (Staff P and Q) was 
properly trained to the.unlL 

W473 483,'.l{!O(b)(Z)(il) MEAL SERVICES 

' Food must be ,served at approprtate temperature. 

This STANDARD Is not met as evidenced by: 
Based on abseTVatlan.and interviews, facility 

failed to serve food at the approprtate food 
temperature for hot and cold Items at Bigfoot,and 
Pinewood cottages, Failure to serve food at the 
'approp~ate temperatures ~suited in residents, 
being serve,d food at Inappropriate temperatures 
creating potential for foodbome illness. 
Findings Include: ', 

All observations and interviews occurred 
09/11/13, unless·olherwise specified, 
Bigfoot 
Observation at 11 :30 AM revealed a special 
diabetic meal containing a ground unknown 
substance and gravy was served at 120" 
(temperature to be 140 degrees or higher when 
served), to 1 of 116 expanded sample residents 
(Resident-#121). 
Pinewood 

. ' 

Observation of cold food· 1emperatures at 11 :25 
AM revealed the cold foods arrived from the main 
facility kitchen above the maximum safe , " 
temperature of 45 degrees. Mixed fruit was 51.6 
degrees and pureed truit was at 48.5 degrees. 

Interview with Staff B revealed the cottage is the 
last stop for meal delivery and that the colcl foods 
are not kept in. insulated containers during 

,' 
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·the Cottage Orientation Sheet's information with said staff. Cottage staff have been· trained regarding 

cottage orientation for new staff and imy staff that hasn't worked on Bigfoot in the last 30 days per 

procedure. In-service training was completed on 9/16/13. 

Wrong Liquid Thickening Agent Consistency. 

All staff that has contact with clients will have training on proper liquid thickening agent.consistency. An 

on-line training video "FOOD TEXTURES and LIQUID CONSl~TENCY MODIFICATIONS" will be available to • 

. Lakeland Village. All staff that has contact with clients will complete this on-line training. The training 
' . 

will include accurate lde.ntification of liquid/fo(!d consistencies {from NECTAR to SPOON/.PUDDING 

thicks) and the proper methods of using THICKENERS to attain the desired consistency, 

Wrong Therapeutic Diet. 

The" Substitution Book" was updated in the kitchen with a page titled "gluten free". which includes a list 

of Items with gluten in them, for staff to use as a reference. All kitchen staff were in-serviced on "gluten 

fr~e" in the substitution ·book. This in~service was completed on 8/27 /13. ,. 

Wrong Textured Diet. 

All staff that has contact with clients will have training in visually identifying "modified textured diets" 

and "thickened liquid consistencies." An on-line training video available to Lakeland Village "FOOD 

TEXTURES.and LIQUID CONSIST.ENCY MODIFICATIONS". All staff that has contact with clients will 

complete this on-line training. The .trainin,:i will inciude "accurate identification of modified diet textures. 

(i.e., Dysphagia Mechanically Altered) and thickened liquid consistencies (i.e., Spoon/Pudding thicks). 

Current staff will complete the "FOOD TEXTURES and LIQUID CONSISTENClr' MODIFICATIONS" on-line 

training by November 13, 2013 and, thereafter, will complete the said training as part of their Annual 

Employee Update Training requirements,. All NEW employees will receive this specialized training during 

their initial New Employee Orientation Training and annually thereafter. 

Wrong Therapeutic Diet. 

Kitchen staff members whom prepare meals for individuals whose dietary requirements consist of 

gluten free based me(\)s will be cognizant to review all food provisions and ingredients to ensure that all 

proper gluten free substitutions are prepared ~s per dietary necessities. 

The Food Services Manager.conducted an .in-service training of all kitchen staff i_n the proper procedures 

to _identify food items which contain stuffings that are gluten based. Also staff members were reoriented 

with the proper procedures of identifying gluten based food and where to locate that information in the . ' 



( 
substitution book. This book contains a Gluten Free page which lists food items that contain gluten; 

staff ~emb~rs will revi!'!W the substitution book°to identify info~mation specifically related to • 

substitutions for gluten free diets. Kitchen-staff members whom prepare meals for individuals whose 

·dietary requirements consist of gluten free based meals will be cognizant to review all·food provisions 

and ingredients to ensure that all proper gluten free iubstitutions are prepared as per dietary 

necessities. The Food Services Manager or Cook 3 will randomly perform·food preparation quality_ 

checks on staff members whom prepare gluten free meals. 

Upon completion ·of the "FOOD TEXTURES and LIQUID ·coNSISTENCY MODIFICAJIONS "on-lin_e ~rainin~, 

the employees pin# will be recorded on the Staff Development Data page. AU supervisors and IT 

personnel ~ill ~ave access to the Staff Development Data page to ensure all staff have completed this 

traini_ng. The Food Services Manager or Cook 3 will randomly perform food preparation quality checks 

on s,taff members whom prepare gluten free mea Is. 

Dates when corrective action will be completed. 

November 13, 2013. • • 

\f\!rong Liquid Thickening Agent Consistency. 

Lakeland VIiiage Speech Pathologist will complete Hillside on-site.training of client #29's care staff by 

October 31, 2013. 

, Wrong Textured Diet. 

( 

Lakeland Village Speech Pathologist will complete Bigfoot on-site training of client #17's care staff by 

November 13, 2013. • • 

Speech P_athologist will ensure training is completed with Hillside care staff for client #29's ''Thickener'' 

. issue by October 31, 2013. Supervisors will ensure"that their staff has completed the initial on-line 

training, "FOOD TEXTURES and LIQUID CONSISTENCY.MODIFICATIONS," as well as the annual update 

training_ requirements. 

Speech Pathnlogist wili ensure.training is completed with Bigfoot care staff for client #17's "Wrong 

textured diet'' issue by November 13, 2013. Supervisors will ensure that their staff has completed the 

initial.on-line training, "FOOD TEXTURES and LIQUID CONSISTENCY MODIFICATIONS,"·as well as the 
' annual update training requirements. 

Completion Date: November 13, 2013 and ongoing unless otherwise stated. . . . ; 

Responsible: PAT Director/Speech Pathologist. 
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delivery, 

W 478 483.4B□(c}())(ii) MENUS 

Meri.us must prov!de.a variety of foods·at each 
meal. 

This STANDARD Is not met as evidenced by: 
Based observations, interviews, and record 

reviews, facility faiJeCfto ensure meal choices 
were offered to 1 of 12 sample residents 
(Resldenl#1 □) and-3 of 116 expanded sample 
residents (Resident #29, 88, & 90) that received 
specialized diets. This failure does not provide · 

. the resident with rpeal choices when an a 
speclallze9 diet. 

Findings Include: 

Observation on 09/10/13 at Hillside Cottage al 
approximately 11:20 am revea!ed Resident#! □ 
was given ·a metal tin that contained her 
specialized diet_ (ground meal/rice milk). Resident 
#1 □ ate the meal without being ·asked if she 
would rather have something else to eat that 
would fit Into her diet plan. 

Observation lunch time on 09/10/13 revealed 
Staff did not offer meal choices to Resident #29, 
88 or 90 on Hillside Cottage. Resident.#29 was 
given a puree diet that was served up by the staff 
from the me!al tin that had been prepared in the 
main kitchen and at no time was she offered an 
alternative to wh8.t she had been served. 
Resident #88 wa~ served a mechanical soft diet 
that had come from the main kitchen. Resident 
#88 was assisted in scooping the food onto her 
plate arid no time was she offered an alternative 

. 
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Lakeland-Village POC 

. Exit Date of Survey: _9-13-13 ___ _ 

Tag_ 473_ Contin~ed _from Page _28_ of SOQ 

.W473 

ATTACHMENT 

• . ' . 
The. Food Services Manager has reorganized the food delivery route and.distribution process. Food 

articles will only be loaded in the delivery vehicle immediately prior .tq departure. to the cottages. Food 

deliveries will be divided and delivered on two separate treks. Each·ofthi,se deliveries:will be all those 

cottages located on either-the north campus or the south campus as positioned from the main kitchen.·, 
. ' 

The reduction in delivery time of the reduced·travel route will ass,ure that client/residents food Is 

delivered to the proper cottage at the appropriate food temperature. The Food Services Manager or 

Cook 3 .has given instructions of the new process to all staff. 

Completion Date: November.13, 2013 and ongoing. 

Responsible: Facility Services Administrator/Food Manager/Cook3. 
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meal choice. Resident #9D had a regular diet that 
came in a metal ti~' a1ready prepared from th~ 
kitchen that he was able to scoop out onto a plate 
With some cueing from the staff. Resident #9D 
was ihdepend~nt in getting his meal t_ray from the 
kitchen counter, opening it and placing th.e food 
on his plate. Staff did not asked if he would like 
something different to eat instead of what he 
received from the main kitchen. 

Reccrd review on D9/10/13 revealed that 
Resident#1D was on a specialized di~! (ground .. 
meats with no added salt and no dairy) for, all 
meals secondary to choking issues. Review of•. 
facility diet sheet.that was provided facility 

.. .management on D9/(/9/13 verified the diets for 
Resident #10 and 29 ' s specialized diets .. 

Interview with StaffJ on 09/1D/13 after the luncti 
meal revealed that all me residents on the 
speCialized diets are to be offered an altemati~e. 
Staff J slated she did not know why' staff had not 
offered an alternative lo the residents as ii is an 
expectation. 
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Th·e facility wUJ ensure clients have 

choices at meal times even those 

on a special diet, by providing 

appropriate· alternative choices. 

Staffwili ask clients if they want 

what is in their special diet tray or 

an alternative thafstill meets the 

requirements of their special diet. 

An all staff memo wil I be sent out 

with reminder~to staff to provide 

choices at meal times·. 

ACMs will do meal time-audits of all 

3 meals on a monthly basis to 

ensure choices are being offered. 

•' 
,. 

Completion Date: November 13, 

2013 and ongoing. 

.· Responsible: PAT· 

DirectorfDDAl/ ACM_ 
.. 
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STATE OF WASHINGTON 
DEPARTMENT OF SOCIAL AND HEALTH SERVICES 

• ADSA, RCS, ICF/11D Survey & Cert;ificatlon Program 
'· PO Box 45600, Olympi_a, WA 98504-5600 

November 2, 2012 
CERTIFIED MAIL {7008 1300 0000 7157 1947) 

Diane Kilgore, Superintendent 
Lakeland Village . 
PO Box 200, Mailstop: 832-25 
Medical Lake;WA 99022 

RE: Recertification Survey 
10/13/2012 through 10/17/2012 

Dear Ms. Kilgore: 

From 10/13/2012 through 10/17/2012, ICF/11D survey staff from the Residential Care Services. 
(RCS) Division of Aging and Disability Services Administration (ADSA) conducted a 
recertification survey at your facility to determine compliance wit~ Federal requirements for 
ICF/IID facilities participating in the Medicaid program. The CMS 2567 Statement of 
Deficiencies for the· recertification survey is enclosed. 

Plan of Correction {POC) 

You m1,Jst detail a POC on the enclosed original CMS 2567 form for all deficiencies. Your POC 
must at minimum address each of the bulleted items below. 

'· 

~- How the facility will correct the deficiency as it relates to the resident; , . 
• How the facility will act to protect residents in similar situations; . 
• Measures the facility will' take or the systems it will alter to ensure that the problem d_oes 

not recur; 
• How the facility plans to monitor its performarice to make sure that solutions are 

sustained; 
• Dates when corrective action will be completed (no more than 60 days from the last day 

of the inspection); and • 
• The title of the person or persons responsible to ensure correction for each deficiency. 

You must also send the original 2567 form with your POC signed and dated lo the Manager 
below no later than 1 O calendar days after you receive this letter. Failure to submit an 
acceptable POC by the 10th calendar day may result In the imposition of remedie~. 

Robert McClintock, Quality Assurance Administrator 
lCF/1ID Survey and Certification Program 

Residential Care Services, Mail Stop: 45600 
PO Box45600 

Olympia, WA 98504-5600 
Office (360) 725-2419 ·Fax (360) 725-2642 

1 
J 



Diane Kilgore, Superint( ent 
November 2, 2012 
Page 2 

RCS will use the POC as a part of the basis for verifying whether the deficiencies have been • 
corrected. If you modify your POC after submission, you must immediately notify the above 
office in writing. Any POC modification must address each 'W' tag number with related 
details about any modifications. • • 

lhformal Dispute Resolution /IDRl 

You.have an opportunity to question cited deficiencies and/or state actions initiated in 
response to them, through the state's informal review and dispute resolution process. 
Unless you become entitled to a federal administrative hearing following imposition of a 
federal. remedy, this will be your only opportunity to challenge the deficiencies described or\ 
CMS Form 2567, , , 

To request an informal dispute resolution (!DR) meeting, please send your written request to 
Rob!'),rt McClintock, QAAdmiriistrator, PO Box 45600, Olympia, Washington 98504-5600. If 
you request an !DR, you must still submit a POC within the time limits described above. The 
written !DR request should: 

• Identify the ·spei;:ific'deficiencies that are ·disputed; 
• Explain why you are disputing the deficiencies; 
• Indicate the type of dispute resolution process you prefer (face-to-face, telep_hone 

conference or documentation review);and , • 
Q Be sent during ·the same 1· 0 calendar days you have for submitting a P09 for the 

cited deficiencies. 

During the informal process you have the right to presentwritten and/or oral evidence refuting 
the deficiencies. An incomplete review and dispute resolution process will not delay the 
effective date of l,\ny enforcement action, 

If you have any questions concerning the instructions contained in this letter, please contact me 
at (360)725-2419. 

Enclosures 

cc: Janet Adams, DOD 
ICF/IID File 

Sincerely, ~ 

R~,.QAAdministrator 
ICF/IID Survey and Certification Program 
Residential·Care Services 

.( 
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·w DOD INITIAL COMMENTS 

This report is the result of an Annual 
Recertification Survey conducted at Lakeland 
Village on October 13, 2012 to Oct9ber 17, 2012. • 
A sample of 13 resident was selected from a 
census of 125.The Expanded Sample included 
29 residents. 

The survey was conducted by: 

Janette Buchanan RN BSN 
Terry Patton RN BSN 
·Penelope Rarick BA • 
David Piotrowski QMRP (Federal Surv~yor) 

Tlie survey team is from: 

Department of'Social & Health Services 
Aging & Disability Services Administration 
Residential Care Seivices, ICF/11D Survey and 
Certification Program 
PO Box 4fi600, MS: 45600 
Olympia, WA 98504 

Telephone: (360) 725-2419 
Fax: (360) 725-2642 

W 104 483.410(a)(1) ~OVERNING BODY 

The governing body musi exer-cise·general policy, 
budget, and operating direction over the facility. 

This STAN.DARO is not met as evidenced by: 
Based on obseivation and interview, the /acility 

failed to insure the facility staff handled and 
stored food properly. Failure to handle and store 
food properly puts clients at risk of food borne , 
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W ,104 Continued From page 1 
illness. 
On 10/13/12 at4:30AM, a'n inspection of the, 
kitchen area on Apple 92 revealed that the 
refrigerator had 3 unopened Health Shakes, 
expiration date 3/12 and 1 pan covered with 
plastic wrap labeled Clear Diet Food, undated. 
The freezer held a large brown paper bag of hash 
browns, no original container, loosely clos.ed with 
tape, no date; 20 frozen Health Drinks, expiration 
date of 3/12; an opened, unsealed package with 

, pancakes, dated 8/31/12; an opened, unsealed 
bag containing chicken nuggets, no seal, 
significant freezer burn; a large, unsealed brown 
paper bag containing Frenc~ toast, no original 
container, undated. The pantry cupboards held 
one opened protein powder with an expiration 

• date of 5/2010 and one non-opened protein 
powder with an expiration date of 05/2012, 
On 10/13/12 at 10:00 AM an inspection of the 
kitchen area on Apple 93 revealed that the 
'refrigerator had an opened barbeque sauce with 
an expiration date of 11/14/2004; :3 small plastic 
contajners of snacks with covers, 3 sfT\all plastic 
containers with salads with covers- all were 
labeled with clients ' names but had no date on 
the container (they appeared to be from a 
previous meal prepared by the facility kitchen). 
The freezer had a large, unsealed brown paper· • 
bag containing French fries, no. original ·container, 
undated, and they had significant freezer burn. • 
The pantry cupboard held 12 boxes of unopened, 
thickened dairy drink with"the expiration dates of 
08-27-12. 
On 10/13/12 at 10:45 AM observations of the 
freezers in the Willow residence revealed that 
waffles, hash browns, and pancakes were in an 
open bag that were not sealed or dated, there 
were 6 containers of meatloaf that had a dale of 
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W 104 Plan of Correction for W104 

ln order Jo prot~ the cHed clients and all clients of 
Lakeland Village, .• the following measures will be 
implemented: • 

1. The ICF/1D ~Henlele reside on 9 foliages all 
with like and simllar refrigerator/freezer units 
and• cupboard· space for dry food storage. All 
cottage staff are sup~_rvlsed by an Attendant 
Counselor Manager [ACM); each ACM will 
provide training to all cottage staff that ·handle 
and store food including the ·requirement to 
know the locaffon of the cottage diet manual 
and be fam!ffar with the 90ntent Cottage slaff 
will be requi<ed to read Diel Manual 5.6 & 5.7 
procedures and wm s!gn that they have been 
lnserviced and understand the content of·each 
document. Cottage slaff will ba trained In' lhe 
ell'.pectation that Item$ received from the kitchen 
will be appropnalely labeled in oroer for the 
content lo be recognliable by slaff and cllenm. 
Each item will be labeled with the date It is 
received and the data it expires. All kitchen 
i!e1!5 wlll 'he stored in clean sealed pa,ckage5 
that promct the food from conlaminalion. Sulk 
foodwi.U be used and resealed perDfet'ManuaL 
Any and all foodS that are stored on cottage wm 
be dlsca(!led accoldlng lq explraUon dat~. ff 
during visual fnspections food .. ttems which 
appear to have freezer damage or are found 
.w1{hout a proper s~al will be dlscartleii in ord.er 
to prevent any foodbome illness, Any food Items 
left over from meals wITI be labeled with date 
received and discarded once they reach 
expb:ation. Food left over will be offered to. the 
owner periodically following the meal. Cllenls 
may choose to consume or refuse the lefto\ler 
food item. Refrigerator/freezer units as w8U as 
foo~ cupboaros wlll be visually ·Inspected by 
deslgnaled staff dally. Any food imms placed 
into storage will be rolated so that the oldest 
stock Is used firat {;ottage slaff will be refrained 
by Ille ACM by 11/27/12. • 

' 
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W 104 Continued From page 2 
3/26/12 on them. Observations of the 
refrigerators in the Willow residence revealed an 
orange substance in 2 containers that was not 
dated or labeled; a container of mustard that was i 
expired 9/26/12; package of cheese slices that j 
was open and not dated; and 2 brown J;,ags of 
celery that were open and not dated, one with 
significant wilting notable. 
On 10114/12 at 11 :45 AM Client #1 was observed 
in the Cascade residence. Client #1 stated to his 
Attendant Counselor (AC) (Staff E), he wanted to 
make lunch. Client #1 then went to the freezer 
and pulled out a clear plastic bag of frozen 
chicken nuggets and tater tots that were in a 
brown paper bag. Neither of the packages was 
easily discernible to verify the contents and 
• neither was dated indicating when the bags Were 
originally opened. 
On 10/14/12·at 1:30 PM two kitchens were 
inspected in the Wildrose residence. Wildrose 
side 88 refrigerators had one·prepared salad in 
non original container, se.iled with plastic wrap, 
undated; an opened mustard container, expired 
D8/25/12; an unidentifiable salad type meal in a 
bowl with no cover; no label, and no date. The 

. freezer contained an unidentifiable frozen food 
which appears to have fallen out of a container, 
significant-freezer bum, .sitting on freezer shelf. 

• Wildrose side 89 refrigerators contained a 
conta(ner of mayonnaise, which expired 5/12; a 
large can of soup, opened, stored in the can .with 
foil place_d on top, no label, no date; 2 large tups 
of cottage cheese in 'original containers, opened, 
expired 10106/12. The pantry cupboards had 2 
large original containers of peanut butter, one 
opened with an expiration date of 03/12, and one 
not opened with an exp\ration date of 03/12. 
In observations on 10/15/12 at 7:30 AM, at 
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w 1041 2. All food Seivices staff will ba lrolned by !he 
Food Services Manager. Training wi!I Include 
the need to rerognlze broke~ and/or damaged 
bulk foad storage units and to discard these 
items. Food stored in bulk containers wiD have 
!he conlenl labeled and labeling will be. easily 
recognizable. Bulk containers are periodically 

I 
deansed/sanltized. When cleaningfsanitizing 
labels become faded or are removed by high 
heat and scrubbing, kitchen s't.aff wlll remove 

r bulk contalne_r and lids and visually inspect for 
damage and appropriate labeling. lf dainage to 

i containers occurs they wiU be removed, 

' discarded and replaced. Replaremenl 
' l containers will be al/ailable at an times should 
I damage occur. food ·seivlces staff wm be 

l relralned by !he food Seivlces Manager by 

3. 
11/27/12. 
Rmd Seivlces staff will label all bulk fqod 
contairiers; labels will remain leglb!e at all times. 
The food Services Manager will Inspect weekly 

I to ensure,containers remain labeled and are In 

I 
proper condition In older to protect !he food 
content preVenfing potential foodbome Illness. 

I The Food SeNices Manager has ordered and 
received adcfrtional food storage rontalners. The 
Food Services Manager wiU ma"lntaln the 
inventoiy and have sample addffional 
containers readiy" available at all times. 
November 16, 2012 and ongoing. 

4. ACM or deslgnee win check 1he contenl of 
refrigerator/freezer ·and cupboards inspecting 
content for received dates alld expiraUon dates 
dally. ACM or designee will also mlate slocl< 
noting any damaged or unsealed Improperly . 
slored food ttems. ACM ordes~nee will dlsca!d 
food Hems !hat have outlasled their dales of 
explmtion. ACM wm rellllln slaff ttlhe deficiency 
continues· and take appropriate Just cause 
action aB needed, November 16, 2012 and 
ongoing. 

5. food Services Manager wilt make weekly 
checks of conla!ner IISed to store bulk food 
items to monitor storage rontainers and ensure 
they are' undamaged and safe for food storage. 
November 16, 2012 and ongoing. 
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Cascade in a refrigerator, a food item labeled 
enchiladas was in the freezer and was dated 
11/17/11. • 
On 10/16/12 at 8:00 AM inspection of the main j 
kitchen revealed lhat there was a broken-top to . ,I 

the Falina container in both the front and back 
section on one side and had _a .smaller lid that did l 
not provide adequate covering to those areas • 
leaving the container open with the potential for 
something to fall into the container. When the 
D\etary Manager was interviewed she stated she i 
was aware of the broken lid and stated a new lid I 
had been ordered, On the containers that had 
cornstarch, brown sugar, and potato flakes there 
were no labels on the containers that said what 
was in the containers leaving a chance that one 
of these items· could be mistakenly used • 
incorrectly. Dietary manager stated that her staff 
knew what was In the containers therefore no 
mistakes could be made. 
483.440(a)(1) ACTIVE TREATMENT 

Each client must receive a continuous active i 
treatment program, which includes aggressive, 
consistent implementation of a program cif 
specialized and generic training, treatment, health 
services and related services described in this 
subpart, that is directed toward: 

(i) The acquisition of the behaviors ,necessary for 
the client to function with as much self 
determination and•independence as possible; and 

(ii) The prevention or deceleration of regression 
or·loss of current optimal functional status. 

This STANDARD is not met as evidenced by: 
Based on observation, interview and record 

review the facility failed to ensure that each 

W 104 
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6. QuaUty Assurance Team membeis wilf complele. 
monthly reviews of cottage untts to ensure food 
slored In refrigeralorn/freezers and ctJpboards 
meet safe storage standards as outlined in the 
diet manual. Toe facmty ~as 9 ICF/ID cottages 
the Q/A team will monllor 33% of the cottages 
rnonttily with 100% of the cottages 1evlewed 
every 90 days, Any negative findings will be 
reported to lheACM, Superintenden~ and PAT 
Director. Novf!mber 2012 and ongoing, 

7, Quafily Assurance team will inspect lhe kitchen 
monthly checking deficiencies identified in the 
annual audit. Q/A will also monitor for other 
deficiencies and report to the Kitchen 
Supervisor In order to preverit potential 
foodbome mness. November 2012 and ongoing. 

8. An informational memo will be provided to all 
staff advising 1hem of these expectations amf 
trainlng by the Superintendent The 
Supelinlendenl PAT Director and Food Seivlce 
Manager wm ensure employees follow this plan 
of correction. November 16, 2012 and ongoing. 

' 

Plan of Correction for W196 

How the Factrlf;y Wili Correct the Deficiency as it Relates 
to the Client • 

The facility will ensure a oontinuous active treatment • 
program by lnseivlcing !he ACM or deslgnee and Iha Adull 
Program Supervisor or desJgnee who are program 
managers as· descn'bed In Worl< Procedure LV 7.12 for 
C,llents !isled; 1,6,8,10,14. The program managers wm be 
responsible for observation, monitoring, implementaflon, 
modltlca6on and program development on a mon1h1y basis. . 
The program manager or designee wlll review program data 
on an ongoing basis for accuracy and ensure necessary 
modifications. updating and mcording occurred to promote 
progress. The program manager will report lo.the HPA wilh 
c.oncems as needed. The HPA will monitor the programs for 
lhese lndMduals and their programs quarte~y and will 
update and revise the programs in the IHP as needed. The 
IDT assessrnenls wil be reviewed by IDT and !he HPA who 
will coordinate the overall !HP lmplementalloll to assess and 
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Continued From page 4 
·sampled client received a continuous active 
treatment program that was thoroughly and 
systematically reviewed.and enhanced based on 
each client' s individual capability and. 
performance. The facility ' s failure compromised 
each client ' s ability for skill development and 
increased independence, 
Findings'include: • 
For Client #1: • 
On 10/15/12 facility recor,d review revealed an 
active treatment objective developed for Client #1 
on 1/25/12. The objective was a three piece 
assembly task requiring Client #1 to hammer two 
grommets into a pipe. Task success crtterion was 
80% ·upon verbal prompt Task success data 
reccrded was 50%. for May.2012; 24% for June 
2012; 33% for July; 30% for Augu,st 2012; and 
27% for September 2012. An associated note for 
September perfonnance documented Client #1 " 
Participated in 22 sessions this month ... ; has [ 
been steadily more resistive to participating in 
class, often refusing to even sit at the table. 
Consider change to program focus. " The facility 
made no change lo the objective or measure in 
response to the regression noted, No specific 
target date for completion was developed. 
Record review of Client #1 ' s Behavior Support 
Plan (BSP) on 10/16/12 revealed Client#1 haq 
restrictions in place including: 1 :1 visual 
supervision; restrictions to personal property; 
monitoring of phone, TV, mail, radio, 
computer/Internet use and search as procedures 
designed to prevent targetea problem behaviors. 
The plan also included administration of 
psychotropic medication for agitation, distress 
and insomnia, Documented behavioral objectives 
for Client #1 for six consecutive. months were: 

.zero episodes ofaggressioQ, property . 
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detennlne if the program (s) continue to be appropriale for 
the clienls listed: 1,6,8,10,14. HPAs and program managem 
will complete these acilons ~y December 17, 1012 and 
ongoing. Monitored by QA Committee and DDf, 1. 

Administration or Psychotropic MedicaUon and 
Documented Behavioral Objectives. 

Client #1 will have a plan In place to modify psycholrOplt 
medications required f6r designated target behaviors. Toe 
facmty HPAs will ensure that all cilenfs with medication 
reduction plans are reviewed. Mer:llcatlon feductlon pla_ns 
wHl· be included on the IHP and incorporated into behavior 
modification programs. Medication reduction plans will be 
reviewed ~uring the Quarterly Medic:alion reviews. The 
assigned HPA and Quarterly Medlcatlon review will be 
com~eled by December 17, 2012 and ongoing. Monilonng 
by the QA Committee and ODA 1. • , 

Labeled Bin Usage During Meals. 

Client #6: The utilization of labeled bins used for place 
setting at meal Urnes i!l a. pra~ that has been el!minated 
fa( this Individual. Client #6 wm be assessed for adaptive 
equipment which will enhance their independence if needed. 
AR dlents will have their adaptive equipment needs 
assessed at the IHP and as needed to ensure that clients 
are as Independent es possible. 
HPA wl!! ensure adaptive equipment needs have been 
addressed by De~ber 17, 2012 and ongoing. Monttoring 
by the QA Committee and DDA 1. • 

The Facility will Act to Protect R;sldents in Similar 
Situations. 

ACMs or desifjnees will• be lnseNiced on program 
management tci ensure that Work Procedure LV 7.12 is 
fo!!owed and the program managera or designees If 
assigned by the IDT are knowledgeable and responsible far 

the lndMdual program development, , lmp~menlation, 
observation and monitoring on a monthly basis. The 
program manager or deslgnfoe wlH review program dala on 
an oogolng basls for ac.curacy and ensure necessary 
monitoring_, updating and reoolding oa:urred to promote 
progress. The program manager wUI report to the HPA With 
concerns as needed. The HPA as the primary QDDP will 
"!)On!inate ovarall lHP lmplemenla\ion, monilor programs on 
a quarterty bas!s and will update or revise the programs for 
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W 196 Continued Frbm page 5 
destruction, self-injurious b,ehavior, inappropriate 
sexual expression, unauthorized absences and 
agitation. The facility failed to have a plan in 
place to modify 1 of 3 medications based·on data 
collected regarding designated target behaviors. 
For Client #6: 
Per record review on 10/13/12 Client #6 is self 
sufficient in the use of all meal utensils. 
Observation ,;,n 10116/12 at 11:30AM revealed 
Client #6 and all of the clients in his residence 
had their individual meal utensils (glasses, cups, 
plates, bowls, forks and spoons) kept in a small 
plastic 6in labeled for each client Prior to eating 
lunch each individual client or a staff would take a 
labeled bin from the cabinet then the clients 
would use the items in the bin during their meal. 
On 10/16/12 at 1 :20 PM, Client '#6 was observed 
working in the cardboard recycling active 
treatment work. area. Client #6 performed several 
tasks without any assistance or directions from 
staff. Client #6 was not given an opportunity to 
• use the orange pallet jack to remove the pressed 
bale of cardboard from the press which was part 
of his IHP and was given a O for the day. Zero 
scores are calculated into client' s monthly report 
for.participation working toward his goals. Per 
inteiview with Staff F the results will be s~ewed 
giving an inaccurate accounting of client' s 
progress toward completion of the goal. 

For Client #8: 
On 10/15/12 at 8:55 AM, Client#8 was obseived 
at.the breakfast meal. Client #8 's AC (Staff I) 
attempted to feed Client #8 with an ,;1daptive 
spoon. Occasionally, Staff I tried tci get her to 
hold the. spoon, but Client #8 refused and pushed 
the spoon away. 
Individual Habilitation Plan (!HP) dated 11/2/11 
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W 196 the IHP for each Individual client as needed. The IDT 
assessments and prt'grams will be reviewed at their annual 

• • IHP. HPAs and program managers will be inserviced by 

December 17, 2012. 

• Measures the Facility _wlll take or the Systems it will 
Alter to Ensure the Pr,oblem does not recur. 

The ICF will develop a quallly assurance teamlcommlttea 
with -audit tools to monitor program managemen~ program 
Implementation, medlcaUon riiodificaUon plans and adapti~e 
equipment by December 17, 2012 and ongoing with 
reporting of findings to the ODA 1 and PAT Director for any 
needed corrections. 

., 

How the fa~inty plans lo Monitor Its Performance to 
ma Ke sure the Solulions are Sustained. 

The aUallty Assurance Committee team members wm 
perfomi internal audits of al least 5 cllents monthly to review 
and ensure compliance and wi11·meet monthly for the first six" 
months an,d quarterly thereafter. December 17, 2012 and 
ongoing with reporting of findings to the DDA1 and PAT 
Director for any needed corrections. 
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W 196 Continued From page 6 
indicates Client #8 will'touch her spoon with 80% 
success. Review of the quarterly reports for 2012 
show that the client has had a decline in her 
participation with handling the adaptive spoon. 
Monthly reviews associated with this 9bjecfive 
showep that the client was to contimie with the • 
objective as written. The HPA failed.to revise the 
plan when regression was noted in the vocational 
training program. 
For Client #10: 
Clie.nt #10 was observed at breakfast, lunch and 
dinner over the course of meals offered on 
10/13/12 and 10/14/12 in Client #1 o ' s.residence. 

• The client used a'built-up handle spoon. At all 
meals, Client #10 was noted to be able to eat 
independently with the use of the built-up handle • 
,spoon. Clie~t #10 ' s records do not document 
the need or reason for his use of a built-up 
handled spoon at mea!s. . • 

• On 10/15/12 at 1:00 PM Client#10 was observed 
at the horticulture program. Client #1 o was • 
seated in a wheelchair en·gaged in watering 
plants that had been placed in front of him on a 
tray. When Client#10 finished the task he 
propelled himself towards the corner of the room. 
Client #10 had the following vocational training 
objective: will remove empty 4 inch cohtainer 
from tray. Client #10 '1ad been steadily more 
resistive to participating in class; often refusing lo 
even sit at the table according to facility records. 
A monthly review dated 9/11/12.notes "coris.ider 
a .change to the program 'focus. " The facility 
records fail lo address a respoAse to C!iet1I #10' 
s regression in this training objective. 
For Client'#14: 
Record Review on 10/16/12 revealed Client#14 
is to be g'ivem opportunities and encouraged to 
spoon his own medications in applesauce and 
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'! I self-administer the medication orally. 
i Observation of Client# 14 on 10113/12 at 7:50 Ii. 
i AM revealed Staff M spoon fed Client#14' s . , 
! medications in applesauce directly into .his mouth. j 
: On 10/13/12 Slaff M stated·Client #14 will not j 
1 
take medications himself and she therefore must 

i spoon them into his mouth. The facility does n9t 1 

! record and document Client #14 's progress 1· 

/ regarding the medication self-administration 
1
1 

• program. 
N 230 l 483:440(c)(4)(ii) INDIVIDUAL PROGRAM PLAN i 

j The objectives of·the individual program plan , 
! must be assigned projected completion dates. [ 

I I 
I 
I This STANDARD is not met as evidenced by: 
l Based on observation, interview and record 
i review the facility failed to establish skill training 
I objective completion dates for five of six clients. 
Failure to identify completion dates diminishes 
the clients ' opportunities to improve skills and 
provides little framework for staff to evaluate 
clients ' active treatment progress.· 
Findings include: . . 
On 10/15/12 Staff I was observed attempting to 
feed Client #8 a meal.with an adaptive spoon. 
Occasionally, the Staff I tried to have Client #8 
hold the spoon, but the client refused and pushed 
the spoon away. Record review for Client #8 on 
10/15/12 revealed four skill objectives: Touch her 
spoon at 80% with prompts; before ente'ring the • 
bathroom, touch the bathroom door handle at 
80% with prompts; Grasp a warm washcloth at 
80% with prompts; Activate a foot switch to . 
operate a footbath 80% of the time with promp~. 
No target dates were identified f9r any of the four 
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I In order to Protect the Cited Clients and all Clients of 

Lakeland Vmage the FollOwing Measures will ba .. 
1 Implemented, 

I 
! 

The ~~li(y HPAs will ensure that objectives or the individual 
program plans will be assigned projected completion dates 
for cl!ents #1,6,8,12,13. Completion dates wUI be assigned 
lo each objecfive on which the lndhl!dual Is currently working 
on. Completion dates will be Individualized. For each 
objective as~gnad pliori(y, the team will assign a projected 
dale (month and year) by which II Is believed !hat the 
individual will have learned t!Je riew skill, based Qn all Of lhe 
assessment data. This date wru trigger lh~eam to evaluate 
continuou~fy whether or not the indlvldual's progres~ or 
learning curve is sufficient to. war@l1t a re\lision to the 
training program. The assigned HPAs for the ciled clients 
wm complete these actions by December 17, 2012 and 
ongoing. Monitoring by QA Committee and DOA 1. 

The facility HPAs wUI ensure that objectives of au client 
individual program plans ·wm be assigned projected 
completion dates for each objective on whl<!t !he individual 
js currently working on. Completion dates will be 
indMdualized, For each objeciive assigned P.rlO!lty, the team 
wiW assign a projec:ted date (m_onlh and year ) __ by whlc\ it is 
believed that the individual wlll have learned the· new ski01 
based on all of the assessment data. This date ·wm trigger 
lhe team 1o e\laluate continuously whether· or not the 

!
•'individual's progress or !earning curve is sufficient to warrant 
a revisbn to the training prqgram. Tl)e assigned HPAs will 

! add this lnfmmatlon during upcoming program reviews and 

I
i new IHP development December 1.7, 2012- and ongoing. 
, Monitoring by QA Committee and DDA1. 
; 
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1 objectives. I i Record review on 10/16/12 revealed Client#1 's 
1 skill objectives included: Read a tape measure at i 
one inch increments BO% of the time at a verbal i -
prompt level; mop bedroom floor 100% of the 
time on a self - reliant basis; follow the ear mold I 
cleaning instructions 100% of the lime wit~· verbal \ 
prompts. None of the oojectives had target. , 
completion dates. l 
Record Review on 10/16/12 revealed Client #6 i 
had four skill objectives: After meals or snack ' 
times ·place the milk or juice container back in the I 
• refrigerator 80% of. the time without any prompts; i 
when given clean clothing put _ • 

, pajamas/socks/underwear in the appropriate i 
I drawers of his dresser 80% of the time when : i prompted by a gesture; after a bale of cardboard : 
i has been produced push the orange pallet cart 10 : 
I feet away to the pallet 80% of the lime with upper 1 

! arm or less assistance; when planting seeds j 
! push soil around 50% of the base of the seedling 1 
80% of the time with foreanTI or less assistance. ! 
No 11Jrget dates were identified for any skill I 
objectives. , 
Per record review on 10/16/12, Clientlf12 had a ! 
skill objectives as follows: Choose between two 1

1 liquids 100% of the time based on verbal 
prompts; after brushing teeth·return toothbrush to 
grooming drawer 80% of the time with verbal 
prompts and after using the restroom fiush the 
toilet 100% of the time with verbal prompts. None 

. of these three skllls objectives had projected ' 
target completion .dates. 
During observations of meals in the Willow 
residence on 10/13/12 and 10/14/12, Client#13 
dished up one item of food onto her plate. Per 
record reviewforClient#13 on 10/16/12 it was 
revealed that Client #13 had a skill objective 
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The ICF will develop a Qualily Assurance team/committee l 
wiih audit tools ·to monitor programs assigned comJ)!etion 
dates on lhe individual program plans by December 17, 
2012wllh reporting tolhe DDA1 and PAT Director. • i 

; 
The Quality Assurance Committee team members • wi11 
perform internal audits of at leasl5 clients monthly to revlew . i 
and ensure compnance. The committee will meet ~onthly 

I 
I· 

for the first six months and quarterly thereafter. December : 
17, 2012 and ongoing wllh reporting of flndlng, to tile DDA1 I 
and PAT O!rectorfor any needed conections. 
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incorporated on 05/24/12 to take.up to one 
serving of each food item when dishing up food " 
60% of the lime. There was no projected target 
completion date identified. 
483.440(f)(3)(ii) PROGRAM MONITORING & 
CHANGE 

The committee should insure that these programs 
are conducted only with the written informed 
consent of th~ cli.ent, parenis (if the client is a 
minor) or legal guardian. 

This STANDARD is not met as evidenced by: 
Based on observation, record review and 
interviews the facility maintained restrictive 
practices without the review or consent of clients, 
guardians and/or parents. This failure denied 
clients access to personal items. • 
Findings include: 
On 10/13/2012 an inspection of Apple residence 
revealed locked cabinets that contained 
toothbrushes, razors and various other self care 
items. There were no signed consents from the 
clients, guardians and/or parents agreeing to th.e 
restriction. 
On 10/13/12 and 10/14/12 an inspection-of Apple 
residence and Wildrose residence revealed 
locked drawers containing kitchen knives and 
scissors. There were no signed consents from 
the clients, guardians and/or parents agreeing to 
the restriction. 
ori 10/14/2012 an inspection of Wildrose 
residence revealed locked cabinets that 
contained chewing tobacco for Client #5. The' 
client was.allowed a 118th teaspoon of tobacco 7 
times per day and ~e tobacco can only·be 
accessed by staff. There were no signed 

v1 CMS-2567(02-99) Previous Versions Obsolete Event IO:X5V011' 
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I 

W 263 Plan of Correction lor W263 I 
I 

• In Order to Proteci the Cited Clients and all Clients of i 
: Lakeland Viilage the FollowJng Measures will be I 
Implemented. i 

l 

' The facil!ly wm ensure that restsictlve practices are ' 
conducied ontj with the written, infom,ef consent of the i 
cllen~ parent (u the client is amino!) or legal guardian:llems ! 
that are currentty locked up on _Apple and Wildrose , 
r:esldences will be reviewed and determined if the access to : 
knives and scissors are a safety hazard. Written consent will I 
be obtained and pl'8Sent prior to Implementation of any 
raslnctlve program such as locking cabinets. Abridgement of .1 

client nghls will be reviewed by the HRAC (Human Righls 
Adviso,y Commijtee) al Lakeland VillJ!ge·as per ODD PoITcy ! 
5.10, and additional Positive Beha~or Support polcles, The I 
consent wlll be informed and Ute person givini:1 the consenl 

~II be lnfonned of the risks, benefds, alternatives, right lo j 
l refuse and <'!(Jnsequences. Client #5 wiD have a written, 1 

signed consenf!n place for tobacco use, with an ld~nti~ed 1 

need and jusfificafion forthe levetof support aOO monrtonng. 1 
Lakeland VIilage staff wTII ensure the safety of poss~iollS • 1 

while at the same time, ·clients will have access to their 1 

pe~nal items, f.e. toothbrushes, razoi:s and various other I 
self.care items. 
The a,s~ned HPAs will complete Iha appropriate 
abndgemenls by December 17, 2012. Monitonng by QA and 
DDA1. 
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consents from the clients, guardians and/or 
parents agreeing to the restriction. 
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PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCE:D TO THE APPROPRIATE 
DEFICIENCY) 

The Facility will act to Protect Residents tn Slmllar 
Situations. 

The .facility wi!! eisum that restrictive practices are 
conducted only with the written, informed consent of the 
crieni parents (if the client is a minor) or legal guardian. 
Items that are conently locked up on every 
cottage/residence will be reviewed and determined if that 
access is a safety hazard. Written consent wlll be obtained 
and present prior to implementation of any restrictive 
program, Abridgement of client rights who are denied 
access· will be re\'iewed by tha HRAC at Lakeland Village as 
per ODD Policy S.10 and addltianal Positive Behavior 
Support poUcies. ·work procedure LV 3.2 will be follmved 
Which lndudes: lndMduats rights tnat are abridged will • 
include the identified need and justification for a specific 
level nf support, exercising the righl would be physically 
injurious, a specific right would Infringe on the rights of 
others, a person does not comprehend lhe consequences of 
an action related to a specific event The consent wili be 
informed and the person giving the consent will be Informed
of the risks, benefits, alternatives, right to refuse, and 
consequences, Lakeland Village staff wm ensure the safety 
of possessions whi~ at the same time, clients will hava 
access to their personal Items, i.e. toothbrushes, razor.; and 
various other self-care items. 
The assigned HPAs will oomplelo the approprlals 
abridgemenls by December 17, 2012 and ongoing. 
Moniloring by QA Committee and ODA 1. 

• Measures the Facility will' take or the Systems It· wtn 
Alter to Ensure the Problem does not recur. 

The ICF wlU gevelop a quality assuranre team/committee 
with audit tools to monitor abridgements and client's access 
to personal flems by December 17, 2012 with reporting to· 
the DDA 1 andl'ATDireclor. 

How the ~acllity Plans to Monitor Its Performance to 
make sure the Solutions are Sustained. 

The Quality Assurance Committee team membe1S wm 
perform Internal audit& of at least 5 cilents monthly to ensure 
compliance and wm meet. monthly for the first six months 
and quarterly thereafter. December 2012 and ongoing with 
reporting offindings ID lhe DDAI and tha PAT Oireclorany 
needed coirections. 

(XS) 
COMPLETION 

DATIS 

Facility ID! WA4'00 If continuation sheet ~age 11 Of 11 



( 

( 

' \ 

.STATE OF WASHINGTON 
DEPARTMENT OF SOCIAL AND HEALTH SERVICES 
ADSA, RCS, IGF/1D·Survey & Cer.tification Program 

PO Box 45600, Olympia, WA 98504-5600 . 

. November 28, 2011 
CERTIFIED MAIL 7007 1490 0003 4205 8293 

Diane Kilgore, Superintendent 
Lakeland Village 
PO Box 200 
South 2320 Salnave Road 
Medical Lake WA 99022 

RE.: Annual Rece~itication Survey 10/31/2011 through 11/4/2011 

Dear Ms. Kilgore: 

From October 31, 2011 through November 4, 2011, ICF/ID survey staff from the Residential 
Care Services (RCS) Division of Aging and Disability Services Administration (ADSA) 
conducted a recertification survey at your facility to .determine compliance with .Federal 
requirements for ICF/ID facilities participating in the Medicaid program, The CMS 2567 

. Statement of Deficiencies for the recertificatil;,n survey is enclosed. • 

Plan of Correction (POC) 
.. . 

You must detail a· POC on the enclosed original CMS 2567 form for all deficiencies. Your PQC 
must at minimum 'address each of the bulleted items below. 

·• How the facility will correct the deficiency· as it relates to the resident; 
• How the facility will act to protect residents In similar situations; 
• Measures the facility will take or the systems it will alter to ensure that. the problem does 

not recur; . 
• How the facility plans to monitor its performa.nce to make sure that solutions are 

sustained; 
• Dates when corrective action will be completed (no more than 60 days from the last day 

of the inspection); and . 
• The title of the person or persons responsible to ·ensure correction for each ·deficiency, 

You must also send the original 2567 form with your POC signed and dated to the. Manager. 
below no later than 1 O calendar days after you receive this letter. Failure to submit an 
acceptable: POC by the 1 Dth .calendar day may re.suit in the imposition of remedies. 

, 
Robert McClintock, Quality Assurance Administrator 

lCF/1D Survey and Certification Program 
Residential Care Services, Mail Stop; 45600 

PO Box 45.600 
Olympia, WA 98504-5600 

. Office (360) 725-2419 Fax (360) 725-3208 

( 
( 



Diane Kilgore, Superin' :lent 
November 22, 2011 
Page2 

RCS· will use the P0C as a part of the basis for verifying whether the deficiencies have been. 
corrected. If you modify your P0C after submission, you must immediately notify the above 
office in writing. Any P0C modification must address each "W" tag nuinber with related 
details about any modiffoations. • 

Informal Dispute Resolution {IDRl 

You have an opportunify to question cited deficiencies and/or state actions initiated in 
response to them, through the state's it1formal review and dispute resolution process. . 
Unless you become entitled to a fe(:leral administrative hearing following imposition of a· 
federal remedy, this Will be your only opportunity to challenge the deficiencies described on 
CMS Form 2567. • 

To request an informal dispute resolutiqn (IDR) meeting, please send your written request to 
Robert McClintock, QA Administrator, PO Box 45600, Olympia, Washington 98504-5600. If 
you request an IDR, you must still submit a P.0C within the time limits described above. The 
written IDR request should: 

• Identify the specific deficiencies that are ·disputed; 
• Explain why you are disputing the deficiencies; • . 
• Indicate the type of dispute resolution process ypu prefer (face-to-face, tele.phone 

conference or doc.umentation review);and . • 
• Be sent durir)9 the same 1 O calendar days yciu have for submitting a POC for the 

cited deficiencies. 

' During the informal process you have the right to present written i;ind/or oral evidence refuting 
the deficiencies. An incomplete review and dispute resolution process will not delay the 
effective date of any enforcement action. 

If you have any questions concerning the instructions contained in· !his letter, please contact me 
at (360)725-2419. 

Enclosures 

cc:- Janet Adams, DOD 
ICF/1D File 

Sinceriv'J)~ ,d~-
Robert Mcclintock, QA Administrator 
ICF/ID Survey and Certification Program 
Residential Care Services 
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W 000 INITIAL COMMENTS 

This report is a result of an Annual •• 
Recertification Survey conducted at Lakeland 
Village School on 10/3.1/11, 11/01/11, 11/02111, 
11/03/11 and 11/04/j1_ A sample of 13 residents 
was selected .from a census of 126. • 

The survey was conducte_d by 
Gerald Heiiinger • 
Janette Buchanan 
Ter,y Patton 
Mark White 

The survey team is from: 

Department of Social and Health Services 
Aging and Disability Services.Administration 
!CF/ID Survey and Certification Program 

• 1949 South Slate Street, MS: N27-23 
Tacoma, WA 98405-2850 
Office Phone: (253) 476-7171 
FAX: (253) 593-2809 

W 104 483.410(a)(1) GOVERNING BODY 

The governing body must exercise general policy, 
budge~ and operating direction over the facility.· 

This STANDARD is not met as evidenced by: 
Based on observation, record review and siaff 
interview, it was determined the faileil to ensure 
the facility fixed a damaged bench, table, and 
door and also failed to property store corn meal. 
Failure to properly store food may leaa to 

. contaminati6n of the food. Failure to properly 
maintain a·fire exit door and facility furniture may 
result in injury to Residents. The facility does not 
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RECEIVED 
OSHS/AtJ~/:l 

JAN \J t: l,,:! 

Residential-Pare ;;erviW!i . • 
Certttied Residential Programs 

W 1 04 Plan of Com,ction for W104 

1. The Superintendent wm issue a directive to ·an 
4ikeland Vmage employ~ and volunteers to 
follow the requirements of Lakeland VUlage 
procedllres LV 9.4 •Hamrds: ldentfficafion and 
Response'; LV RS "Monitoring IMR/NF Livirg 
Units/Training Areas•; LV 9.8 "Safety lnspectiol) 
Program"; LV 10.12 'Safety: Responsibilmes of 
Managers,. Supervisors, Employees" and ~ V 
10.21 "Wmk On;lers•- to immediately report any 

, maintenance, environmental health and safety 
problems. Area supervisors including AC 
Managers and members of the Safety 
Co1JI111ittee conduct . regular safety auditing 
using OiE! forms attached to these procedures. 
Safety Committee members wm audit their 
assigned aJUas quarterly. Area supervisors 
Including AC Wla:nagers wlll condtict monthly 
safety ·inspactioris. AU staff and volunteers 

(X51 
COMPLETION 

OATIS 

• {X6) DAT!= 

z . A / t . • ~r.17 !/, ?.tJ I 2-
A, ~ciency s ternent ending witH an 'asterisk r) ~ffotes a de_ficiency which the Institution ITlay,tfa/e~cused om correcting providing it Is determined that , • 
( ·rl'~guards provide sufficient protection to the patients. (See instructions.) Except for n.ursintr{omes, the findings stated above are dlsclosable 90 days 
h.> ..... ning the date of survey whether or not a plan of correclion Is provided. For nursing homes, the above findings and plans of cprrection are dlsclosabfe -1.4 
days following the date these.documents are made available to the facility. If deficiencies are cited, an approved pla~ of correction is requisite to continue; 
program partfclpatio~. • 
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Continued From page 1 

have a system which assures staff follow an 
ongoing and sustainable program which requires 
staff to immediately report maintance, 
environmental health and safety problems and 
assures the problems are promptly corrected 
before residents are harmed.. • 

The findings include: 

1. On 11/2/11 observation revealed the mitered 
trim around·a wooden bench in front of Pinewood 
House was·splintered, coming apart, and a·screw 
was protruding. Residents who use the bench 
could injury themselves .. .Direct care staff (staff 
#2) verified that Residents use the bench.• 

2. On 11/2/11 direct care staff (staff #2) was 
observed hitting her hip against a fire exit do_or at 
Pinewood House to force the door open. 
Residents who were weak or disabled could be 
Pl!t at risk during ·a fire. Staff #2 verified the door 
had required force to open it for 2 or 3 days, since 
the weathi,r had turned cold. 

3. On 11 /2/11' two twenty-five pound paper bags 
of corn meal were·'observed sitting behind an 
empty cart oh the floor orthe freight 'elevator of 
the faciijty '.s kitchen where. Dietary Staff (staff 
#4) verified the corn meal W<JS on the floor of the 
freight elevator because there was not room on 
the cart for !he paper bags of com meal earlier in 
the day when staff moved food items from the 
outdoors loading dock to the tiasement dry • 
storage area. 

4. Observation on 11/1/11 of a picnic table-at a 
facility recreation area called· " Frog Hollow" 
revealed a board was .broken with a p;.rt of it 
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PROVIDER'S PlAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 
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findlhg a s;;ifety and/or environmental hazard 
are eXpec:ted to take steps to imni.ediateli 
protect any clients from the hazard or safety 
issue and submit a work older lo correct the 
problem. As part of the annual •performance 

plan r~view process all staff Eire to review the 
Lakeland vmage Procedure Manuai annually M • 

and document on the Annual Review Checklist 
that they have done so. 

Completion Date: 12/30/11 and ongoing 

2. A work orderwas'submitted by the AC Manager 
to repair the bencb; lhe work was completed by 
CSS on November2, 2011. 

Completion Date: 11/2/11 

3. A work·orderwas submitted by the AC 3 on •• 
Pinewood that was difficult to open. The repa[r 
was completed by CSS on Novem_ber 2,_ 2011. 

Completion Dale: 11/2/11 

4. Dietary staff will be retrained ln the requirement 
not to place food ilems an the floorbY the Food 
Manager. This wUI include a remfmler iiol to 
overload theJood cartwhan·uslng the elevator 
to the extent'the cart beco[!les unbalanced 
tequiring food ilBms to be placed on the floor 
when enterfug and/or exiting the elevator. Food 
Manager and/or designee will ~ndUct periodic 
spot checks (at least monthly for six moriths and 
quarterly thereafter) to verify food is not being 
stored·and/or placed on the floor. 

Completion Date: 1/6/12 and ong~ing 

5. A work order was submitted by the Recreation 
Specialist lo repair the picnic benches and 
tables at F.rog HoUow on November 10, 201.1:· 
the repairs were completed ~Y yss on 
November 13, 2011. 

Completion Date: 11/13111 
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STATE OF WASHINGTON 

DEPARTMENT OF SOCIAL AND HEALTH SERVICES 
ICF/MR Survey'& Certification Prog113m 

1949 South Stc\te Street, T!!coma, WA 98405·N27-23 

October.27, 2010 

BY.FACSIMILE 

Diane Kil_gore, Acting Superintendent 
Lakeland Village 
Po BlilX 200. 
Medical ~ake, WA 99022-0200 . 

RE: Recertification Survey 10/04/2010-1Q/14/2010 

Qear Ms. Kilgore: 

Included with fhis letter you will find the draft CMS 2567 Statement of Deficiencies 
(SOD) which resulted from a recertification survey completed pn 10/14/201b. • 

Please be: advised of your right to review this draft survey and submit any additional • 
information to clarify or dispute the survey team's·findings. Your response sho4ld be 
faxe.d to the ICF/MR Quality Assurance office and arrive ho l_ater than two working -days 
after the date the draft was fiixed to ypur facility. • ' 

' In the event that there is ndt a dispute With ttie survey findings, cir once ·any· 
disagreements pertaining to the ·survey report have been resolved, the S00 will be· . 
considered final and fne Plan of.Correction (POC) will be due within ten calendar clays 
of.receipt of the final SOD. 

lh order "to meet the ten day·timeline, you :may write the POC onto the fa><ed copy of the 
SOD·for review py the !CF/MR survey team and fax it back to this office, signed and 
datecl, to: 

.. ICF/MR Survey and Certification, Program . 
Residential Care Services, Mail Stop: N27-23 
1949 S. state Street • . • 
Tacoma, WA 98405 • 
Office (253) 476°7176 Fax (253) 593~2809 

After review. of the POC by ICF/MR te?m, the ·original SOD will then· be mailed to.your ' 
facility_in Qrder to add the acceptable PQC. A copy of the guidelin~s for an acceptable 
POG ls included with t_his fax. · • ••. · • .. -' 



Diane Kilgore; SuperintL .. ,ent 
October 27, 2010 
Page2 

• Thank you for your attention to this matter. 
' . 

·~ .. 

10m Farrow, Field Manager 
ICF/MR Survey and Certification Program 

' 

. ' . 

l 
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REQUIREMENTS FOR AN ACCEPTABLE PLAN OF CORRECTION 

Authority: 

• . 42 GFR. 488.28(a), 488.456 {b){t){ii), 488.28(a)(c)(1){2)Q,iil(d), 442.105{b), 442.110(c)(2), 
442.161 (d)(3)(i0 . " 

CMS State Operations Marn ml (SOM), Publi9atlon 7, Transmittal #1 3/98 (2728)(3007), 
Transmittal #6 3/99 {3006.5) • 

Acceptable Plan: 

1. All data tags cited on a survey must have a pl~n of correction. 

. ·. 
2. The first page of the plan of correction must be signed, dated, and include the title of the 

individual signing the plan. Subsequent page.s -of the plan must pe signed or initialed and 
dated by the person signing the plan. • 

3. The plan ofcorrectio!l must be received by the ICF/MR office no later than ten calendar 
days after the provider's receipt of the statement of deficiencies. 

4. 

. . 

Core elements. of the plan of correction: ( each element needs. tci be specific. and realistic) 

a. How the corrective action will be accomplished for Individuals found to have 
. been affected by the deficient practice; 

b. How· the facility will identify other Individuals who have the potential to be • 
affected by the same deficie'nt practice, and how the facility will act to protect 
Individuals in similar situations; ' • 

c. What measures will be put into.place or systemic changes made to 
ensure that the deficient pfactice will not recur; 

d. How the facility will monitor its co,rective actions/performance to ensure that 
the deficient practice is being corrected and will not recur, i.e. what progra.m will 
be put into place to monitor the continued effectiveness of the systemic change 
to ensure that solutions are p~~nent; and 

e. When ,;orrective action must be accompli~hed (within ·a reasonable period of 
time - general!y no longer than 60 calendar days). • 

9/IM!l 

1 ofl 
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~CF ,f'l'tOOIOER.~ ' 

~~llAGJ; • 

... . , . 
·This repmen1~ultof<3Receriif~rJll5J;Wey· • ." . 
coodu.cted at Lakeland \lillage1itim 10/4lill • . . , • 

• ihtOugh 10nifl10 co~ted by Gerald 1-lelfll)Ser, 
Katliy 1-lelnz. Ma~"Whlle, Teny_Patton and 
Geo{ga Rogers !rom: . . ' • 

'0.s.H.S. 
Aiirrie. ancl Oisabu,ty Servioi:s Admin~liPD 
ICFJM"R SuM!Yond' CertlffcaUon Progr.ml· 
1,S49 Soulh stale Str~t, MS:N2?'-23 
Tacoma, WA 9840S-2851i • 
Office'P'hone:.~3} 4.76--7171 

.. . 

. . . . 

' ...... ,. 
,. 

l 
F.I.IX; (253) 593-28~ 

'{'11.04· 483A_1G{aj(1) GOVERNING.BO~Y 

.. PlmtofO>rredion fotW104 . i._-. 
• 111/j.1'04 • 1. . FOO!il)'wlll relmin111e,2 irivolvod nuraing : . 

&fa[ on NW>ing Procedure4.1 MedlcaUOjl r 
Ad111ini,tra[on and Nllrafng PfOCB!fuJ>l 6,2, I 
Eirlmalfe.amg ltlbes 10.l!IISUffllheyanl 
aw,,re aod a>mp~ '11111 Ille contente of Iha 
procedum. Facllilf wm 1hen·•poldloo!< 111• 
nurses ffiolved and mire crm:ct 

The governing bc:!dy must exercjse g,eneral porq;_ 
bud!Jef, am! operaliI!g t!iredion ~ver lhe f~lify, 

compDance wilh 111a pma,dllre, 

2. ." A!lrun,i{tg<iaffwilnr,lewNwsing 
Procedu,e4.1 Medi::allonAaminlsr.iUon • 
and Nul!in!I Procsc!U1"1!,2i:nin/l!lfiJGdl.~ 
lllbes lo insurolhay1re ~doo<0mp~ . 
Wllh lhe o,n~nb! of111a pmcedma, 

Resporn!ibla l'eman: RN4s , 

ICCJ\I \I ,{,J V V f -

. ~--.
~ . p,,m. 

,. 
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TVJUving ·room oalT)ling ;m unlabeied cup ;md 
gave the meoicati6ns.rn lhe CUP.. !o~ple . 
-Resident #7. The nul'Se did not have a picltlre af 

: . -Resk:lent#7·With !Jirri and he·had initialed lba ~ 
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.administenng lhe medicalion. Review or 1he 
• racmty • s Nl'irslng Procedures 4. ~ and 2.1r 011 . • 
1 omto revealed that nu~ administering ' • 
medication to· a resident av,ay from the 

• medication cart must wn1e lhe resident· s name 
on !he madicatloh cup, compare !he resident ' s , 
picture ta the residerit, 1a1nd no! Initial the M,>.R 

undf afler: !he l')ledk;ation Is admir!Is.lered. 
Interviews on 10/6/10 and 10/13/10 With lhe 
Registerei:l Nurse 4 verified that Nursing; 
Procedures 4.1 and 2.6 Sfe! In effect and shoulif 
have been followed. 

ii
2 Ob~rvalion on 1 orr/10 ill 8:00 AM et AP.pie 

of a nurse dUrJng medicatioMidm!l)lsftation 
passes to 2 Expanded Sample Reside$ (#'IS. 
snd #19) revealed that 1he nur:se did not wear 
l;Jloves, did net u~ hand sanitizer. arnf did not . 
wash her hands. lh addilioa, Ille nt11se spilled 
medications onlo 1he lop-of the 'medlcatlon cart, 
then picked up the medicijtions wifn her bare • , • 
fingers and adminlslered the medic.aliens to the 
'residenL Revie',v on 1 Oll /1 O of the faciul'J' '.s 
Nursing Procedure-4.1 reveals Iba nurse ls 
required to. change glol(es, wasti hands, or use 
hand ,;:m(llier when contaminated and between 
reeidents. 1Jiis procedure atso requires lhaf aciY, 
me,;!lcalions must be disposed of-iafler eon!a,cting • 
!he surface of lbe medication cart; Vl(!uch had 
been contaminated by !he nurse and her clothihg_ 
iovching iL Interview on.10/1::/10 with the . • 
Registered l'>lUr.se 4 V~ied llia(Nur:sing • . 
Procedure 4.1 Is in el'ted: ancf should have been 
followed, • • • 

- 3. Observation Oil 1on110 al s:0DAM a\Appte 
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'w-10,i' Conlinued From page2 ::. ·, •• -, -w·10/ 
llc1 a nuisMevealed 1hat Ille ll!IISe JeftJbe ' 
iiisdi!:lafto() 100111 willl unlabeled .cups al'Jd -.1 • · 
io[Q th¢ iY/LMng room and adlJ)lllisfeied ibe.. . . 
medicalfions rri ~ cups lo"Sampre.f.le!ijc{enl 
#14 wllliout cx,mpa11og a pfcture of the Resid~ 
to him. The nurse admlnfatered the medic:atioDS. 
lh(ough F(~ldent#14"' s 9astril::rube•(~i:oill. , 

• . ltlbe used .to give, nutrlb"Dn and metficalii:JnsJalbe 
resideolJ; However, 1/le nurse o!d11ofllusn the_" • 
gastric -(u!)el wilh waler after the.lastmedicalioi!, 
~!pre .s1artiJJY !he Res.ii.ienl ' s Uq.llicl feeding. ' 
Rev.iawon.10/13/10 of)hc fa:clJ\ft' sNursing' 
Proce(lure 6.2 fevears Ole n.urseinll.st always 
flush the gastric tube Wllh ·water afle( • ' 
adminlsll,dog medkallcns. Ni,\r.;e' Pl):Yaedure 4.1 
requires lhat nl)!SeS admihisteriog'.!ne(fi;::al(ons 
away./rorn lbe m'4icalf0n c;arf.musf-wrtle- lhe . 
rei;idetit.' .s name on -the rnedicalimi·Cl1p end 
• compare the resfdent • s p/cf!:ne-to lhe-resf(leoL 

" lnl.emews on 10/7/10 a11d 10/13/10w!llt lfle 

'• 

-. 
·' 
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' Plan afCO!JOC\i<>nlorl\'-140 

. 

. Re:gistered Nurse 4 verified IQafNu/Sihg • 
.Procedu~ 4, 1 arid 6,2 are in effecland shoo)d 

" . . I.rave been foflowed, 
1. The fltml desk will ,.nd out 'Ila·. "!"'n°I 

notilicadon monthly 1D all meas infOrmiog lham ! • 
• oftbek",l)r) ddll ""luitellleni. 1 • 
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The facility must held IWil<:Ualion-drllls a{ feast • 
quarterlt, fdr eaciJ dll!t of peisonoel. • •. • • : 

This.ST.ANDAAD· isnotfiljat·a:ieVide®,!,.d 1/r-: • •• 
:- Based oo reQOl'dtevleW'aad-inter.Mw,:veliflO:i~1-

it was detem)lned llie-fa,clh'f¥ ~!{et! 10 ~U ct. ifri:i: • ' 
cfn"$, -for eacli house, durintf eaeb shill. for~ . • 

-. ·-qua(l.er.of the _ye-3r, FtndiiJSs-Jn~<!e: • '. - . . . 
.· 

'.. •. ·.Rel(iewon10llll1oO'(lf:l/ielacinfy.'sl!re-Q!fll- ,.,. 
• ',;.,..,,.,... i:evealed·'"""'84'/85·Suniisedict riPt • ' •. : ,-""41"""'•- ~IG), •'• . ~ 

• • Jlcx:mnertUhat1lr!:: 4fo'lls }lad-be.en tood~ In • :
<>ctow·~d-N~of 20Q..9 or Jli!y. ZN O. • . 
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lnterdew"with Ille faai[(y PlantMalla(lSr ori .. 
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1oi7/10 V<ill'fiocf th~! those dH'l!s had 110.tbeen 
. doctmiente<f. 

,. .. 
W. ;i41 41!3(47!1(i)(1)i:YACUAT10N_ DRILLS 

The {act1ity must hold eV,;!cuafiort dn1fs Undet .. 
-vari<m ccntl/HonsC • • • . • . 

• . ' 
Thi9STANDARD' is not met as evidenced ti/; • 
Based on rec:ori:l revtew -a,ni:I lnteIViaw 1/elifi,;a!iQn, . 
. lt was t;!eiem,med !be racllify failed to conducl.fue 
drills at different limes of-the ,lay. findings 

,. •·nc1 d • • 
I ,U e. . . . 

-RevieW of !he fooility • s lire· cfrill l""'pc)lts on : • 
·1Dl6/10 reve-ale.i\ /flalall of fheiaa1ify '." nl:lllise5 
:C()li<,lucted all of !he nightahiff. lire :dn11s.betweel! 

,. the hours of 5:30-N,.f and s:3o A¾, 1n adailibl:li 
, •. .95 E!igfoo~ ever9teen aod 72ml P-111<jWO(ld • • 

a,nduoted the a Ile moon shift-lire drills be:twlaen • • 
;3:00 PM-and 4:30-PMfo~ i.n fourqum:ters; Thlw, •. 
cf four afternoon fire dn'l!s for 7SflS.WlilovrVlefe· • 
cond®t.K! between 3:iio· PM and -3:33 PM.. . : . 
Interview wil!rAdmlnistr.:itive ~ff on 10/711 o 
verilied the dr1lls were condl.f<lled dutit!S \hose 
liirte frame's.. . . . • • . • 

W :44'8 48.2,470(l](2)(1v} EVACUATION EJRIU.S. • . . . . . . 

Thejacilil;,•must invesli~ 'all problems with 
iivatualion drll!s; inol!)!ll'n!I ac,;1aeri~.: • •. _ 
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Plan of C<Hmdian attached i:D .lhe Fre _. 
Ala<m Ropod. 
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W 448 CmlJllllled'from page 4 
'. ·Reviewoa 1'0/6/fO of.llJefaalli!Y' s fire <trill 

repdr,.islbt'59Doll.J1/a:s.f!lY'.eiafll"d[W;>R~ts 
.... • • • • refus!!d·fo-evacm,ta .lhe bQ!l<f'uig dutlllg lhe .. 

' morning 'wilt lire:dlill'held tit 10:23 Ml an 

.. , 
• 412Bf.lO. ln~lewWllh admlnisbaliVeswffon 

10111'10 verified ihat two Residents.refused to. 
era:caafe i)ie buifding and° ihere'Wias-110 • 
iavesligatiqn~o de_lem\UJS i.!lby-tbe)(r~fUsed lo 
evacuate lhe bµildlng or if flus was a cllron"!c. • • 
prol*.lm, ln '!cRl!hon, the adminislm!lve :;l,lff 

• ~ ~ was no faciT~ system in plaQD{o 
. , fns.u~ in9estigati0ns wer.e ~qcted fol!owlng 

,: ; l!IE9-k:liL~;w!_.a~22 ·'. • '' 

} .. 

' ' 

2. The llJl'8 •uµav!sod~aeo l'lill insure 
lhelr .staU ;ue l<noivledgeat,~ of """"4uie 
chBages 1lilot>.lh Jhe!r,rlaJ! ,na,11ng,. 

l\esl'JIISiblll P.,,.;n: Mm &l~r.i 
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Manllar. Arna O.imctoor ' ' ., 

, ; Comple6on!lai,: 1:1127/10 • 
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illEinlified 'pl'0blelt)S lhalal'OSe durlng Jim dn11s. 
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s,ra~lion dalls and !aka <lo/Ieetive actrcn. . • 

:. This-ST.ANr;:iARD ·Isnotme!es ev,j:jencedtiy: • 
Eased on =~~and in~verilical!ctl, 
it-was determined 11Je-fat:jilly~ed11l develop -1. . 
Plan of C'<arredioo (f.oC}ior an idenli/ie;d pn,lileµJ. 
di:;o:wered during. a fire drill Fincf1119a lnclude: • 

. , ·R.wiiaw onJoiti!1 o. of.the feclfl!Y • ~fi~<flilf 
-repotis.re~!ed !Wn:~d~!s; at$0q_ugfas. • 
refu'sed IQ, evac:q;a!e the bill~A!Ji i;lurihg ;; tir.e aiill . 
bl91d•on.4128/{011do:2::i /\M. niefaoililr,dkh10t : . ; 
doc.umen(.aP'oC;to lnsO{l;?-~.ResJi;!entswiajr:cf, ,' 
,mlctla(e duriog ~uentfjre drilt$:- 1Dl8WII'(.', , • 

. • . .w1ib.admicif*'3tlee·stalf<irr lor711.0 vel'.'Jfied.no· 
' .Pod.ba.r;lbeen'i!eve~ . •• 
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1. The.,.. SUJ)eM!oddasignee will lnswo 1 
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W 000. INITIAL COMMENTS 

This report is a result of a Recertification Survey 
conducted at Lakeland Village from ·10/4/10 • • 
through 10/14/10 completed by Gerald Heilinger, 
Kathy Heinz, Mark White, Terry Paj\on and 

• George Rogers frorri:. 
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W 104 483.410(a)(1) GOVERNING BODY 

The governing body must exercise general policy, 
budget, and operating direction over the facility. 

This STANDARD Is not met as evidenced by: 
Based on observations, review of written 
procedures and interviews, it was determined the 
facility failed fa insure nursing staff correctly 
implemented medication administration 
procedures. Two of seven nurses were 
observed not following the facility medication 
procedures: Findings include: -
1. Observation on 10/5/1 D at 10:25 AM at 
Bigfootllrevealed that a nurse left the' . 
medication cart in the dining room _and went to the . 
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I 
s_· TATEMENT DF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDERISUPPLIERICLIA 
IDENTIFICATION NUMBER: 
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TAG 
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W 104 Continued From page 1 
TV/LMng room cariying an unlabeled cup arid 
gave the medications in the cup to Sample 
Resident #7. Thernurse did not have a picture of 
Resident #7 with him and he had initialed the 
~edication Administration Record (MAR) prior lo· 
administering the medication. Review of the 
facility ' s Nursing Procedures 4.1 and 2.6 on 
1017/1 O revealed that nurses admin'istering 
medication to a resident away from the 
medication cart musfwrite the resident's name 
on the medication cup, compare the resident' s 
picture to the resident, and not initial the MAR 
until after the medication is administered. 
Interviews on 10/6/10 and 10/13/10 with the 
Registered Nurse 4 verified that Nursing • 
Procedures 4.1 and 2.6 are in effect and should 
have been followed. • • 
2. Observation on 1017/1 o at 8:00 AM at Apple 
llof a nurse during medication administration 
passes to 2 Expanded Sample Residents (#18 
and #19) revealed that the .nurse did not wear 
gloves, did not use hand sanitizer, and· di.d not 

. wash her hands. In addition, the nurse spilled 
medications onto the top of the medication cart, 
then picked up the medications with her bare 
fingers and administered the medications to the 
resident. Review on 10/7/1 o of the facility ' s 
Nursing Pr.ocedure 4.1 reveals the nurse is· 
required to change gloves, wash hands, or use 
hand sanitizer when contaminated and between 
residents. This procedure also requires that ariy 
medications must be disposed of after contacting 
the surface of the medication cart, which had 

• been contaminated by the nurse and her clothing 
touching it. Interview on 1.0/13/1 o with the 
Registered Nurse 4 verified that Nursing 
Procedure 4.1 is in effect and should have been 
followed. 
3: 'Observation on 10/7/10 at 9:00 AM at Apple 
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W 104 Continued From page 2 
■of a nurse revealed that the nurse left the 
medication room with unlabeled cups and went 
into the TV/Living room and administered the 
medications in those cups to Sample Resident 
#14 without comparing a picture of the Resident 
to him .. The nurse administered the medications 
through Residen.I#14 's gastric tube (external 
tu.be used to. give nutrition and medications to the 
resident). However, the ·nurse did not flush the 
gastric tube with water after the last medication, 
before starting.the Resident's liquid feeding. 
Review on 1011'3/1 o of the (acility ' s Nursing 
Procedure 6.2 reveals the nurse must always 
flush the gastric tube with water after 
administering medications. Nurse Procedure 4.1 
requires that nurses administering medications 
away from the medication cart must write the 
resident ' s name on the medication cup ahd •• 
compare ·the resi_dent.' s picture to the resident. 

- Interviews on 10/7/10 and 10/13/10with the 
Registered Nurse 4 verified that Nursing 
Procedures 4.1 and 6.2 are in effect and should 
have been followed. 

W 440 483.470(i)(1)_EVACUATION DRILLS -

The facility must hold evacuation drills at least 
quarterly for each shift of personnel. 

This STANDARD is not met as evidenced by: 
Based on record review and interview verification, 
it was determined the facility failed to conduct fire 
drills for each house, during each shift, for each 
quarter of the y_ear. Findings include: 

Review on 10/6/1 o· of the facility ' s fire arill . 
reports revealed thaf84/85 Sunrise did not 
document that fire drills had been conducted in. 
October and November of 2009 or July 2010. 
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l_nterview with the facility_ Plant Manager on 
1017/10 verified that those drills had not been 
documented. . 

W 441 . 483.470(1)(1) EVACUATION DRILLS 

The facility must hold evacuation drills under. 
varied conditions. 

This STANDARD is not met as evidenced- by: 
• Based on record review.and interview verification, . 
it was determined the facility failed to conduct fire 
drills at different times of the da/ Findings 
include: • • 

Review of the facility ' s fire drill n,ports on 
10/6/10 revealE\d that all of the facility ' s houses . 
conducted all of the night shift fire drills between 
the hours of 5:30 AM and 6:30 AM. In addition, 

• . 95 Bigfoot, Evergreen and 72173 Pinewood 
conducted the afternoon shift fire drills between 
3:00 PM and 4:30 PM for all four quarters. Three 

·of four afternoon fire drills for 78179:Willow ¥>'.ere 
conducted between 3:30 PM and 3:33 PM. 
Interview with Administrative staff on 1017/10 
verified the drills were conducted during those· 
time frames. 

W 448 483.470(i)(2)(iv) EVACUATION DRILLS 

The facility-must investigate all problems with 
eva-c:uation drllls; ini:ludlng accidents. 

This STANDARD is not met as evidenced by: 
Based on record review and interview verification, 
it was determined the facility failed to Investigate 
a documented problem that occurred during a fire 
drill at 59 Douglas, Findings include: 
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Review on 10/6/1 o of the facility ' s fire drill 
reports for 59 Douglas revealed two-Residents 
refused to evacuate the building d.uring the • 
morning shift fire drill held at 10:23 AM on 
4/28/10. Interview with administrative staff on 
10/7/10 verified that two Residents refused to 
evacuate the building and there was no 
investigation to determine.why they refused to 
evacuate the buiiding or If tliis was-·a chronic 
problem. In additfon, the administrative staff 
revealed there was no facility system in place to • 
insure investigations were conducted folrowing 
identified problems that arose during fire drills. 

W 449 483.470(i)(2)(iv) EVACUATION DRILLS 

The facility must investigate all problems with . 
evacuation drills and take corrective action. 

This STANDARD is not met as evidenced by: 
Based·on record review and interview verification, 

• it was determined the facility failed to develop a 
Plan of Correction (PoC) for an.identified problem 
discovered during a fire drill. Findings include: 

Review on 10/6/10 of the facility ' s fire drill 
reports revealed two Residents, at 59 Doµglas, 
refused to evacuate the building during a fire drill 
held on 4/28/10 at 10:23 AM. The facility did hot 
document a PoC to insure these Residents would 
evacuate during subsequent fire drills. Interview 
with administrative staff on 1017/10 verified no . 
PoC had been developed. 
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W 104 Continued From page 2 
missing. The remaining portion of the board had 
jagged. edges which could present a hazard to 
Residents. Interview on 11/4/11 of Staff #7 
revealed Residents use " Frog Hollow" . 

W 336 483.460(c)(3)(iii) NURSING SERVICES 

Nursing services must include, for those clients 
certified as not needing a medical care plan, a 
review of their health status which must be on a 
quarterly or more frequent basis depending on 
client need. 

This STANDARD is not met as evidenced by: 
Based on observation, record review and 

interview verification, it was determined 2 of 13 
Residents (#5 and #6) did not have a current IMR 
Quarterly ·Nursing Health-Care Reviews. The 
Quarterly Nursing Health Care Reviews require a 
Registered Nurse to physically examine all of a 
Resident ' s body systems at least every three 
months and to initiate any actions necessary to . 
address problems found during the examination. 
Failure to complete the Quarterly Nursing Health 
Care Reviews may result in failure to promptly 
detect and treat health care problel'[ls a resident 
may have developed. The facility ,;loes not 
assure adequate staff coverage to enable nurses 
to address emergent problems, as well as 
non-emergent preventative and detection tasks, 
such as the quarterly health care status review. 

The findings include: 

Review on-11/3i11 of the records for Resident #5 
revealed his most recent !MR Quarterly Nursing 
Health Care Review was.dated 4/12/11. Review 
on 11/3/11 of the records for Resident #6 
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• W 336 Plan of Correction for l'/336 

1. The quarterly nursing assessments missing for 
the two cited clients were completed by the 
assigned RN Team leader on November 16, 
2011. 

Completion Date: 11/1611 

2. The ICF Nursing Supeivisor (RN 4) will 
• direct RN Team Leaders to complete 

assigned quarterly nursing assessments 
prior to the Quarterly Health Care Reviews 
and !HP. RN Team Leaders who believe 
they will need addltlonal time to complete 
the required quarterly nursing assessments 
will notify the Nursing Supeivlsor enough 
time in advan~e to request protected time 
to complete required assessments Once 
notified, the ICF RN-Supervisor will adjust 
staffing in older to permit the RN Team 
Leader adequate time to thoroughly assess 
and complete quarterty nursing 
assessments. 

Completion Date; 12/30/11 and ongoing 

3. Prior to Quarterly Heall!, Care Reviews, 
the ICF Nursing Supervisorw!!lverify the 
quarterly nursing assessments are ready to 
present at the Quarterly Health Care 
Reviews. Revisions as needed will bi 
made at the Quarterly Health Care Review. 
• RN Team leaders will notify the Nursing 
Supervisor or designee when these have 

. been comp~ted and the assessment ls 
filed in the client record. Using the IHP 
assessment checklists, the HPAs wm notify 
the ICF Nursing Supervisor of any annual 
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revealed her most recent IMR Quarterly Nursing 
Health Care Review was dated 1/31/11. 
Lakeland Village Nursing Procedure 1.4 states 
that prior to the annual revfew and quarterly 
reviews a Registered Nurse Case Manager will 
complete a Nursing Health Care Review. 
Interview with the Registered Nurse Team Leader 
(staff #1) verified she had not completed current 
health care reviews for Residents #5 and #6 
because she was team leader for all the residents 
of three houses and could not keep current on all 
quarterly health care status reviews. She states 
she has too much to do and there are not enough 
nurses to keep up with everything. The Nurse 
Manager stated there are supervisory staff 
vacancies. 
483.460(1<:)(2) DRUG ADMINISTRATION 

The system for drug administration must assure 
that all drugs, including those that are 
self-administered, are administered without error. 

This STANDARD is not met as evidenced by: 
Based on observation, record review, and 

interviews, the facility failed to administer all 
medications according to tbe Physician ' s 
Orders. A facility .nurse was observed 
administering Benefrber (a natural supplemental 
dietary fiber in powder form which must be 
ordered by a physician) to Resident #1 on 
11/1/11. Review of the Physician 's Orders and 
Enteral Order (diet order for someone receiving 
·nutrition via a tube) for Resident#1 revealed • 
there was no order for Benefiber. Interview with , 
the.Nurse Manager revealed the fac;ility' s system 
for cross-checking and updating.Medication 
Administration Records (MAR) had not caught . 
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nursing assessments not avalfable for the 
IHP meeting. Immediate steps will be taken 
to·correctthe problem by the ICF Nursing 

. Supervisor with the responsible RN Team 
I Leaderwhich will include completion of the 

1 

~ursJng assessment . . 

j Completion Date: 12/30/11 and ongoing 

Plan of Correction for W369 

1, The RN Supervisors are modifying the 
facility Nursing Procedure 2.6 "Medication 
Administration ReCOrd" to better reflect and 
clarify the steps in the verification of ordem 
process. This wm include the checking of 
MARs with the order., by two different 
nurses. Dietary supplements wJII also be 
added to the Enteral Flow Sheets for 
clients who receive enteral nutrition, The 
!CF Nursing Supervisor modified the 
Enteral Flow Sheets by adding a 
verification line for the nurne who 
crosschecks the· accuracy of the 
ph)'Sician's orders to sign as. 
documentation of the review. Upon 
completion of the revisions to this nuraing 
proced~ffi, RN Supervlsprs will train 
nurses on the changes to the procedure 
and·retrain nurses on the full procedure 
related to the monthly Verification of the 
Medication Administration Records • 
process and the Enteral Flow Sheets. RN 

• Supervisors will provide peri<Xlic spot 
checking (monthly for six months and 
quarterly thereafter) of Medk:afion 
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this discrepancy. The facility does not have a 
process to review MARs to assure medications 
are administered according to Pt,ysician's Orders 
and Enteral Orders. The facility's failure to have 
a system _which insures that all medications are 
administered according to those orders places 
Residents at risk of harm. 
The findings include: 
On 11 /1/11 a facility nurse (Staff #8) was 
observed administering medications to Resident 
#1. She gave Resident #1 Benefiber_ Review on 
11/2/11 of the Physician's Orders for Resident 
#1 revealed there was no order for Benefiber. 
Interview on 11/2/11 with the facility Nurse 
Manager (Staff #9) revealed she believed the 
order'for Benefiber should be on the Enteral 
Order. Review on 11/2/11 of Resident #1 's 

1· 
Enteral Order, sign·ed and dated 9/7/11 by the 
Physician, revealed Benefiber was not listed on it. 
The Nurse Manager revealed thatsh·e believed 
the order had been mistakenly dropped from the • 
Enteral Order as she verified with the dietician . 
that Benefiber had not been discontinued by the 
Physician. The.Nurse Manager revealed that 
cross-checking of Physician ' s Orders and 
Enteral Orders with the MAR at the start of each 
month is done by any available nurse ·and there is 
no set system for doing this verification process. 
She stated she thought the nurse probably 
assumed the Benefiber was on the Enteral Order 
rather than actually checking it. On 11/2/11, the 
Nurse Manager verified that Benefiber was listed 
on the MAR but not on the Enteral o'rder, and this 
had not been caught by the nurse who cfoss 
checked the MAR with the Enteral Order. 

W 381 483.460(1)(1) DRUG STORAGE AND 
RECORDKEEPING 

I 
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The facility must store drugs under proper 
conditions of security. 

This STANDARD is not met as evidenced by: 
Based on observation, record review and 

interview, it was determined the medications at 
Pinewood House were left unsecured when the 
medication nurse left the medication room door 
and medication room cart unlocked and 
unattended on two different occasions when he 
left the medication room to administer 
medications in other sections of the house. The 
medication nurse could not observe whether 
anyone else was accessing the medication·s 
during these times. Failure to lock the 
medication cart and/or the medication room door 
made it possible for Residents to access 
medications from the medication cart. The facility 
does not h·ave a system to assure.all medications 
are secured to prevent unauthorized access by 
Residents and others. • 

The ·findings include: 

On 11/2/11 at 7:30 am the medic9tion nurse 
(Staff#3) was observed during a medication pass 
observation leaving the medication room with the 
room. door and the medication cart uAlocked. 
The. surveyor- accompanied the medication nurse 
while he took medications to administer to 
Residents in a separate area of the house. The 
medication room door was out of the sight of the 
medication nurse. ·When they returned to the 
medication room the surveyor informed the 
medication nurse she had observed they had 
gone to other. sections of the house and he left 
the medication room door and the medication cart 
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Plan of Correction for W381 

1. • • Nursing staff will be retrained by the ICF 
Nursing Supervisors In LV Nursing 
Procedure 4.1 "General Principles of 
Medication Administration~ that stati3s In 
part •Never leave medications unattended. 
The nurse wil! lock the medication cart 
and/or medication room when not in direct 
visual observation." Nursing SupeNisors 

will also post signs on aH medication rooms 
directing employees to keep the area 
around the medication room clear and to . 
remind nursing staff lo always close and 
lock the medication room and/or cart when 
leaving the lminedlate area, Nursing 
Supervlsors and/or desigrrees will conduct 
periodic spot checks (at least monthly for 
six months and quarterly thereafter) to 
verify medication rooms and/or carts are 
locked whenever responslble nurse is not 
in direct vlsual observation. 

Completion Date: 1/6/12 
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unlocked. The medication nurse told the 
surveyor he left the medication room and cart 
unlocked in case the surveyor needed to ·look at 
il The surveyor reminded the medication nurse 
she had accompanied him to other sections of 
the house and did not need or ask for the 
medication room door and cart to be unlocked. 

On 11/2/11 at 8: 1 O am the medication nurse 
(Staff #3) was observed leaving the medication 
room to administer medications to Residents in 
other sections of the house. The surveyor went 
to the medication room and found, for a second 
time, that the room door and the medication cart 
were left unlocked by the medication .nurse. The 
surveyor was doing records review and had not 
accompanied the medication nurse. • The 
medication room door was out of the sight of the 
medication nurse. • When the medication nurse 
returned to the medication room the surveyor 
informed him she had observed he had gone to 
other sections· of the house and he left the 
medication room door and the medication cart 
unlocked. The medication nurse told the 
surveyor he left the·medication room and cart 
unlocked in case the surveyor needed to look at 

• it. The surve,'or again told the medication nurse 
she did not need or ask for the medication room 
door and cart to be unlocked. 

W 424. 483.470(d)(1) CLIENT BATHROOMS 

The facility must provide toilet and bathing 
facilities appropriate in number, size, and design 
t~ meet the needs of the clients. 

This STANDARD is not met as evidenced by: 
Based on observation, record review·and 
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interviews, it was determined the facility failed to 
'insure bathrooms at Douglas·and Cascade 
House had toilet paper that was accessible to 
Residents at all times. Failure to have toilet 
paper available and accessible prevents 
Residents from the opportunity to insure they 
have good hygiene following toileting .. The facility 
does not have a system to assure residents have 
consistent and ample availability of necessary 
supplies. 
The findings include: 
1. Observations at 59 Dougla·s on 10/-31/11 at 
2:15 pm 11/1/11 at 11:00 ani revealed the two 
south bathrooms dld not have toilet paper in the 
dispensers. Observations at 59 Douglas of. the 
north bathroom on 10/31/11 at2:15 pm, 11/1/11 
at 11:00 arJl, and 11/2/11 at 10:20 am revealed 
the toilet paper was on a rack holding latex 
gloves which was on the wall opposite the toilet 
making it inaccessible from the toilet. Interview 
on 11 /2/11 with the Attendant Counselor Manager 
(Staff #10) revealed the house has Residents 
who use a lot of toilet paper and th_e staff need to . 
check it frequently. 
2. Observations of two bathrooms at _Cascade 
house on 11/1/11 and 11/2/11 revealed the toilet 
paper dispenser in one of the bathrooms was 
designed lo dispense toilet paper in single 
sheets. During both 'observations the dispenser 
was full but the surveyor was not able_ to get the 
paper out when checking to see if it was readily 
accessible. Interview with a direct.care staff on 
11/3/11 confirmed Residents used the toilet 
Where the single sheet dispenser was and 
understood the toilet paper was difficult to get out 
of the dispenser. 
483.470(i)(1) EVACUATION DRILLS 
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Plan of Correction for W424 

1. The post schedules on each.living unit will 
be updated by the AC Manager to assure 
that the designated shift charge check 
every bathroom at least once per shift to • 
assure there is an adequate supply of 
accessible toilet paper. Additionally, all' 
staff assisting clients u_sing iestrooms will 
assure there is an adequate supply of 
accesslb!e toHet paper available in the 
restroom. 

Completion Date: 12130/11 and ongoing 

2. The IDT including tl)e assigned HPA, AC 
Manager and others wili review toileting 
programs for individuals who have a need 
to learn how to use tonet paper 
appropriately and will identify the best way 
to address these needs. 

Completion Date: 12/30/11 and ongoing 

{XS) 
COMPLETION 
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j 



DEPARTMENT OF HEALTH AND HI "MN SERVICES 
CENTERS FOR MEDICARE & MED ;D SERVICES ~~===~--~--------

'

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

PRINTED: 12/29/2011 
FORM APPROVED 

0MB. NO 0938-0391 
{X1) PROVIDER/SUPPLIER/CUA 

IDENTIFICATION NUMBER: 

50G007 

.~AME OF PROVIDER OR SUPPLIER 

LAKELAND VILLAGE 

{X4) ID 
• PREFIX 

TAG 

I 

SUMMARY STATEMENT OF DEFICIENCIES 
{EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

W 440
1

• Continued From page 8 
• · The facility must hold evacuation drills at least i quarterly for each shift of personnel. 

·This STANDARD is not met as evidenced by: 
Based on observations, interview and record • 

I review, it was.determined the facility failed to 
j insure quarterly fire drills were held for 6 of 9 
1 houses (Hillside, Apple, Wildrose, Willow, 
! Evergreen, Douglas). Failure to hold fire drills as 
re,quired prevents staff and Residehts from 
learning how to safely evacuate the building and . 
could put them at risk of injury or harm. The 
facility's system for checking to insure fire drill 

, doGUmentati6n was present failed to identify the I missing fire drills. . • . • 

Review on 11/1/11 of the facility's annual fire drill 
1 r_ecords revealed documentation was missing for 
third quarter for Hillside night shift, Apple day 
shift, Wildrose day shift, Evergreen night shift, 
Douglas day shift and for the second quarter for 
Willow afternoon shift. Interview.with the • 
Developmental Disabilities Administrator (ODA) I 
and the.Fire Marshal on 11/3/11 confirmed there 
was no document,.tion the fire drills had been 
held. 
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W 440 Plan of Correction for W440 

1. The onUne Fire Drill log containing fire drill 
records was color coded by Computer 
Services staff on November 22, 2011 to 
help supervisora (AC Managera, Adult 
Programs Supervisor and ICF PAT 
Director) determine that ffiquired drills are 
completed. AC Managers will follow LV 
Procedure 9.2 "Fire Drills• ensuring each 
shift holds a quarterly fire" drill and will 
provide documentation to the Front Desk 
Switchboard Operatorforthe Dire Drill log, 
The ICF PAT Director will review the fire 
drill log to check for completion of all 

. required drills within the quarter. This wlll 
occur within a time period sufficient for any 
remaining drills not yet completed to be 
held within the quarter the fire drill is due. 
The AC Manager and other area 
supervisors will provide both the Front 
Desk Switchboard Operator and the 
Cabinet level manager (PAT Director, 
Nursing Home Administrator; Facility 
Services Manager) documentation to show 
the drill was completed within the required 
time period. 

Completion Date: 12/27/Hand ongoing 

(XS) 
COMPLETION 
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(l0)(f)(iv) A compilation of findings since fiscal year 
2010 by the Centers for Medicare and Medicaid 
Services, and Residential Care Services, at the 
Residential Habilitation Centers, Nursing Facilities, 
Supported Living, Assisted Living, Group Homes, 
Companion Homes, Adult Family Homes, and all other 
community based providers. 

• Rainier School PAT A SODs 2015 - 2010 

Note: There is no SOD for 2014 due to the interval of 
surveys completed between December 2013 and March 
2015. 
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.STATE OF WASHINGTON 
DEPARTMENT OF SOC!AL AND HEAL TH SERVICES 
ALTSA, RCS, ICF/11D Survey & Certification Program 

PO Box 45600, Olympia, WA 98504-5600 

April 3, 2015 

BY FACSIMILE and CERTIFIED MAIL (70071490 0003 4195 0178) 

Important Notice - Please Read Carefully 

Alan McLaughlin, Superintendent 
Rainier School PAT A 
PO Box 600 
Buckley, Washington 98321 

. ' 
RE: Annual Recer(ification Survey 3/2/2.0,15 through 3/11/2015 

' Dear Mr. McLaughlin: 

. . 
From 3/2/2015 through 3/11/2015 survey staff from the Residential Care Services (RCS) Division of 
the Aging and Long-Term SnpportAdrninistration (ALTSA) conducted arecertificatiol'i suwey and· 
complaint investig;ition at your facility. Based on that survey, Res· determined that Rainier School 
PAT A is out of compliance with federal conditiop. of participation (CoP) requirements for ICFs/IlD 
participating in the Medicaid Title XIX ICF/IlD program. Compliance with all •CoPs, found in 42 Ci:ide 
of Federal ·Regulations (CPR) _483 Subpart. 1, is required for certification. The survey completed on 
3/11/2015, found._that Rainier School PAT A failed tci comply with the following CoPs: 

W102-42 CFR483.410 Governing Body 
Specifically, thl) following governing body requirements were found not met: 

W104 - CFR 483.410 (a) (1) _exercjse g_eneral operating direction over the facility. 

W122-42 CFR 483.420 Client Protections 

. • Specifically, the following client protection requirements were found not m.et: 

Wl25 - CFR 483, 420(a) (1) exercise rights as clit;nts and citizens, 
W12'8 - CFR 483.120 ( a) (6) free from unnecessary drugs and restraints, 
;Wl 49 - CFR 483. 42o' ( d) (1) develop and implement policies prohibiting neglect 

All references to regulatroy requirements contained in !his. letter are found in Title 42, CFR' and !he Center for Medicare and 
Medicaid Services (CMS) State Operalions Manual (SOM) concerning provider certification. -· 

\ 



Alan McLaughlin, Superintendent 
April 3, 2015 • 
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W153 - CFR 483. '420 ( d) (2) allegations reported immediately 
Wl54 - CFR 483. 420 (d) (3) alleged'violations are thoroughly investigated 
Wl55 - CF~ 483. 420 (d) (3) abuse prevented while investigating and 
Wl57 - CFR 483. 420 (d). (4) take !ippropriate action if the allegation is veri~ed. 

Wl95 -42 CFR 483.440 Active Treatment 

Specifically, the following ac,tive treatment requirements were found not m'°'t: 
. ' 

Wl96 - CFR 483.440 (a) (I) each.client receives active treatment. 
W247 - CPR 483.440 ( c) (6) (vi) client choice and self management and 
W249 - CPR 483.440 (d) (1) implementation of the program. 

The deficiencies are described in CMS Form 2567, a copy of which is attached. The cited deficienc;ies 
indicate limitations in Rainier School PAT A capacity to provide adequate operating direction, active 
treatment and protection of residents. Significant corrections will be required before the facility' can. be 
found to be in compliance. 

Remedy 
Substantial compliance with federal requirements must be achieved and verified by 6/9/2015 (90 days 
from the date on which the survey w~ completed (SOM 3012)). Failure to achieve substantial 
compliance with 42 CFR 483.410 Governing Body, 42 CFR 483.420 Client Protections, aµd 42 CPR 
483.440 Active Treatment may result in termination from the Medicaid ICF/JID program (42 CPR 
442.101 (3) (e); SOM 3005 E). • • 

Alternate Remedy . . 
In lie ti of tennination from the Medicaid program, the State Medicaid Agency (SMA) may choose to 
impose a Denial of Payments for New Admissions (42 CPR 442.118; SOM 3006). If the SMA chooses· 
to impose the denial of payment remedy, you will·be notified on or before the 60th day (5/10/2015), 
and will be advised of any appeal rights at that time. 

Plan of Correction (PoC) 
At this time.you may voluntarily submit a PoC, however, the PoC will not halt the tennination 

• proceedings. The department will proceed with tennination until you have achieved substantial 
compliance with the Conditions of Participation (CoPs). The CoPs must be verified on-site by RCS as 
substantially implemented by 6/9/2015. At the time you achieve substantial compliance with the CoPs, 
you will be required to submit an acceptable Po~ for any remaining standard level deficiencies. If and 
when.you do submit a PoC, it must be approved by RCS. 

An acceptable PoC must contain at a minimum the following core elements (SOM 3006.5C): 

I. How the corrective action will be accomplished for the sample Individuals found to have been 
affected by the deficient practice; 
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2. How the facilicy will identify other Individuals who have the potential to be affe~ted by the same 
deficient practice, and_ how it will act to prote_ct_Individuals in similar situations; • 

3. What measures will be put into place or systemic changes that will be ·made to ensure that the 
deficient practice will not recur; • 

4. How the facility will monitor its_ corrective actions/performance to. ensure that tlie deficient practice 
is being corrected and will not recur, i.e., what program will be put into place to monitor tlie 
continued effectiveness of the systematic change to ensure that solutions ar~ perinanent; and 

s; When corrective action will be accomplished. 

'Additionally we request that you include the title of the person responsible to ensure correction. 

Allegation of Compliance 
When you believe the CoP deficiencies have been corrected, please provide the ICF/IID Field Manager 
with a written credible allegation of compliance. The credible allegation should address the 
deficiencies cited under 42 CPR 483.410 ~ WI 02 Govepiing Body, 42 CPR 483.420 - W122 Client 
Protections, and 42 CPR 483.440 - W195 Active Treatment. The letter should describe: (1) how and 
when the corrections were made, (2) the systems that are in place to maintain compliance, and (3) how • 
the corrective action will be monitored to ensure the deficient practice d(?es not recur. 

If Rainier School PAT A makes a credible allegation of compliance, the ICF/IID survey team will 
revisit to determine whether compliance or acceptable progress has been achieved. Only two revisits 
are permitted, one no later than 4/25/2015 (within 45 days of the date on which the survey. was 
completed), and one between 4/26/2015 and 6/9/2015 (between the 46th and·9oth days (SOM 3012)). 
The co~pliance decision by RCS needs to 'l?e finalized no later than 6/9/2015 (90th day): RCS will 
require at least five working days to coµiplete a credible allegation survey and make a decision 
regarding compliance. Please plan accordingly if you want RCS to be able to complete a credible 
allegation s~ey before 6/9{2015 (90th day). • 

If upon the subsequentrevisit, your facility has not achieved substantial compliance; the termination or 
deniai of payment for new admissions will be imposed. A revisit will not be conducted if a letter of 
credible allegation is not received by RCS. The CoP will need to be found to be in substantial 
compliance before certification can be continued. • 

Informal Dispute Resolution QDR) 
You may request an IDR of the deficiencies on which this action is based.- RCS musi: receive your 
request for an IDR no later than 4/13/2015. To request an informal dispute resolution (IDR) meeting, 
please send your written request to Informal Dispute Resolution Program Manager, PO Box 45600, 
Olympia, Washington 98504-5600. If you request an IDR, you must still submit a written credible 
allegation of compliance within the tin;le limits" described above. The written IDR request should, 
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1) Identify the specific deficiencies.that are disputed; 
2) Eplain why you are disputing the deficienpies; and 
3) Indicate the type of dispute resolution process you prefer (fuce-to-face, .telephone conference 
or documentation review) . 

If requested, an IDR will be.scheduled. During the informal process you have the right to present 
written and/or oral evidence r~futing the ilefic!encies. The IDR process will not change the time frames 
state~ in this letter, inclucjing the deadlines for achieving compliance and submitting a written cr~ble 
allegation of compliance. • 

If you have any questions concerning the instructions contained in this ietter, please contact me at (360) 
725-2405. • • 

Enclosure 

Sincerely, 

Loida Banique , ie!d Manager 
ICF/IID Survey and Certification Program 
Division of Residential Care Services 

cc: CMS Regional Office, Washington State ICF/IID Team. 
Bill Moss, Assistant Secretary of ALTSA 
Carl I. Walters II, Di;ector of RCS 
·Donna Cobb, Senior Counsel • 
Eveiyn Perez, Assistant Secretary ofDDA 
Donald Clintsman, Deputy Assistant Secretary ofDDA 
Janet Adams, DDA Office Chief 
Larita Paulsen, DDA QM Unit Manager 
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W 000 INITIAL COMMENTS 

This report is . the result of an annual 
recertification survey conducted between 3/2/15 
and 3/11/ 15. In addition, complaint 
investig'ations were conducted for the following: 
#3068033,#3079747,#3033611,#3032445,# 
3021326, #3075422, #3074874, #3017359 and 
#307 4594. The team consisted of the following 
surveyors: Kathy Heinz, Marci Caird, Gerald 
Heifinger, Claudia Baetge and Jim Tarr. A sample 
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of 12 residents was drawn from a census of • 

W 102 

11·2. The team expanded the sample to include 
30 additional residents. 

The Survey Team is from: 
ICF/IID Survey and Certification Program 
Residential Care Services Division • 
Aging and Long Term Care Administration 
Department of Social and Health Services 
PO Box45600 
Olympia, WA 98504-5600 
Telephone: 360-725-2405 
Fax: 360· 725-2642 
483.410 GOVERNING BODY AND 
,MANAGEMENT. 

The facility must ensure that specific governing 
body and management requirements are met. 

This CONDITION is not met as evidenced by: 
Based on observation, record review and 
interview the facility failed to meet the Condition 
of Participation in Governing Body by not 
exercising operating direction over the facility and 
by not meeting the Condition of Participation for 

W102 

.ABDRATORY DIRECTOR'S DR PROVIDER/SUPPLIER REPRESEWTATIVE'S SIGNATURE TITLE (X6)DATE 

f la.fi_,..Iency statement ending with an asterisk c•) denotes a deficiency which the institution may be excusQd from correcting providing it Is detennlned that 
L iguards provide sufficient protection to the patients. (See Instructions.) Except fqr nursing homes, the findings stated above are disolosab)e 90 days 
: ,the date of survey whether or not a plan of correction Is provided. For nursing homes, the abo\le findings and plans of corfection are d!sclosable 14 
. following the date these documents are made· ~vallable to the facility. If deficiencies are cited, an approved plan Of correction Is requisite to continued 
)rogram participation. 
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W 102 Continued From page 1 
Active Treatment and The Condition of 
Participation for Client Protections. 
Findings include: The governing body failed to 
exercise general operating direction In a manner 
that resulted in: 
1. The facility did not ensure there were 

adequate risk benefit analysis for the use of 
restraints, there were adequate policies 
addressing the use of chair restraints, or there 
were plans. to reduce the· use of the restraints. 
The facility did not ensure alarms were used only 
when there was a need . The facility did not 
ensure the human rights committee and • 
guardians authorizing the use of the restraints 
fully understood all the risks and benefits 

• associated with the use of the restraints. The 
facility did not ensure that residents sitting for 
long periods of time in restraints were checked 
and monitored for safety, or that residents were 
not subjected to alarms going off throughout the 
day. See W104 
2. The facility did not meet the Condition of 
Participation for Active Treatment Services by not 
developing and implementing plans based on 
functional assessment, by not promoting self
management and by not ensuring adequate 
staffing to meet resident need. See W195 
3. The facility did not meet the Condttion of 
Participation for Client protections when it failed 
to protect re.sident rights', fa,iled to ensure 
residents were free from restraints and were 
protected from staff neglect. The facility failed to 

. • ensure allegations were reported in a timely 
manner, residents were protected from further 
abuse and failed to ihoroughly investigate a 
significant injury of unknown origin. The facility 
did not ensure corrective actions they identified 
were completed. See W 122 
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W 104 Continued-From page.2 
W 104 483.410(a)(1) GOVERNING BODY 

The governing body must exercise general policy, 
budget, and operating.direction over the facility.· 

This STANDARD is not met as evidenced by: 
Based on observation, record review and • 

interview the facility failed to ensure there were 
adequate risk bene~t analysis for the use of 
restraints, there were adequate policies 
addressing the use of dining room chair 
restraints, alarms were only used when needed, 
and there were plans to reduce the use of 
restraints. This fanure affected five Sampled 
Residents (Resident#1, #4, #6, tfl #12) and eight 
Expanded Sampled R~sldents (Residents #22, 
#27, #29, #31, #32, #33, #34, #35). This failure 
resulted.In the human rights committee and 
guardians authorizing the use of-the restraints • 
without fully understanding all the risks and 
benefits, residents sitting for long periods of time 
in restraints without staff checking the Residents ' 
health and safety, and homes with alarms going 
off throughout the day without any need. 
Findings include: 
Risk/Beni;,fit Analysis 
Resldent#4 
Review on 3/6/15 of Resident #4 ' s Individual 
Habi!ltation Plan (!HP) dated 2/6/15 revealed the 
following items were designated as restrictive: 
gait belt, Attends, chest and waist supports on 
toilet, wheelchair with (tilt in space) safety belt, 
ankle huggers and foot straps, hospital bed with 
padded siderails with head of bed elevated, and 
standing frame. The only risk Identified for these 
devices was: • "[Resident #4' s name] right ta· 
freedom of independent movement will be 
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W 104 Continued From page 3 
abridged " . Interview on 3/10/15 with Staff CC 
verified there· was no other expianatlon of risks 
associated with each of the restrictive 
components of Resident #4 ' s plan. 
Resident #12 
Review on 3/9/15 of Re·s·ident#12 's IHP dated 

7/15/14 revealed the following items were 
designated as restrictive: protective cover, 

.. Incontinence briefs, bed bath and freedom tub 
with harness, foot/ankle orthotics, low bed with 

. scoop mattress, recliner/couch/sensory room 
chairs all with seatbelt, ·and mechanical lift and 
silng, The only risk identified for these devices 
was: " [Resident #12 's name] right to freedom 
of independent movement will be abripged " . 
Interview on 3/10/15 with Staff YY verified there 
was no other explanation of risks associated with 
each of the restrictive components of Resident 
#12 's plan. 
Dining Room Chair Restraints 
Resident#6 
Observation at Buckley House on 3/4/15 

between 9: 45 AM and 11 :30 AM reveale.d 
Resident #6 was sitting at the dining room table 
with a seatbelt fastened around her chest. There 
was a large Connect Four game in front of her. At 
11 :30 AM staff filled the "Connect Four'' game 
with large plastic circles, removed the game from 
the table and served lunch. Resident #6 sat 
restrained to the dining room chair for 1 and 1/2 
hours prior to lunch being served. At no time did 
staff check the restraint to ensure it was not too 
snug or if II was placed properly. At no time did 
·staff ask Resident #6 if she wanted to sit 
somewhere else or if she·was comfortable. 
Observation on 3/5/15 at Buckley hbuse between 
7: 10 AM and 8:12 AM revealed Resident #6 was 
sitting in a dining room are,i of the home, There 
was seat belt buckled around the middle of her 
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W 104 Continued From page 4 
chest. At 7:48 AM, staff pushed R:esident #6's 
chair up to the table. Al 8:12 AM, a staff served 
Resident #6 her breakfast. Resident #6 sat in the 
dining chair for 62 minutes before she ate 
breakfast. 
Review of Resident #6 '.s Individual Habilitation 
Plan dated 7)14/14 revealed under the section 
titted adaptive equipment and mechanical 
supports, Resident #6 had a chest support on her 
dining room ~hair. The plan indicated It was used 
only when resident #6 was eating. 
Review of the facility policy Standard Operating 
Procedure (SOP} 3.1 titled Adaptive Equipment 

· and Mechahical Restraints revealed there are no 
policies addressing the matXlmum amount of time 
a resident should be left in a dining room chair • 
restraint or how often a resident should be 

• checked by staff while restrained in a dining room 
chair: 
Interview with Staff Q on 3/1. 0/15 revealed the 
facility did not consider dining room chair 
seatbelts as restraints. The seatbelts were 
considered mechanical supports. 
Alarms • 
Observation of Percival House on 3/3/15 in the 

dining room at 9:33 AM revealed an alarm began 
sounding. It was loud ahil intrusive. It did not 
appear that staff responded to the alarm which 
was located on the wall. Interview with Staff D . 
revealed the alarm was for Resident #31 and that 
it was to alert staff when Resident #31 was out of 
his bed. Staff D further revealed she did not 
respond to the alarm because she knew a staff 
was making Resident #31 ' s bed at that lime. 
Observation on 3/5/15 of Percival House in the 
dining room at 7:10 AM revealed the same aiarm 
went off and again no staff responded. Interview 
with Slaff D revealed she did 'not respond to the 
alarm as she kneVf Resident #31 was up and out 
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of his room at that time. Observation on 3/3/15 ·of 
Percival House between 3:45 PM and 3:53 PM 
revealed the following Residents ' alarms went 
off when the State Surveyor walked into t!ie room 

.for Residents #32, #33, #34, and #35. Each of 
the alarms sounded In the dining room area of 
the side of the house they lived on except 
Resident #34' s which sounded in the dining 
room on the opposite side of the house from 
where his bedroom was located, Interview on 
3/3/1'5 With Staff K revealed the alarms are not 
turned off during the day. 'She verified the alarms 
were only needed for when the Residents were In 

•• bed, which was usually at night. 
Observation on Devenish house on 3/6/15 at 
11 :00 AM revealed motion sensor alarms in 
bedrooms for the following residents: Resident 
#7, #22, #!27, #!29 and #1. The motion sensor 
alarm made a different sound for each resident. 
When staff 'or residents were within range of the 
motion sensor the alarm sounded, The sound 
was audible throughout the house during all hours 
of the day. The two main sensor alarm boxes 
sounded in the living room of the A and B side of 
the house. The ala~m on the A side of ttie house 
was for: Resident #22, #1, #29 and on the B side 
of the house: Resident #7 and #27. 
Record review of Individual Habilitalion Plans 
(IHPs) revealed a Motion Sensor schedule for 
use as follows: IHP. dated 11/13/14 for Resident 
#7 scheduled during sleep hours; IHP dated 
3/4/14 for Resident #1 scheduled during sleep 
hours; IHP dated 9/18/14 for Resident #29 
scheduled during sleep hours; IHP dated 8/5/14 
for Resident #!27 scheduled during sleep hours; 
IHP dated 4/15/14 for Resident# 22 scheduled 
for whenever in bed. 
Interview with Staff S on 3/10/15 at 3:00 PM 

ac~nowledged the sensor alarms were on 24 
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W 104 Contii;iued From page 6 
hours a day 7 days a week which conflicted with 
Individual Habilitation Plans of being on only 
during sleep ·hours or whenever in bed. 
Interview with Staff CC on 3/9/15 at 9:30 AM 
acknowledged the sensor alarms were for night 
time use only. _ 

W 122 483.420 CLIENT PROTECTIONS 

W125 

• 
The facility must ensure that specific client 
protections requirements are met. 

This CONDITION is not met as evidenced by: 
• Based on observation, record review and 
interview, the facility failed to ensure resident 
rights' were protected; residents were free from 
restraints and were protected from staff neglect. 
The facility failed to ensure allegations were 
reported in a timely mannE1r, residents were 
protected from further abuse and a significant 
injury of unknown origin was investigated 
thoroughly. The facility failed to ensure corrective 
actions based on investigative results were 
completed. Failure to ensure residents rights 
were protected resulted in residents being 
restrained for long periods of time, the right to· 
privacy and an unobstructed view abrtdged 
without justification, allegations not being report~ 
timely and a significant injury not being 
thoroughly investigated. See W125, W128, 
W149, W153, W-154, W155 and W157. 
483.420(a)(3) PROTECTION OF CLIENTS 
RIGHTS 

The facility must ensure the .rights· of all clients. 
Therefore, the facility must allow and encourage 
individual clients to exercise their rights as clients 
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of the facility, and as citizens of the United Stales, 
including the right to file complaints, and the right 
to due process. • • 

Tllis STAND/'iRD is not met as evidenced by: 
Based on· observation, interviews and record 

review the facility failed to ensure the rights of 
three Sampled Residents·( #1, #3 and #7) and 
12 Expanded.Sampled Residents { #13, #14, #15 
#22 #26 #27 #37 #38 #39 #40 #41 #43} were 
protected when they obstructed the views from 

• bedroom windows and displayed resident 
picrtures and dietary restrictions in public areas. 
This failure resulted in residents ' personal 
privacy not being protected and resulted in the 
residents ' not having the abilities to make 
informed decisions regarding their rights to 
·privacy and rights to look out through their 
bedroom windows. 
Findings include:· 
1. Observation on Devenish House on 3/3/2016 
at 9;00 AM revealed a hutch in the dining room 
areas of the A and B side.of the house that 
displayed Residents ' photo dietary cards visible 
to all guests/visitors for: Residents #1,#7, #22, 
#26, #27 #37, #38, #39, #40, #41 #43. 
Record review of !HP Guardian/Family 
Response/Assessment Form for Resident #7, the 
guardian checked ' No, I do not agree to 
photographs, use offirst name (only) and art 
work may be published in Facilities newsletter or 
on bulletin boards al facility ' . 
Interview with Staff Son 3/10/15 at 11:00 AM 
acknowledged privacy concerns with displaying 
the residents ' photos and dietary cards and • 
indicated that facility care staff do have a binder. 
available with all dietary 
recommendations/restrictions. 
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2. Observation on Devenish on.3/04/15 at 10:25 

AM revealed Resident #15 's bedroom window 
was missing privacy curtains. 
Interview with Staff Z on 3/04/15 at 10:25 AM 
acknowledged Resident# 15 will pull any curtains 
down and the exterior shade was placed to 
provide privacy. 
Outside of Resident #15 ' s bedroom window on 
the.exterior of the house was a shade hanging 
approximately 2 feet from the window that 
blocked Resldent#15 • s ability to look out his 
bedroom window. When standing outside of the 
house, between the shade and window anyone 
could view inside Resident 15 's bedroom. 
Interview with Staff Son 3-10-15 at 11:0 AM. 
acknowledged Resident #15 '· s ability to look 
outside was blocked by the window shade. 
3. Observation made at Haddon House on 3/3/15 
at 2;59 PM and 3/4/15 at 10;35 AM found the 
facility had hung shades from the eaves of the 
roof outside the bedroom window for Residents 
#3 and #13 (who shared a bedroom) as well as 
the bedroom window of Resident #14. A full view 
of the outside from inside each bedroom was 
obstructed. In addition, the shades were hung in. 
such a manner that allowed a space for someone 
to stand off to the side or between the shade and 
the window and look directly into the bedroom of 
each Resident. 
Staff W was interviewed on 3/4/15 at 10:35 AM 
and reported,the shades were used because 
drapes would get pulled down and two of the· 
Residents (#13 and #14) liked to be naked in their 
bedrooms. 
Review of Individual Hab!litation Plan records on 
3/10/15 for Resident# 3 dated 9/16/14, Resident 
#13 dated 5/27/14 and Resident #14 dated • 
10/7/14 revealed the use of the shades were not 
addressed. 
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W 128 483.420(a)(6) PROTE<;;TION OF CLIENTS 
RIGHTS 

The faqility must ensure the rights of all clients. 
Therefore, the facility must ensure that clients are 
free from unnecessary drugs and physical 
restraints and are provided active treatment lb 
reduce dependency on drugs and physical 
restraints. 

This STANDARD [snot met as evidenced by: 
Based on observation, record review, and 

interview the facility failed to ensure one of 12 
Sampled Resident (#6) and one of one Expanded 
Sampled Residents (#30) were free from physical 

• restraints. This failure resulted in residents being 
confined by restraints while on the toilet, In a 
recliner or while seated in a dining room chair for 
long periods of time. • 
Findings include: 
Resiaent#6 
Resident #6 was observed between 3/2/15 and 
3/11 /15 • restrained by a seatbelt that was· atteched 
to a living room chair, restrained by a seat belt 
that was attached to a dining rodm chair 
1. Observation on q/2/15 at Buckley House at 
10:55 AM revealed Resident #6 was slttjng in a 
large overstuffed chair. Ttiere was a seatbelt 
attached to the chair. Resident #6 was buckled in 
the chair. At 11 :11 AM Staff M assisted Resident 
#6 Into a wheelchair and fastened !be seatbelt: 
Staff M pushed the wheelchair into the dining 
room and assisted Resident #6 Into a dining room 
chair and fastened a seatbelt around her waist. At 
1~:20 Staff R pushed resident #6's chair to the 
dining room table and placed a clothing protector 
around her neck. 
2. Observation on 3/3/15 at Buckley House 3:34 
PM revealed Resident #6 was sitting' in a recliner 
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in the living area of the home. There·was a 
seatbelt strapped across her waist. At 4: 15 PM 
Staff M assisted Resident #6 from the easy chair 
into a wheelchair and buckled her In. Staff M then 
took RE!sident #6 into the dining room, assisted 
her to the dining room chair and buckled her in. 
3. Observation on 3/5/15 at Buckley house 

between 7: 1 O AM and 8:12 AM revealed 
Resident #6 was ·sitting In a dining room chair 
approximately two feet away from the dining room 
table. There was a seat belt buckled around the 
middle of t\er chest. At 7:48 AM, staff pushed 
Resident #6's chair up to the table. Resident #6 
sat restrained in the dining chair for 62 minutes . 
before ~he ate breakfast at 8:12 AM. No staff 
asked her if she wanted to sit anywhere else or if 
she was comfortable. 
4. Observation on 3/3/15 at 5:15 to 5:45 PM 
revealed Resident #6 was sittihg in the ·living area 
of the home in a recliner with a seatbelt across 
her lap. She appeared to be sleeping. 
Record review on 3/9/15 of Resident #6's .. 
Individual Habilitation Plan (IHP) dated 7/14/14 
revealed the dining room chair restraint was 
supposed to be applied only when Resident #6 
was eating. • 
Interview with Staff M revealed Resident #6 
needed to be restrained because she is a fall risk. 
Interview with Staff N 3/6/15 on revealed the 
Occupation Therapy Department is looking at the . 
use of all the restraints used at the facility and 
identifying ways to reduce the use of them. • 
Interview with Staff Q on 3/11/15 regarding the 
use of the restraints in dining room chairs 
revealed the facility use~ the seat belts that are 
attached to the dining room chairs as "positioning 
devices" a_nd should only be used when eating. 
Resident #30 

., Observation on 3/5/15 at Buckley House revealed 
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W 128 Continued From page 11 • 
an Adult Training Program (ATP) took Resident 
#30 into the bathroom al 7:50 AM. The ATP staff 
came out of the bathroom. The ATP staff started 
assisting other residents to eat breakfast. At 

• 8:17 AM, the surveyor asked the ATP staff to 
produce the toilet support log for Resident #30 as. 
no one had checked on Resident #30. The ATP 
staff went into the bathroom Resident #30 was 
sitting in and gave the restraint log to the· 
surveyor. Review of the record revealed the 
ATP staff had not entered the lime she assisted 
Resident #30 to the toilet. Resident #30 sat, 
restrained on the toilet for 27 minutes until the 
surveyor intervened. 
Review of the hourly toilet support log for 3/5/15 
revealed no documentation when Resident #30 
was put on the toilet or when she had been 
checked or monitored. 
Review of the facility's policy title Standard 
Operating Procedure (SOP) 3.13 reveal13d 
residents placed In a "Toilet Support'' device will 
be monitored at a minimum of every ten minutes. 
Interview with Staff M revealed Resident #30 
needed to be kept on the toilet until staff could 
.issist her to clean herself properly. 

W 149 483.420(d)(1) STAFF TREATMENT OF CLIENTS 

The facility musf develop and Implement written 
pQlicies and procedures that prohibit 
mistreatment, neglect or abuse of the client. 

This STANDARD is not met as evidenced by: 
Based on record review and interviews, the 

facility failed to implement facility procedures to 
ensure that three of three Expanded Sampled 
Residents (Residents #18, #19, and #20) were 
protected from neglect. Resider:it #18 was left 
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unattended for an extended period of time in a 
bed bath trolley, Resident #19 was left with an 
alleged perpetrator after an allegation of abuse 
was 'made and Resident.#20 did not receive 
medlc!3tion as prescribed. Thes~failures placed 
residents at risk for potential harm. 
Findings include: 
1. Review on 3/3/15 of a facility investigation Jnto 
an Incident which occurred on 7/13/14 revealed 
Resident #18 had been left on a bed/bath trolley 
for a minimum of 2 hours and possible up to 3 ½ • 
hours after a medical procedure was completed. 
Resident #18 had been placed on the trolley in 
preparation for a medical procedure. Resident 
#18 was not attended to during the time she was 
on the trolley and was not repositioned every 2 
hours as required by her plan. Resldent#18 was 
not able to move off of the trolley independently. 
Interview on 3/5/15 with Slaff A verified Rl3Sident . 
#18 should not have been left on the trolley 
unattended. 
2. On 3/9/15 !he State Survey Team was notified 
of an incident of alleged abuse against Resident 
#19 which occurred·on 3/6/15. The facility 
incident report revealed Staff B was alleged to 
'have kicked Resident #19 in an attempt to get 
him to stand up. Then Staff B attempted to have 
Resident #19 stand up by standing on Resident 
#19 ' s bare feet an~ pulling him up to a standing 
position. The incident was observed by Staff H 
and Staff U. Only Staff U told Staff B to stop and 
that it was not an appropriate way to treat 
Resident #19. Staff U reported Staff B stated 
Resicjent #19 liked being kicked and Sta,ff U 
reported Staff H agreed Resident #19 liked being 
kicked. However, Staff U did not prevent Staff B 
from continuing to interact with Resident #19 and 
allowed Staff B to take Resident#19 into the 
bathroom behind a closed _door. 
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W 149 Continued From page 13 
3. A review on 2/18/15 of a facility incident report 
revealed Staff PP failed to administer a 
prescribed medication, Fenofibrate, to Resident 
#20 on 12/17/14 and 12/18114. 

W 153 .483.420(d)(2) STAFF TREATMENT OF CLIENTS 

The facility must ensure that all allegations of 
mistreatment, neglect'or abuse, as well as • 
injuries of unknown source, are reported 
immediately lo the administrator or to other 
officials In accordance with State law through 
established procedures_ 

This STANDARD Is not met as E!Vldenced by: 
Based on record review and Interviews, the 
facility failed to ensure four of four allegations of 
abuse, neglect, or mistreatment (Expanded 
Sampled Residents #18, #19, #21 and #22} were 
reported to the facility in a timely manner. In each 
instance, faciiify staff delayed their report to the 
facility. This failure prevented the facility from 
ensuring Residents were ·protected and from 
beginning an immediate investigation into the 
allegation.. , 
Findings include: 
1. Review on 3/3115 of a facility investigation of 
an Incident which occurred on 7/13/14 revealed 
Resident #18 had been left on a bed/bath trolley 
for a minimum of 2 hours and possible up to 3 ½ 
hours. Resident #18 had been placed on the 
trolley in P,reparation for.a medical procedure that 
had Physician ' s orders' to occur at 7:00 AM. 
Resident #18 was not attended to during the time 
she was on the trolley and was not repositioned 
every 2 hours as required by her. plan. Resident 
#18 was not able to move off of the trolley 
independenUy. Resident#18 was found on the 
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trolley by Staff V at approximately 2:20 PM. Staff 
V did not report this Incident to the facility until 
11:10 PM of the same day. lnterv!ewwiUrStaffA -
on 3/5115 verified staff reported the ino!dent late. 
2. On 3/6/15 at apprqxlmately 2:05 PM, Staff U 
observed an incident of alleged abuse against 
Rasid<?nt #19. Staff B was alleged to have kicked 
Resident #19 in an attempt to get him 1o stand 
up. Then Staff B attempted to have Resident #19 
stand up by standing on Resident #19 ' s bare 
feet and pulling him up to a standing position. 
Staff U did not report this incident to the farn'lity 
until 2:25 PM. Interview with Staff Ton 3/9/.15 
verified there was a delay in reporting. 
3. Review on 3/3/15 of a facility incidenl report 
and Investigation revealed on 814/14 Staff W 
observed Staff X push a choir Into a dining room 
table, where Resident #21 was seated eating 
·dinner that caused the table lo rotate 60 degrees 
from its original position. Staff W was upset by 
this action and thougnt this was Inappropriate. 
This incident occurred at approximately 5:00 PM 
but Staff W _did not report this incident to the 
facility untn the next day. Interview with Staff Ton 
3/9/15 verified there w,is a delay In reporting. • 

4. Review on 3/10/15 .of a facility incident report 
and investigation revealed on 6/5/14 at 3:15 PM 
Staff MA discov~otlc medication {1 
tablet of 300 mg -seizure medication) 
for Resident #22 that remained in the medication 
drawer. Staff BBB also discovered the 8:00 AM 
11-• ., •t ~ It , t l•lt I 

3 

or 
Resident #22 had not been signed off as . 
administered and notified Staff AA. Staff AA did 
.not report this Incident unt!l 6/10/2014 following 
completion of facility internal Investigation .. 
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Interview wtth Staff AA on 2/18/15 verified the 
medication errors. occurred prior to the 
completion of the correction action. 

W 154 483.420(d)(3) STAFF TREATMENT OF CLIENTS 

The faclllty must have evidence that all alleged 
violations are thoroughly Investigated. 

This STANDARD ls not met as e\Jldenced by: 
Based on observation, interview ,md record 
review the facility failed to thoroughly Investigate 
a significant injury of unknown origin for Resident 
#23 who had a fractured-· Failure of the 
facility to Investigate sign1iicantln]ury may result 
ln·lhe facility not knowing what happened and 
thus not being able to rule out abuse and neglect 
Qr take appropriate corrective action. 
Findings include: • 
Review on 3/2/15 of a facility invesliga,tion dated 
9/25/14 revealed Re~ldent #23 was making • 

• "angry faces" and had refused to participate in 
occupational therapy at approximately 2:00 PM in 
the afternoon. It was determlned'through an 
X-ray that R~ad a commlnuted 
(pulverized)-fracture oft~--a 

n ervIew with Staff NN regarding the incident on 
3/6115, with the facility Investigation record 
prese~d when she examined Resident 
#23's~he noted the abrasions were 
recenL The physician note dated 9/25/14 
revealed: obvious linear e .. • .. • t ~ 

contusion/bruising over 1, 3 

The facility investigator conclud!)d that Resident 
#23 w~y about the house and most likely 
hit her-on the metal door frame of the 
bathroom. The witness statements prepared by 
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Staff B, H and I did not include Information that 
would help determine when or where the Injury 
might have occurred: Staff did not indicate when 
they last saw Resident #23. 
Review of the facUlty's post position scheduled· 
revealed Staff B was assigned lo work with 
Resident #23 the day th~ injury was discovered. 
Staff B wrote In his witness statement: ''was 
sitting next to Resident #23 in her chair and she 
started making angry faces and I was holding her 
right arm," Staff B wrote he had cued Resident 
#23 to go to the bathroom and get ready for the 
day.'' Staff B wrote "morning ac_tivities of dally 
living went fine and upon AOL's I didn • t notice 
anything that looks llke a bruise." Staff B 
indicated Resident #23's movements throughout 
the day seemed normal. 
The witness statement dated 9/25/14 for Slaff H 
revealed he was working the day the injury was 

• discovered, he wrote: "unknown fall or ran Into 
something shoulder height." 
The witness statement dated 9/25/14 for Staff I 
revealed she wrote: "Possible fall or door jamb." 
The facillly Investigation did not indicate the. 
physician was interviewed about the Injury, if 
Resident #23 was unsteady on her feet or if staff 
were working their post positions as assigned. 
Interview on 3/6/15 with Staff T revealed Resident 
#23 would not have been able lo get up by herself 
if she had fallen. 
The facility investigation revealed Ola! under the 
sectlon'tllled: follow up and plaij of correction, the 
box was marked "no." However, on 9/26/14 an 
AD HOC was held and It was determined a 
sensor would be placed by Resident #23 ' s bed 
to alert staff if Resident #23 got out of bed. On 
11/25/14, Resident #23 fell off the toilet and 
frac:tured her- : 
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W 155 483.420(d)(3) STAFF TREATMENT OF CLIENTS 

The facility must prevent further potehtial abuse 
while the investigation is in progress. 

This STANDARD Is not met as evidenced by: 
Based an interviews and record reviews the 

facllity failed to protect residents when they 
allowed'two staff that were implicated in an' 
incident of alleged abuse to continue to work, and 
also allowed another staff lo continue to· 
administer m edicatlons to residents before the 
corrective action from an earlier medication error 
had been completed. Fallure of the facility lo 
implement protective measures when staff are 
accused of neglect or abuse may place residents 
at risk of further neglect and abuse. 
Findings Include: 
1. On 3/6/15 at approximately 2:05 PM, Staff U 
observed an· incident of alleged abuse against 
Resident #19. Staff B was alleged to have kicked 
Resident #19 In an attempt to gel him to stand 
up. Then Staff B attempted to have Resident #19 
stand up by standing an Resident #19 ' s bare 
feet and pulling him up to a standing position. 
Thls Incident was reported by Staff U and was 
also witnessed by Staff H. State Surveyors 
observed Staff U working with residents after the 
incident had been reported. No measures to 
protect Residents from Staff U or Staff H had 
been taken by 3/9/15. Interview with Staff A on 
3/9/15 revealed the facility was not aware of Staff 
H ' s involvement in the incident 
2. Review of a facility investigation dated 1219/14 
Staff PP was alleged to have made a medication 
error when~ give Resident #43 a 
medication -· The facility conducted 
an investigation of the error and on 12122114, 
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W 155 Continued From page 18 
Staff PP received an oral reprimand from Staff M 
and a Performance Meeting Record was written. 
However, prior to the completion of this corrective 
actlon process Staff PP was allowed to continue 
to administer medications and committed two 
more medication errors when she failed to give 
~ a prescribed medication 
-on both 12/17/14 and 12/18/14. 
Interview with Staff Mon 2/18/15 veifled the 
medication errors occured prior to the completion 
of the correction actlon. 

W 157 483.420(d)(4} STAFF TREATMENT OF CLIENTS 

If the alleged violation is verified, appropriate 
corrective action must be taken. 

This STANDARD is not tnet as evidenced by: 
Based on_interviews and record reviews the 

facility failed to put padding on the headboard for 
one Expanded Sampled Resident (Resident #24), 
failed to follow up on an Occupational Therapy 
visit for one Expanded Sampled Resident 
(Resident #2[>), allowed staff to adm inlster 
medication to Expanded Sampled Resident 
(Residenl#20) prior to completion of a Plan of 
Correction from a previous medication error, and 
did not follow the recommendation that a cushion. 
tube be placed over a belt buckle of one 
Expanded Sample~ Resident (Resident #28). 
These failures placed residents at.risk for further 
injuries. 

Findings Include: 
1. Observation on 3/3115 at 7:42 AM of Resident 
#24 ' s bedroom found no padded headboard in 
use. 
Record review on 3/10/15 at 2:30 PM of an 
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• W 157 Continued From page 19 

Incident Report (IR) revealed on 2/6/15; Resident 
#24 had a bruise and abrasion on the right side of 
her forehead. 
Record review on 3/10/15 at 2:30 PM of the · 
facility' s investigation report found staff believed 
the Injury was caused by Resident #24 ' s 
headboard. The investigation report also stated 
on 10/25/13 Resident #24 hit her head on her 
headboard·•causing an injury. Per the 
Investigation report, the interdisciplinary team 
(IDT) discussed the current incident at the 
2/12/15 hou~e meeting and decided at that time a 
referral should be done for assessing Resident 
#24 's bed for padding. 
Record review on 3/10/15 at 8:55 AM of Work 
Request #00087237 found the request for 
padding the headboard of Residenf #24 ' s 
headboard. This Work Request had the 
requested priority of " URGENT. " 
During an interview on .3/3/15 at 8:55 AM .with 
Staff EE, he stated PT (Physical Therapy) or OT 
(Occupational Therapy) were. supposed to 
evaluate Resident #24 ' s. headboard for the 
possibility of using a padded headboard. He did 
not know if that had been done yet. He also said 
the. evaluation was to be done as a result of an 
incident report from awhile back where staff 
.thought Resident #24 hit her hesid on her 
headboard. 
Interview on 3/10/15 af 8:50 AM wiih Staff LL in 
the maintenance office revealed the maintenance 
shop had not received the work order for 
Resident #24 ' s padded headboard. He was 
able to track the work request via computer and 
stated the PAT A director signed off on the yvork 
order on 2/27/15 but it was still waiting for a 
signature from the Assistant Superintendent 
before his office could receive it. • 
An interview on 3/10/15 at 11 :25 AM with Staff N 
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revealed the OT department submitted a work 
order to pad Resident #24 • s headboard lo 
prevent any further injury. 
During an interview on 3/10/15 at 11 :25 wit)l Staff 
A, she stated there are two work order priority 
levels, urgent-and regular. She-said the urgent 
orders are taken care. of first While the surveyor 
was present, Staff A called Staff LL and asked for 
status of the work request. She then telephoned 
Staff MM antj reported to the surveyor that Staff 
MM would approve the work requ_est today. 
2. Ob~ervation on 3/4/15 at 10:28 AM of 
Resident #25 found her sitting in an adaptive 
chair leaning to·her right side. 
Record review on 3/2/15 at 2:00 PM of a facility 

Q 
investigation found on 2/8/15, Resident #25 was 
discovered to have a bruise which facility staff 
determined was _caused by Resident #25 • s 
adaptive dining chair. 
Record review on 3/2/15 at 2:15 pm of Resident 
#25 • s Occupational Therapy (OT) notes found 
on 2/27/15 the OT department assessed the 
named resident' s leaning when in her adaptive . 
dining chair. The note ;,lated '.' PT to consult next 
week." 
Record review on 3/6/15 at 9:2;2 AM of Health 
Interdisciplinary Notes revealed a note written by 
a physician ' s 13ssistant on 2/26/15 requesting 
follow-up for Resident #25 in the clinic in one 
week lo evaluate and consider possible physical 
therapy opticins. The resident• s primary care 
physician, Staff NN, signed in agreement of this 
plan the same day, 2/26/15. 
Record review on 3/6/15 at 9:25 AM of the 
physlelan' s orders for 2/26/15 found no orders 
written for the follow up appointment as indicated 
in the Health lnterdisciplin,ary Notes. ... --·.· 
During ijn interview on 3/6/15 at 10:28 with Staff 
OD she stated Staff NN appeared to agree with 
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W 157 Continued From page 21 
the physician • s assistant on the Health 
Interdisciplinary Notes,.but it did not get written on 
the physician ' s order. She said she would follow 
up with It. • 
There was no documentation showing Resident 
#25 was taken to the clinic to consult for possible 
physical therapy options. 
3. A review of an Incident Report date 12/19/14 
obtained from tbe faclllty on 2/18/15 found that 
Resident #2~en a prescribed 
medication - qn 12/17/14 and 
12/18/14 by Staff PP. A record review ofa 5 Day 
Investigation Report dated 12/22/14 revealed that 
Staff PP had an extensive history of medication 
errors as detailed below: 
1. Six medlcafion errors or omissions In 2014 
2. Two medication errors or omissions In 2013 
3. Four medication errors or omissions In 2012 
4 .. Three medication errors or omissi<;>ns In 2011 

The corrective actions taken by the facility 
regarding Staff PP ' s medication errors ranged 
from Performance Meetings, Letters of 
Expectations, oral reprimands and re-training. 
On 2/19/15 Staff PP received a Letter of . 
reprimand from the facillty for the medication 
errors for 12117/14 and 12/18/14. The facility's . 
corrective actions did not appear to be effective 
as the staff continued to make medication • 
admlnistralion errors. The facility failed to prot(lct 
the resident when it failed to look al patterns, 
frequency, and history of medications errors. 
The facility ' s Standard Operallng Procedure 
4.14 Medication Errors states " there ls no 
acceptable incident rate for medication errors: " , 

Interviews with' staff AA and Staff# QQ on 
2/18/15 revealed that when investigating 

, medication errors the facility looked al adverse 
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Conllr.iued From page 22 
outcomes, severity of the error and length_cif ffme 
between errors. Both reported that there was no 
threshold on when a staff had madetoD many 
errors. Neither staff could give an explanation as 
to why Staff PP had so many medication errors in 
2014. 

4. Review of a facility incident report dated 2/3/15 
revealed staff noticed a bruise with a 2 to 3 inch 
spread on Resident #28's right hip. The facility 
determined the bruise was caused by the seatbelt 
buckle on the shower chair. The facility 
Investigation indicated that Staff M would contact 
Staff N for consultation regarding a remedy. 
Interview with Staff N on 315/15 revealed she 
recommended placing a "pool noodle" (cushioned 
tube) over the belt buckle while Resident #28 
showered. Staff N stated Staff M would be 
responsible for the purchase of the "pool noodle." 
Interview with staff M on 3/5/15 revealed she had 
not purchased the "pool noodle." 
483.430(d)(1·2) DIRECT CARE STAFF· 

The facnity must provide sufficient direct care 
staff to manage and supervise clients in 
accordance with thei~ individual program plans. 

Direct care staff are defined as the present 
on-duty staff calculated over all shifts in a 24-hour 
period for each defined residential living unit. 

This STANDARD Is not met as evidenced by: 
Based on observation and interviews, the facility 

failed to ensure sufficient staff were available In 
order to meet the needs of OT.le Resident 
(Resident #1) of 12 sampled residents. The 
failure of the facility to ensure staff were available 
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W f86 Continued From page 23 
to meets the needs of Resident #1 resulted in 
Resident #1 not being able to work and or leave 
the dining room when he was finished eating. 
Findings include: 
Interview with Staff s on 3/3/15 at 9:30 AM 
ac~d there were 14 residents residing 
on -House with significant basic care 
needs which included 7 residents on lhellside of 
the house (Resident#29, #2, #3 .. #37, '(rl5, #1 
and #22) and 7 resldimts on th !de of the 
house (Resident#7, #41, #27, #40, #26, #39 and 
#38. Several residents (Resident #26, #27, #42, 

, #29, and #22) required additional supervision with 
toileting aQd that required staff assistance. In. 
addition, sev~ral residents (Resident #22, #1, 
#29, #7 and #27) had motion alanns In their 
bedrooms for protection of injury that required 
staff to Investigate when the alarm sounded. . 
··staff S reported 4 direct care staff work on the 
house which includes 2 direct care staff on the A 
side of home and 2 direct staff on the B side of 
home during the AM and afternoon shift. 
Overnight shift has 2 direct care staff on the 
house which includes 1 direct care staff working 
the A side of the house and one direct care staff 
working the B side of the residence. 
Resident #1 received PRO (Protective 
Supervision) for known PICA behavior (ingesting 
a nonnutr[five item) and must remain in line of 
sight at all times. 
On 3/3/15, following a dinner meal 4:50 PM, Staff 
RR is observed bringing Resident #29 into the 
living room and assists him into a reclin.er and 
secures the seat belt and returns to !he kitchen 
area to sweep the floor. Resident #1 is escorted 
into tlie kitchen where a chair is placed for 
Resident #1 to sit on while the ACM loads the 
dishwasher. • ' 
Observation on 3/3/15 at 11.:00 Afyl during the 
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Continued From page 24 
lunch meal, 3/4/15 at.4:00 PM during the dinner 
meal and 3/9/15 at 11 :DO AM during tlie lunch 
meal Resident #1 is observed eating his meal 
and when finished brings his dishes to the 
kitchen. Various staff escort Resident #1 back to 
the dining room table where Resident #1 remains 
seated until other residents are finished with their 
meal. 
Interview with Staff"S·on 3/10/15 at 11:00 AM 
acknowl!)dged Resident #1 is limited in what h!l 
can do as facility staff need to be near him at all 
times due to Resident #1 ' s known PICA 
behavior (ingesting a nonnutritive item). Staff S 
acknowledged Resident #1 could do a lot more 
and has a boring life. Staff S acknowledged 
Resident #1 requires line of sight supervision at 
all times, and Resident #1 • s daily routine is 
·driven by staff responsibilities not Resident #1 's 
choice, Staff S acknowledged there Is not enough 
direct care staff to meet the needs of Resident 
#1. ' 
·interview with Staff BB on 3/1 0/15 at 3:00pm 
acknowledged staff does the best they cari with 
staff available. Slaff BB acknowlec!ged Resident 
#1 will sit with them and Resident #1 ' s activities 
are based on what staff needs. 
Interview with Staff CC on 3/9/15 at 9;30 AM 
acknowledged Resident #1 could work and is
quite capable of doing more. By not having a one 
to one staff Resident #1 is not able lo work. Staff 
acknowledged a request was made for additional 
staffing for Resident #1 that was denied. 
Record review of Psychological Assessment 
dated 2-17-15 revealed Resident-#1 receives 
protective supervision defines as " line of sight 
and no more than 10 feet away from a staff 
member" . Resident #1 ' s quality of life was 
greatly enhanced by having all day meaningful 
employment that he enjoyed. As staff levels have 
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W 186 Continued From page 25 
decreased, Resident work hours have been cut 
because his work is lim.ited to times that 1 :1 
·supeJVision is available. 

W 195 483.440 ACTIVE TREATMENT SERVICES 

The facility must ensure that specific active 
treatment seJVices requirements are met. 

This CONDITION Is not met as evidenced by: 
Based on obseJVations, record reviews, and 
Interviews, the facility failed to ens~re staff 
provided a continuous, active treatment-program 
for Residents to develop skills for greater 
independence, failed to encourage Residents to 
make choices and self-manage their daily 
routines, failed to ensure staff implemented 
>1rograms .w.hich had been developed based oh 
assessed needs, and failed to ensure there were 
enough staff assigned to meet the needs of all 
Residents. This failure prevented the residents 
from receiving necessary seJVices and supports 
to promote greater autonomy and Independence 
and resulted in the Condition of Participation of 
Active Treatment Services to be· not mel 
Findings include: See W186, W196, W247, and 
W249 • 

W 196 483.440{a){1) ACTIVE T~EATMENT 

Each client must receive a continuous active 
treatment program, which includes aggressive, 
consistent implementation of a program of 
specialized and generic training, treatment, health 
services and related services described in this 
subpart, that is directed toward: 
(i) The acquisition of the behaviors necessary for 

the client to function with as much self 
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W 196 Continued From page 26 
determ inalion and Independence as possible; and 
(ii) The prevention or deceleration of regression 

or loss of current optimal functional status. 

This STANDARD is not met as evidenced by: 
Based on observations, record reviews and 
Interviews, the facility failed to ensure four of 12 
Sampled Residents (Residents #4, #5, #1 O, and 
#11) received a continuous, consistently 
implementej:I program of supports, servic:es, an~ 
training to meet their needs. Failure to ensure • 
Residents were provided actiVe treatment 
prevented them from acquiring skills lo increase 
!heir independence. 
Findings inclu~e: 
Resident #11 
1. On 3/3/16 from 9:23 AM to 9:55 AM, Resident 
#11 was observed seated In a wheelch~ 
table In the dining room of the Aside of -
House. There was no activity occurring. At 9:33 
AM a staff asked her if she wanted to do a puzzle 
and got a 9 piece non-interlocking wooden pu;,zle 
and placed it in front of .Resident #11 and then 
walked away. She did not do !he puzzle. Staff 
did not continue to engage with her. At 9:39 AM. 
a different staff tried lo get Resident #11 to do the 
puzzle. Again, she did nQI do the puzzle. The. 
observation ended at 9:55.AM. Staff D was 
interviewed at the end of the observation and she 
revealed Resident #11 was new to the house. 
2. On 3/3/15 from 3:02 PM to 3:28 PM, Resident 
#11 was observ-d sittin at a table in the A side 
dining room of House. There were 
wooden puzzles an a wooden stacking ring toy 
on the table. At 3:09 PM a staff handed Resident 
#11 one of the stacking ring pieces·. Resident #11 
put the piece back on the table, At 3:11 PM, 
Resident #11 was talking to herself in a loud voice 
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Continued From page 27 , 
saying • Get no shot today·• and allier phrases. 
At 3:18 PM a staff involved In New Employee 
Orientation-sat with her and handed her pieces of 
the stacking.ring toy. She put 8 pieces on when 
they were handed lo her one at a time. At the 
end of the observation, an interview with Staff C 
reve·aled the purpose of!he activity was to 
c;!evelop fine motor skills, 
3, On 3/4/15from 10:00AM to 10;58 AM, 
Resident #11 was obse~ on a couch on 
the A side living room of-House. A staff 
asked her if she wanted a snack and assisted· 
Resident #11 to a dining room table. Resident 
#11 had milk and cookies. At 10:10 AM she 
finished her snack and a staff asked her, "Want 
lo do an activity? • . They offered her a board. 
wiq-, geometrically shaped blocks but she pushed 
it away. The staff then gave her a children ' s 
picture -book which she began looking at. At 
10:20 AM Staff K had her transfer back Into her 
wheelchair, at which point she yelled "WE1nt a 
cookie " , and " I want a cookie " . So Staff K 
assisted her lo have more cookies, apparently 
unaware that Resident #11 had Just had cookies. 
a few minutes earlier. At 10:45 AM sh~ was back 
lying on the couch. At 10:56 AM a staff rubbed 
some lotion on her arms and hands and directed 
Resident #11 to rub it In completely. At 10:58 AM 
she was back In her wheelchair lo get ready for 
lunch.· 
4. On 3/6/15 from 9:25 AM to 10:03 AM, 
Resident #11 was observed in the dining room of 
her home atllllltfouse. Thi) initial 
observation revealed she was sitting in her 
wheelchair at a table. There was no activity at 
the table. At 9:28 AM a staff put a wooden block 
• toy in front of her, but she did not do anything with 
it. At the end of the observation Staff G was 
interviewed and said the purpos~ of the activity 
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W 196 Continued From page 28. 
was socializing, learning shapes and colors and 
for interaction. 
Review on 3/9/15 al 10:00 AM of Res· en! 1 's 
record r~v;w she ha moved to 
House on 15 from 
House in a separate ICF/11D facility at Rainier 
School. • • •• 
On 3/10/15, Staff II was interviewed with Resident 
#11 's record available. He revealed Resident 
#11 was fairly new to-House having 
moved there from anot!ier'liouse at Rainier 
School in a different !Cf:/11D facility. He slated 
her 30 day Individual Habilitatlon Plan meeting 
had been held 2/26/15 and that there were some 
changes but for the most part her plan was quite 
similar to the 12/2/14 IHP from l■iilHouse. 
He stated staff were still getting to kriow·her. 
Resident #4 • 
1. On3/3l15from 10:15AMto10:38AM, 
Resident #4 was observed seated at a table in 
the living room area of-.-iouse. Resident 
#4 was seated in a wheelcl\air that was tilted 
back. Staff E played bingo for the Residents. 
Staff E spw)' the cage with the bingo numbers, 
told the Residents If they had a match, and then 
placed a marker on their card as needed. At 
approximaiely 10:30 AM, Staff F got a giant • 
Connect Four " game and placed a piece into •·. 
Resident #4 ' s hand, with difficulty, and then 
attempted to have Resident #4 put the piece inlo 
the game board. She did not let go of the piece 
readily. Only 1 piece was attempted, At the end 
of the observation, when interviewed about the 
purpose of the activity, Staff F stated it was to 
help loosen her up. 
2, On 3/3/15 from 5:18 PM lo 5:40 PM, Resident 
#4 was seated in her wheek:hair in the living room 
of her home. She was one of three Residents 
silting in wheelchairs near the table where Staff G 
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was playing a game called "Sharp Shooters " 
with them. The game Involved throwing a 
number of dice onto a board and then making a 
determination as to where to place the dice on 
the game card if matches occurred. Initially Staff 
G was. doing all of \he game ·activities herself. 
Later, as the' surveyor approached and qsked 
about the game, Slaff G began "putting". the 

• • dice near the Residents hands, or attempting to 
have the Res[dents hold the dice before throwing 
them onto the boa.rd. At the end of .the 
observation when interviewed, Staff G said the 
purpose cif the activity was lo get them involved. 
3. On 3/4/15 from Q:20 AM lo 9:51 AM,.Resident 
#4 was observed In her bedroom. She was 
seated In her wheelchair In the middle of her 
!)edroom and there was music playing and a.fan 
blowing on her. At the end of the observation, 
Staff J was Interviewed and revealed having the 
fan blowing on her helped relax her. • 
,t On 3/5/15 fr-0m 9:00 AM to 10:10 AM, 
Resident #4 was observed in her home and the11 
later In an activity room, At the start of the 
observation, Resident #4 was in a peer ' s 
bedroom in front of the TV. Another Resident 
.was in the room as well. At 9:12 AM a staff 

• brought her out into the living.room and put her 
tennis shoes on, The TV was on but Resident #4 
was far away from it and other Residents were 

• blocking her view. At 9:1 a AM a staff took her 
into the bathroom and she was in the bathroom 
for a total of 25 minutes., After coming out of the 
bathroom, she was taken to a large room in the 
same building where there was an activity to 
make a clover for SI. Patrick ' s Day out of 
colored paper. Resident #4 was not able fo out 
the paper or fasten it together. The activity was 
performed by the staff. At the end of the 
observation, Staff L was interviewed and revealed 
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Residents are chosen to come to the arts and 
crafts room based on who they think would 
benefit. Staff L said was directed lo take Resident 
#4 to the activity that day. . 
5. On 316/15 from 1 O:OB AM io 10:29 AM 
Resident #4 was observed in the activity room 
where a painting activity occurred. Resident #4 
was observed with a baseball-style cap which 
was low down on her forehead partially 
obstructing her ability to see outward. Staff O 
painted the picture for Resident #4. Staff O was 
interviewed at the end of the observation and 
revealed the purpose of the activity was for 
engaging and socializing. 
Review on 3/6/15 of Resident 114 ' s record 
revealed her IHP dated 216/15 stated her long 
rango training gqal as " [Resident #4 ' s name] 
will' maintain her overall range of motion through 
completion of training objectives In the areas of 
dressing,. facewashlng, dining, toothbrushing and 
cholcemaking by 2017." 
Interview on 3/9/15 at 3:25 PM with the QIDP, 
with Resident #4 ' s record available, verlfied a 
main focus of Resident #4 ' s fraining was to 
maintain her range of motion. She verified that 
many of the activities observed by the Surveyor 
did not have staff focusing on the Resident #4 ' s 
range of motion. 
Resident #1 O 
1. Observation was initiated at 7:00 AM on 3/3115 
in House. At 7:32 AM, Reside11t #10 was 
seated at the dining table eating breakfast. Al 
8:10 AM, Resldent#10 was observed sitting in 
her rocking chair holding a piece of fabfic with 
textured items attached. House staff referred to 
this item as!\ texture apron. Al 8;15 AM, Staff 
DD asked Resident #10 how she was doing and 
al 8:24 AM, Staff EE asked Resident #10 how 
she was doing. At 8:37 AM, Staff EE asked 
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Resident #10 If she wanted to go join the 
activities in the other room then without waiting 
for a response from Resident #10, he walked 
over to lwo other non-sampled residents. 
Resident #10 remained sealed In her rocking 
chair. Between 8:10 AM and 9:00 AM when the 
observation ended, there were no activities in 
which Resident #10 was Involved in an active 
treatment program intepded to teach skills or 
Increase Independence. 

' 
2, .Hori was Initialed at 3:07 PM on 3/3/15 

• in House. At that time,' Resident #10 was 
silting in er rocking chair with no activities. Four 
other non-sampled residents were also sitting In 
the same living room area without any ac1ivities. 
At 3:10 PM, Staff FF began asking if residents i_n 
the living room area lf theywanled lo sit outside 
in the backyard. Resident #10 went outside and 
came back Inside at 3:11 PM. At that time, Staff 
FF assisted Resident #10 with putting her coal 
on. Resident #10 walked outside for one more 
minute then came back Inside the house and 
walked around the house un!i! 3:22 PM when she 
sat down at a table which had soft blocks and 
magai:ines on it There were no staff or other 

' residents at the table and she did not engage with 
any Items on 1he table. At 3:25 PM. Staff FF 
asked Resident #1 0. If she wanted to come to the 
other side of the house. Al that fime, Resident 
#10 was observed getting up from the table and 
walking around the house until 3:37 PM when she 
sat down in her rocking chair. At 3:43 PM, Staff 
FF cued Resident #10 to come to the t~ble to 
have a drink alongside a non-sampled resident. 
Resident #10 walked to the table and at 3:45 PM 
Staff FF' assisted Resident #1 0·with laking her 
coat off, which she had been wearing in the 
house since 3:11 PM. At3:48 PM Resldent#10 
left the table and returned to her rocking chair 
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where she remained at 3:54 PM when 
observation ended. The room temperature in the 
house was warm and no other staff or residents 
were observed wearing their coats indoors. 
Resident #1 o was not observed to be involved in 
an active treatment program intended to teach 
sknls or Increase independence during this period 
of observat1on. 
3. Obse~as initiated at 10:25 AM on 
3/4/15 in ~ouse. Resident #10 was 
observed al that time sittlng at the dining area 
table. Resident #1 o was looking at her fingers 
and twiddling her thumbs, not engaging in the 
blocks; bead tracks, or magazines sitting on-the 
table. At 10:28 AM Resident #10 walked towards 
the back of the·house with an unknown nurse and 
returned to her rocking chair at 10:31 AM. 
Resident #1 0 remained In her· rocking chair • 
without any actiVities until 1 0:50 AM when Staff 
DD asked her if.she wanted lo wash her hands 
for lunch. Resident #1 O was observed eating 
lunch for the duration of the observation which 
ended at 11 :38 AM. Resident #10 was not 
observed to be Involved In an active treatment 
program intended to teach skills or increase 
independence. • 
4.~atlon was _initiated at 3:55 PM on 3/4/15 
in-House. Resident #10 was sitting in her 
rocking chair in the living room ari:ia holding her 
texture apron. At 4:15 PM, Staff GG cued 
Resident #1 0 to come to lhe dining room table for 
dinner. At 4:52 PM ·Resident #1 0 returned to her 
roc(<ing chair after dinner and held her texture 
apron. No- activities were offered. The 
observation ended al 4:54 PM. 
5. Observation was initiated at 10:05 AM on 
3/5/15 in-House: Resident#10was 
sitting in the living·room area in her rooking chair, 

• holding her texture ap1on. Two other non-sample 
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residents were also sitting in the same room with 
nci activities. At 10:07 AM, Staff HH came in from 
the back yard and asked one of the non-sample • 
residents if she would like to draw outside with 
chalk. No activity was offered to Resident #10. 
At 10:22 AM, ,Staff HH came in from outside and 
handed Resident #1 0 her texture apron which 
she had let go of. Resident #10 remained in her 
rocking chair without any activity until 10:56 AM at 
which time Resident #1 0 went to the bathroom to 
wash her hands for lunch with staff assistance. 
Resident #1 0 was not observed to be Involved in 
an active treatment program intended to leach 
skills or increase independence during this 52 
minute observat.!on. 
Record review for Resident #10 was conducted 

on 3/10/15 a( 2:00 PM. In Resident #1 0 ' s 
Individual Habilitation Plan (IHP), IHP CODE & 
Prob # 4015 T07 A stated given a gestural and 
verbal cu\', Resident #1 0 will ·rernain at an activity 
with her peers for 3 minutes. The objective was 
to teach Resident #10 to be able to regulate her 
arntiety during group activities. During the 
observations from 3/3/15 through 3/5/15, 
Resident #10 was asked one time oh 3/3/15 by 
Staff EE if she wanted to join other residents in 
the other room for'activltles. At no other time 
were activities offered or suggested to Resident 
#10. The IHP stated praise is a great reinforcer 
for her, and she likes knowing she has done a 
good job. The IHP stated Resident #1 0 does 
seern to appreciate an occasional light'pat/rub on-
her back or head from known staff. There were 
no observations of staff praising Resident #1 o or 
offering physical touch. Resident #1 O's IHP also 
stated with objective #2071 she will express her 
wants, needs, and negations· using natural 
gestures as a way to teach appropriate ways of 
expressing her agitation and anxiety. It is noted 
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• in the !HP that Reside_nt #1 O will display increased 

anxiety by leaving an area. On 3/3/15 when 
Resident #10 walked around the house for a total 
of 22 minutes, there was no staff Intervention or 
involvement in assisting Resident #1 O to express 
her needs and desires. 
During an Interview with staff EE at 8:37 AM on 
3/3/15, when asked about Resident #10' s 
texture apron, he stated Resident #10 likes to 
manipulate things and she has had that behavior 
for 17 years. Staff II, the Qualified Intellectual 
Disability Professional (QIDP), was interviewed 
on 3/10/15 at 10:25 am. He staled staff may use 
Resident #1 O ' s anxiety as a reason not to 
Interact with her, especially ff there Is an activity 
coming up within 30 minutes. 
Resident ffe5 
1. Observation on 3/2/15 at-house 
between 10:55AM and 11:3~vealed 
Resident #5 was sitting in the living area of the 
home buckled into a recliner. Resident #5 
contlnuously handled two strings that were 
attached to a metal hook that was fastened to a 
piece of wood (knDt board). A staff passed 
through the area and stated "are you threading 
your board?" At 11:03, Staff R was observed 
bouncing a ball to other residents who were 
seated In the same area. Staff R asked Resident 
#5 W she wanted to play ball. Resident #5 did not 
respond. (Resident #6 was obseived to be blind) 
Interview with Staff R about the purpose of the 
ball activity revealed it was designed to "engage 
residents• and work on "motor skills". 
2. Observation on 3/2/15 at~ouse 
between 3:45PM and 4:00pm revealed Resident 
#5 sat in a recliner l(llilh a seat belt around her 
waist. No staff interacted with her. 
·3. Observation on 3/3/15 at -House· 
between 9:25 AM and 10:30 AM revealed 
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Resident #5 was buckled into a recliner. She was 
handling the string$ on the knot board .. At 9:45 
AM, Staff H lied the two strings into multiple little 
knots. Resident 'tf6 manipulated the knots until 
the knots were undone. At 10:07 AM staff state 
to Resident #5" I see you have undone your 
knots;" There was no other type of staff 
ln!eracti.on. Interview with a staff working in the 
area about the purpose of the activity revealed 
Resident #5 works on her fi. skills. 
4. Observation on 3/3/15 at House • 
between 3:20 PM and 4:20 revealed Resident 
#5 was seated In a wheelchair handling the 
strings on the knot board. At 3:25 PM Staff T 
noticed something on Resident #5'.s face and 
washed her face. At 3:27 PM Staff T handed 
Resident #5 a piece of cloth with slrings attached 
to it. Resident #23 did not do anything with the .. 
cloth. Al 3:44 PM Staff T tied knots in the strings 
attached to the knot board and handed the board 
to Resident #23. There was no other type of staff 
Interaction. , • 
5. Observation on 3/3/15 at-House 
between !i:10 P!',1 and 6:20 PM°reve'aled Resident 
#5 was buckled into her wheelchair handling the 
strings on the knot board. At 5:15 PM, Staff T 
took Resident #5 into her room lo change her 
shirt. This look approximately 5 minutes. At 6:05 
PM, Staff T tied the strings on the board for 
Resident #5 to undo and then he assisted her to 
put a coat on. Resident #23 sat In her wheelchair 
with her coat on, handling the strings on the knot 
board until she left with staff at 6:20 PM. Staff T 
was asked where Resident #5 was going, Staff T 
staled to "watch a video on Zumba at PAT 
headquarters." 
6, Observation on 3/4/15 at-House 
between 9:55 AM and 11 :25 ':lil':l!"revealed 
Resident #5 was buckled into a wheelchair at the 
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dining room table handling the strings on the knot 
board. Staff P was in the dining area of the 
home. At 10:10 AM, Staff P placed her hands 
over Resiilent #5's hands.and assisted Resident· 
.#5 to untie the knots. (Resident #5 was observed 
to be able to independently untie the knots· on 
previous days) Interview with Staff P about the 
purpose of the acti'!ity, Staff P stated "tE/xture" 
and that she can "independently thread the board 
and staff do not need to help her with that." . 
7. Observation 3/5/15 at 7:45 AM revealed staff 
brought Resident #5 into the living area of ttie 
home. Staff M handed Resident #5 a cloth with 
strings on it and stated "here is your macrame." 
At 7:55 a staff asked Resident #5 where her 
board was. The same staff left the area and 
returned with the knot board, knotted the strings 
together and placed the board in fro.nt of Resident 
#5: At 8:15 AM staff pushed Resident #5 to dining 
room table. • 
Review of the IHP dated 3/18/14 for Resldent/15 
revealed. the interdisciplinary team met ana 
determined the focus of Resid~nt #5's active 
treatment plan should include decreasing' 
self-injurious behavior and increasing her current 
levels of independence in personal care and daily 
living routines. , In addition Resident #5 has a" 
knot board that she uses from time to timei' 
None ~f the state surveyors observations of 
Resident #5 appeared to be designed to increase 
current levels of independence in personal care 
and daily routine. 
Interview with Staff WW on,3/10/15 regarding the 
active treatment program for Resident #5 
revealed the program inclut')ed a tooth br[!shing 
program, sensory program, wet washcloth 
program and a calming preferred activity. Siaff 
WW staled Resident #5 likes the "knot bo~rd. " 
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W 247 483.440(c)(6)(vl) INDIVIDUAL PROGRAM PLAN 

The individual program plan must Include 
opportunities for client choice and 
self-management. 

This STANDARD is not met as evidenced by: 
Based on observation, interviews and record 
review, the facility failed lo allow two of 12 
Sampled Residents (Resident #1 and #10) lo 
manage their own food preferences and 
self-manage their daily routines. These failures 
prevented residents from exercising freedom of 
choice and self-regulation. 
Findings Include: 
Resident #1 O 
1. Observation was initiated at 10:50 AM on 
3/2/15 ·In -House. At 11 :00 AM, Slaff UU 
offered Resident #1 D a toasted cheese sandwich, 
beef barley stew, or a ." grou.nd sandwich. • The 
staff member dished up beef barley stew, potato 
salad, and macaroni salad without Resident #10 
responding or assisting, then served her a cut up 
cheese sandwich once Resident #10 sat at the 

• table. At 11:15AM Staff UU brought cake In 
bowls to Resident #1 O ' s table. At the table, with 
Resident #1 O presert, Staff U.U asked Slaff JJ Jf 
Resident #1 o wanted whipped cream on her . 
cake. Staff JJ said, " Oh probably. " Staff UU 
proceeded to put whipped cream on Resldent 
#1 0 ' s cake without asking her if she wanted it. 
Resident #10 was observed during the meal lime 
to eat independently with a spoon, yet at no tlme 
did Resident #10 use a spoon to self-serve her 
own·meal. . 
a. During observation at 7:38 AM on 3/3/15, Staff 
UU served breakfast to Resident #1 0 without 
giving her a choice of a breakfast item or 
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participating in self-management in serving her 
own meal. At 8:30 AM, Resident #10 was 
observed rec,!iving her medications by Staff SS. 
Staff SS prepared Resident #10' s medications 
by mixing them with food then spoon fed them to . 
her. Resident #10 was not given the opportunily 
to hold the

0
spoon to administer her own 

medications. At 11:10 AM during lunch, Staff UU 
held Resident #1 0 ' s plate and dished up food 
while Resident #10 stood and watched. Resident 
#10 did not have a choice of food or have the 
opportunity to self-serve her meal. At 11:33 AM, ' 
Staff UU prepared cake muffins In individual 
serving bowls for the residents at the dining table. 
The staff member squirted whipped cream out of 
the can onto Resident #1 0 ' s cake without giving 
her the option of choosing whether or not she 
wanted anY,, 
b. At 11:05 AM on 3/4/15, Slaff UU brought 
Resident #10 ' s mat, plate, and spoon to the 
table where Resident #10 was sitting down. The 
staff then carried the plate to the food service . 
table while the named resident followed behind: 

• Staff UU told Resident #1.0 what the food choices 
were then dished up the food on her plate. At 
4:15 PM, Staff GG took the named resident ' s 
plat~ lo the food service table by himself l3nd 
dished up food on her plate before bringing it 
back to her. Resident #10 was not given an 
opportunity to choose what she wanted to eat or 
self-serve her own food during breakfast or lunch 
on this day. At 4:05 PM, Resident. #10 did not 
participate in self-management of her-· 
medications. The nurse administering the 
medications mixed the medications with food 
then brought the medications to Resident #10 
and spoon fed. them to her. There was no 
cipportunity for Resident #1 Oto self-administer 
her own medications. 
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c. Record review for Resident #1 o was 
conducted on 3/10/15 at 2:00 PM. In Resident 
#10 ' s Individual Habilitallon Plan (IHP), IHP 
CODE & Prob # 1001 T 01 C, slated given 
gestures and a verbal cue, [Resident #1 OJ will 
use a utensil lo feed herself, with an average 
score of 4.0 or greater for 6 consecutive months. 
Resident #10 ' s was observed using a spoon to 
feed herself during meals. • 
d. A joint-interview on 3/10/15 at 10:25 am with 
Staff II and Staff KK revealed neither have 
witnessed Resident #10 ever participate in 
self-administration of her medication. When 
asked \11/hy Re~ident #1 O does not lake part in this , 
activity, the QIDP stated Resident #10 flails her 
arms around which would possibly prevent her 
from getting her medications. The behavior of 
flailing arms around when receiving medicatio_ns 

• was not observed by the surveyor. 
Under letter " c " where record review is noted: 
Resident 10 ' s Comprehensive 'Functional 
Assessment {CFA).dated 11/20/14 stated 
[Resident 10] made choices froll)·wh<1tfeels good 
for the moment or what will satisfy a basic need. 
For her to be able to make choices, the options 
had to be presented IQ her in coricreteform; 
things she can see; feel, touch, or activities she Is 
familiar with. Resident 1 ' s CFA also stated she 
is able lo follow simple one-step requests that are 
part of her dllliy routine and she is able to feed 
herself with a spoon. 

2. Observation ori 3/3/15 at 11 :DO AM during 
l4nch meal, 3/4/15 at 4:00 PM during dinner meal 
and.3/9/15 at 11:00 AM during lunch, Residenl#1 
is observed eating his meal and when finished 
brings Resident #1 brings his dishes to the 
kitchen. Various staff escort Resident #1 back to 
the dining room table where Resident #1 remains 
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seated until ·oth!'r residents are finished with their 
meal. • • 
Interview with Staff Son 3/10/15 acknowledged 
Resident #1 Is limited in what he can do as facility 
staff need to be near him at all times due to • 
Resident #1 ' s known PICA behavior (ingesting a 
nonnutritive item). Staff S acknowledged 
Resident #1 could do a lofmore and has a boring 
life. Staff S acknowledged Resident #1 requires 
direct care staff to be near at all times and 
Resident #1 ' s dajly routine is driven by staff 
responsibilities not Resident #f' s choice. 
Interview with Staff BB on 3/10/15 at 3:00pm 
acknowledged that staff do the best they can with 
available staff. Staff acknowledged Resident #1 
will sit with them,and Resident #1 's activities are 
based on what staff needs. 

vv .::49 483.440{d)(1) PROGRAM IMPLEMENTATION 

As soon as the- interdisciplinary team has • 
fprmulated a client's individual program plan, 
each client mu.st receive a continuous active 
treatment program consisting of needed 
interventions and services jn sufficient number 
and frequency to support the achievement of the 
objectives identified in the individual program 
plan. 

This STANDARD is not met as evidenced by: 
• Based on observation, interviews, and record 
review, the facility failed to ensure individual 
program plans were consistently Implemented for 
two of 12 Sampled Residents {Residents #6 and 
#1 D). This failure prevented the residents from 
having an opportunity to learn skill development 
and work toward accomplishing their obJecfives. 
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Findings include: 
1. At 7:15 AM on 3/3/15, Resident #1 c'i was 
seated at the dining room table. Staff UU picked. 
up Resident #10 ' s cup from the !able, walked 
away from the table, poured juice Into the cup, 
then brought the filled cup back to Resideni #1 O. 
At 3:43 PM, Sl;;ff FF cued Resident #1 O to sit 
down next to a non-sam pied resident to get a 

• drink. Staff FF got a cup from the shelf and • 
brought it to Resident #10 at the t;ible. At no time 
on this day was Resident #10 observed retrieving • 
her cup from the place setting in the dining area • 
where it is stored between meals. 
a. Observation at 11:05 on 3/4/15 revealed 
Resident #1 O sat down for lunch and Staff UU 
retrieved Resident #1 0 '·s cup from the place . 
setting in the dining area and brought it to her at 
the table. Resident #10 was not provided the , 

, opportunity to pick up her cup. At 3:55 PM, when 
the surveyor arrived at Resident#10 ',s home, 
her place setting, including her cup, wa~ already 
set out on the dining table for dinner. 
b. Between 4:30 PM and 4:37 PM on 3/4/15, 
Resident #10 ate most of her dinner of mixed 
vegetables, ham, and macaroni and cheese with 
her fingers, At 4:_35, staff cued her spoon. 
Resident #1 O ate with her spoon for 1 O seconds 

.. then· resumed using her fingers. There were no 
other cues from staff. 
c. During observation at 8:30 AM on 3/3/15, 
Resident #10 received her medications from Staff 
SS when the staff pushed the cart towards ihe 
chair where Resident#10 was sitting. Al 3:50 
PM, Resident #10 'received her medications from 
Staff PP, Staff PP prepared. Resident #1 O ' s 
medications at the medication cart then brought 
the cart to Resident #1 O in her rocking chair. 
During both medication 'passes, each staff 
member spoon fed the medications_ to Resident 
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• #1 O. Neither time, Resident #1 O was not called to 
come to the medication cart or given an 
opportunity lo use a utensil to feed the 
medications to herself. 
d. Observation al 4:05 PM on 3/9/1 q revealed • 
Resident #1 o received her medications from 
LPN2 TT after he pushed the cart to where 

• Resident #10 was sitting. He then spoon fed the 
medications to her. There was no opportunity or 
cue 'for Resident #10 to come to the medication 
cart or participate by using a utensil to feed 
herself. 
e. Record review for Resident #1 Ci was conducted 
on 3/10/15 at 2:00 PM. In Resident #1 O ' s 
Individual Habilitation Plan (IHP),dated 11/20/14 
IHP CODE & Prob# 1001 T01 C, stated given 
gestures and a verbal cue, [Resident #1 O] will 

. use a utensil to feed herself, with an average 
score of 4.0 or greater for 6 consecutive months. 
Her IHP·CODE & Prob# 1005 T01 B/C stated 
given verbal and visual cues, [Resident #1 OJ will 
indicate her desire for a drink by picking up her 
glass from her place setting in the dining room, 
with an average score of 6.0 or greater for 6 . 
consecutive months. Record review of Resident 
#10 ' s Service Plan Revision, approved on 
12/29/14 found Prob #8052 which slated • 
Resident #10 would come to the medication cart 
w,hen her name was called. 
f. Ajoint interview on 3/10/15 at 10:25 am with 
Staff II and Staff KK reve·ated neither haile 
witnessed Resident #10 ever participate in using 
a utensil in self--administralion of her medication. 
Staff II reported Resident #10 flails her arms 
around which would possil;>ly prevent her from 
getting her medications. This behavior was not 
observed by the surveyor. 
2. Review of the Individual Habilitation Plan 
dated 7/14/14 revealed Resldent #6 's 
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wheelchair should be used only when Resident 
#6 was unsteady or having difficulty walking. 
a. Observation at Buckley·House on 3/2/15 at 
10:55 AM revealed Resident #6 was sitting in an 
easy chair in the living area of the home. At 
11:11, StaffM assisted Resident#6from the 
recliner into a wheelchair. Staff M then pushed 
Resident #6 into the dining room. Staff M assisted 
Resident #6 from the wheelchair lo the dining 
room chair. 
b. Observation at Buckley House on 3/3/15 at 
3:20 PM revealed Resident #6 was sitting in a 
recliner chair in the living area of the home. At 
4:15 PM, Staff M assisted Resident #6 from !he 
recliner into a wheelchair. Resident #6 started 
self-propelling herself towards the dining area of 
the home. Staff stepped in and pushed her chair 
to the dining room ta.ble. Resident #6 was then 
assisted from the wheelchair to the dining room 
chair. • 
c. The state surveyor asked Staff M why Resident 
#6 was never observed walking In her home. 
Staff M stated Resident #6 has an awkward gait • 
and she and Staff P cannot assist her to walk. 
Staff Madded that some of the male staff (who • 
were larger in stature) could assist Resident #6 to 
Walk around her home . 

• W 301 483.450{d)(4) PHYSICAL RESTRAINTS 

A client placed in restraint must be checked at 
least every 30 minutes by staff trained in the use 
of restraints. 

This STANDARD Is not met as evidenced by: 
W301 -
Based on observaUon, record review·and 
inte.rview the facility failed Ip ensure Residents 
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were checked while being restrained either on _a 
toile~ in dining room chair or in a r!)cliner. This 
failure resulted in Residents being placed in 
~estralnts and left for long periods of time without 
staff ensuring residents were safe, comfortable, 
and if restraint needed to be released. Findings 
include: 
Dining Room Chairs 
Observation on 315/15 at Buckley house between 

7: 10 AM and 7:48 AM revealed Resident #6 was 
seated in a dining room chair with·a seat belt 
buckled around the middle of her chest. There 
were no staff in the room. Resident #6 sat 
upright in the chair, picking at her shirt, wiggling· 
her feet and looking around. Resident #6 never 

,. tried to remove the restraint. At 7:48 AM a stalf 
' entered the dining room and pushed her chair up 

to dining room table. At 8:12 AM a staff dished • 
Resident #6's breakfast into a bowl and Resident 
#6 started eating. At no lime did staff check to 
ensure the restraint was fitted properly or if 
Resident #6 was comfortable. 
Record review on 3/9/15 of Resident #6's IHP 
.dated 7/14/14 revealtd the dining room chair 
restr-iint was to be used only when Reside.nt #6 
was. eating. 
lntervlew wtth Staff Q on 3/11/15 about the use of 

th~ restraints in dining room chairs revealed the 
facility uses the seat belts that are attached to the 
dining room chairs as "positioning devices" and 

. should only be used when eating . 
Toilet Seat Restraints , 

•

• !Ion between 3/2/15 and 3/11115 at 
house revealed ·Resident #30 capable of 

g, sitting and standlil,':'n inde ndently. 
Observation on 3/5/15 at ouse revealed 
an Adult Training Program staff took Resident 
#30 Into the bathroom at 7:50 AM. The ATP staff 
~me out of the bathroom. The ATP staff started 
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assisting residents with breakfast. The ATP did 
not chec~ on Resident #30. At 8:17 AM, the 
surveyor asked the ATP staff to produce the toilet 
support log for Resident #30. The ATP staff went 
to the-bathroom and gave the restraint log to the 
surveyor. The ATP staff had not entered the time 
she put Resident #30 on the toilet. Resident #30 
sat, restrained on a toilet for 27 minutes until the 
surveyor intervened. 
Review ofthe toilet support log for.3/5/15, 
revealed staff had not documented when· 
Resident #30 was put on the toilet, when, or if she 
had been checked. 
Review of the facility's pollcy title SOP 3.13 
revealed residents placed in a "toilet support" 
device will be monitored at a minimum of ·every 
ten minutes. • 
Interview with Staff M on 3/4 /15 revealed 
Resident #30 needed to be kept on the·tollet until 
staff could assist her to clean herself properly .. 
Recliner Restraints · 
1. Observation of bevenish living room's (A and B 
side of the house} on 3/2/15 at 10:50 AM 
revealea a number of recliners with seatbelts. On 
3/3/15 at 4:50 PM following a dinnlilr meal, Staff 
RR was observed bringing Resident #29 into the 
living room. Staff RR assisted Resid_ent #29 into 
recliner and restrained him using the seatbelt. 
Staff RR ihen returned to the dining room area to 
sweep the floor. Resident# 29 was observed 
squirming in the recliner in an attempt to get up. 
Observation on 3/9/15 at 10:45 AM and 3/5/215 
at 8:00 AM Resident #26 and Resident #27 are 
observed restrained in a recliner in the living 
room using a seatbelt. 
Interview with Staff Y at 8:00 AM on 3/5/15 
acknowledged Resident #26 is restrained in the 
recliner for safety reasons and to prevent her 
fro_m walking around so she doesn't roam. Staff 
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Y acknowledged Resident #26 used to hate the 
use of the seatbelt but riow Is getting used to 
them. When asked why Resident #27 was 
restrained In the recliner with a seatbelt, Staff Y 
a_cknowledged she didn 't know exactly why then 
reported use of seatbelts were always for safety. 
Interview with Staff Z on 3/4/15 at 10:45 AM 
acknowledged the use of seatbelts were for 
safety and for resident protection. Staff Z 
revealed Resident #26 and Resident #27 were 
not stable walking and would hurt themselves. 
Record review of Individual Habilitation Plan (IHP) 
for Resident #26 elated 10/16i14; Resident #27 
dated 8/5/14 and Resident#29 dated 9/18/14 
revealed use of adaptive/mechanical support 
were considered restrictive as the resident cannot 
remove them and with such equipment would be 
at risk of injury ... 
Interview with Staff S on 3/10/15 at 2:50 PM 
acknowledged staff did not track how long 
residents were kept seatbelted into recliners. 
483.460(c)(4) NURSING SERVICES 

Nursing services must include other nursing qare 
as' prescribed by the physician or as identified by 
client needs. 

This STANDARD is not met as evidenced by: 
. Based on record review and interview, the facility 
failed to ensure ,1 of 12 Sample Residents 
(Resident #4) received nursing care as directed 
by the Physician when a nurse administered 
Resident #4 seven consecutive vaginal douches 
to clear fecal material. This failure resulted ·in 
Resident #4 receiving treatment not ordered by 
the Physician. • 

• Findings include: 
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Review on 3i6/15 of Resident #4 ' s record 
.revealed an entry in her Health Progress Notes, 
dated 1/23/15, which indicated Resident #4 had 
received 7 vaginal douches in an· attempt to clear 
fecal material from her vagina. A Physician ' s 
Order dated 10/10/14 revealed she was to have a 
vaginal douche. Review on 3/6/15 of Resident #4 
' s record revealed she was diagnosed with 

disease, was confined to a 
wheelchair, and was non-verbal. Interview on 
3/10/15 with Staff M revealed Resident #4 wears 
an Attends (protective undergarment). She often . 
makes back and forth motions with her pelvic 

• area while In her wheelchair and that this leads to 
fecal matter getting into her vaginal area. She 
verified the douche was to remove the fecal 
matter. Staff AA also verified Staff XX had not 
followed the Physician·, s orders when 7 douches 
were completed. 
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t STATE OF WASHINGTON 
DEPARTMENT OFSOCIAL AND HEAL TH SERVICES 
AL TSA, RC&,. ICF/liD Survey & Certification P~ogram 

PO_ Bc;,x 45600, Olympia, WA 98504"560_0 

J11nuary 13, 2014 
CERtlFIED MAIL 17008 1300 0000,718~4436) 

· Neil ·crowley;,Superintendent 
RainietSchool PATA 
po Boxeoo • 
Buckley, Wi;!shir:,gton 9B321 

RE: .Recertification Sur:vey 
12/06/2013 through 12/11/2013 

Dear Mr. Crc:>Wle~: 
. -

From 12(0~/2013 thro\Jgh 1?J1.1/2P13 l~F/IID survey staff from the ResidentiefCare Services • 
(RCS) Division of Aging and Lqng-Temi Support Administration (AL TSA) conducteµ l!I. 
recertification- survey at'y9ur facilityto qeterm1ne.-co.mpliance with federal requirenientsJor 
ICF/IID facilities participating In -the Medicaid program. The CMS 2567 Statement of 
Deficiencies i!; enclosed. • • • 

Rian of Correction JPOC) • • 

Yotimust detail a POCon the enclosed origi~ai'CMS 2567 form for all deficiencies. Your POC 
must at minimum address each o(the bulleted items below. • 

~ How the facility·Will correct the deficiency ~s it relates IQ. the resident;, 
• How the facility will act to protect 113sidents in similar situations; 
·• Measures the facility will ,take or the _systems it will alter to ensure that the _problem doe~ 

notrecur; • • • .- • • • 
• How the facility plans to- monitor its performance to make sure thatsollltions· are 

sustained; . • . 
• .Dates when corrective action will·be completed (no more than 60 days from .the·last day 

of the ihspection); and • : . .. . . . 
• The _title of the person or persons responsible t~ ensure correction for each.deficiency. 

Y,ou must also send the original 2567 form With your POC s_igned and·dated to the Manager • 
below no· later th·an 1 O calendar days after you receive IIJis letter. Failure to submit an 
acceptable POC by the 10th calendar day'n,ay resuli_ in the irn·position of remedies. . . . 

Loida Baniqued, Field Manager 
IGF/IJD Survey and Certificajion Program . 

Residential Care Services, Mai.I Stop: 45600 
POBox~600 

Olympia, WA 98504-5600 
• Office (360) 725-2405 Fax (360) 725-2642 



Neil Crowley, .SuperintP~rJent 
• Jan_uary 13,2014 
• Page2 

. RCS will use the POC as a part .of the basis for verifying whether the deficienc\es have been 
corrected. If you modify your- POC .after submission/you must immediately notify the above 
_office in writing. Any POC m9dification nJU?t address· each "W" tag numoer With related 
• details abo~t any modifi~atlons, . • • • . • • • • . 

Informal Dispute Resolution (IDRl 

You have an opportunity to.question cited deficiencies and/or state actions initiated in 
response to them, througtHh,e state"s informal review and dispute resoltit.ibn process. , 
Unless you become entitled to a federal" administrative·hearing foltowing imposition of a 
federal remedy, this will be your only opportunity to challenge the deficiencies· described,on 
CMS Form 2567. · , 

' ' 

. To. request -an informal dlspuie re1:1oluti.on (IDR) meeting, please ·send your written request to 
. Robert McClintock, QA Administrator, PO Box 45600, Olympia, Washington 98504-5600. • If 

you request an IDR, you must still submit a .POC. within_ the time limits described above, The 
written IDR request shou,ld: • ' • • , , . 

• Identify the. specific deficiencies thaf are disputed; 
• Explain why you are disputi!'lg the deficiencies; 
• Indicate the type of dispute resolution process yo.u prefer (f~ce•to0face, telephone 

conference or documentation review);and • . , • · , • 
• Be sent during, t~e· same 10 calendar- days you havlil'for subn:iittihg a POC for the 

cited deficiencies. • ' • • 

.,. 
During the informal process y,ou have the right to present written and/or.oral eviderice refuting 
the deficiencies .. An incomplete review and dispute resolution process wiil not delay the 
effective-date of any enforcement action. J 

if you t,ave any ql!eslions concerning the instructions contained·in this letter, please contact me 
. at (360)725-2405. • •• • •• • • 

. Enclosures 

cc:, Janet Adams, '0DD. • 

Sir:icerely, 

-x~~ 
. -Loida Baniqued, Fi~id46tanager • 

ICF/11D Survey" and Certification Program 
Residential Care Services 

' 



DEPARTMENT OF HEALTH AND HL' . 1 SERVICES 
CENTERS FOR MEDICARE & MEDlt-"1D SERVICES 

I SThTEMENT- OF DEFICIENCIES 
\ND Pl.AN OF CORRECTION 

NAME OF PROVIDER OR SUPPLIER 

RAINIER SCHOOL PAT A 

(X1) .PROYIDER/SUPPUERIGUA 
lOENTIFICAT!ON NUMBER: 

500050 

(X2) MULTIPLE CONSTRUCTION 
A.BUil.DiNG ______ • __ 

B.WING 

STREET ADDRESS, CTTY._ STATE, ZIP CODE 

RYANROAO 

BUCKLEY, WA 98321 

PRINTED: 01/13/2014 
.. FOflM APPROVED 

0MB NO 0938-0391. 
(X3} DATE SURVEY 

COMPLUEO 

12111/2013 

IX4)1D . 
PREFIX • 

TAG •j 

I 

SUMMARY STAIEMEN'r OF DEFICIENCIES 
(EAOH DEFICIENCY MUST BE PRECEDED BY FIJJ.L 

REGULATOffi'._OR t:SC IDENTil'Yl~G INFOAMATION) • 

I . ID 
( .PREFIX 

•• TAt'I 

PROVIDER'S PLAN OF CORRECTION 
(EACK OORAECTIVEAOTION S)iOULD BE • 

"CR?SS•REFERE~~!Figi~ci~EAPPROPRIATE 

l 

W ODO . INITIAL COMMENTS 
. I 

i • . -
! This report Is a result of an Annual Recertification • 
, Survey conducted at Rainier School• PATA from 
: 12106/13 through 12/11/13, The Fundamental 
Recertification Survey was conducted by 

: observation, documents review and'lnterview. A .. 

I

' random sample of 12 Residents were selected ' 
from a census of 122 Residents. " 

The survey was conducted by: 
i • •. 
, Christina Borchardt, RN, BSN 
i Janette Buchanan, RN; BSN 

, i Terry Patton, RN, ·BSN 
Penny Rarick, BA 

i The ;urvey team is from: 

State of Washington 
• Department of Social and Health Services 
! Residential C;are. Services Admlnislration 
: ICF/llD Survey and Certification Program 
, P.O. Box 4560Q 
• Olympia, WA98504-5600 
Office Phone: (360) 725-3215 

i FAX: (360) 725-2642 . 
w 104 '. 483,410(a)(1) GOVERNING BODY j 

The governing body must exercise general policy, • 
: budget, ~nd operating direction over the. facility. 
I: •. 

, This STANDARD is not met as evidenced by: 
j Based on obse,rvatlons., record review and 
. intaiviews, the facility failed to monitor staff and 

ensure proper program implementations of a 
'toilet monitoring program for r of 12 sampled 

, . 
WOOD 

' 

I. 

r. 
' 
I 

I 

I 
i 
I 

i .. 
' . 
I .. 

; 

w 104! 
. 
I 
I 
I 

! •· I 
' ; 

i 
I ,. 

.• 

"i 

.! 
' 

' ' I I 
TITLE (XG)DAlE 

·52-: /, ;.,..,, 1/ jJ-

Any deficiency statement ending witli an asterisk r> denotas a dafllf "r:,,J Which the institution may be excused from cotceoting prO"!ding it ls detemihied that , 
other satl:lguards provlde sufficient protection to the patients. (S mstructions.) -E:(C:ept for nursir'ig homes, 1he findings stated above are disclasab!e 90 days 
follow Ing the date·cf survey Whether or not a plan of corr • • provlded For nursing homes, the above findings and plans of correction' are discfos.~le 14 
days foUowlng the date these document& ate made avallab e to the faclllty. If detfolencies are Cited, an approve cl plan nf oorrectlon Is requisite ta contrnued 

am participation. • 

-----~----·•;.-----~---------------------
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DEPARTMENT OF HEALTH AND° Hl • -~ SERVICES 
CENTERS FOR MEDICARE & MEDH.,AID SERVICES 

• PRINTED: 01/13/20)4 
FORM APPROVED 

0MB NO 0938-0391 
STATISMENT OF DISl'ICJENCIES 
AND Pl.AN OF CORA!;CTTfON 

(X1) PROVIOERISUPPLIER/CLIA 
IDENTIFICATION NUMaEA: ; 

()(2) MULTIPLE CCNSIBUCTION
0 

.• (XS) DATe SURVEY 
COMPLETE:D A. BUILDING _______ _ 

NA.ME OF PROVIDER OR SUPPIJER 

RAINIER SCHOOL PAT A 

(X4)1D • 
PREFIX 

TAG 

·j 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRE:05050 BY l;ULL. 

REGULAIDRY ()R LSO IDE.NTIFYING INFORMATION) 

' 8.WING 

i 11) 
I PREFIX 

TA<l 

12/11/2013 . 
STREEi ADDRESS, CITY, ·sTATE, 21P CODE 

RYAN ROAD 
BUCKLE!Y, WA 98321 
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IX5l .• 
COMPl.EJlQN 

OAne 

W 104 Continued From page 1 • W 104 
re~ldents (flesldent #10). This f!!-ilure placed . I 

• resfaent ' s health a,nd safety at ~sk, • 

Record review of Resldeht #1.0 • s Individual l 
Habililation Plan {IHP) Heatth end Safe)Y I , 
C~nsiderations revealed the following: , 
Resident #10 tollels with staff assistance to go to'. 

I the bathroom, undress, etc. Staff should continue i 
to provide opportunities for her to toilet on . • 

; approximately a two'.hour schedule. Staff to fonow 
Standard Operating-Procedure #3.13 (Adaptlve 

• Equipment and Mechanical Supports) and 
: document ~very S minutes on her monitoring 

I

. logs. Aesident#10 should not be left oh the toilet 
for more than a few minutes at a time as she · 

; tends to get very uncomfortable sitting on the • 
' commode. 
. ; •. 

: Record review of Service Care Plan #1030, dated 
, 01/31/13 revealed service to be provided when 
i Resident #10 ls seated on the toilet staff will 
! apply a wide chest.s'upport stl"Ejp and. safety belt, 
to maintain_ appropriate sitting posture and _protect 

• her from potential Injury, should she attempt to • 
stand or.fall from the toilet. 

, Observation of Resident #1 O on 12/06/13, 
• 12/07/13 and 12/08/13 revealed two incidents 
, where resident had not been obseived being 

I offered toileting assistance, however staff 
documented several hours tater that toileting had , 

i occurred, Observation afso revealed staff failed to · 
! complete the Toileting Monitoring Log until 
•• several hours after the toileting assistance, often 

at the end of a shifL : • 

Resident #10 was observed on 1?/06/18 to be 
i sitting in her wheelchair next to the television ar~, 
i at 5:()0PM. Slaff was not observed assisting her • 

oru-.11 CMS-2567(92-99) Previous. Versfcns Obsoleta 

W104 -.Governing :Body 
For client #10, Bu<;k]ey house·staff will be trained 
on SCP#l030, SCP#IO00,H&S#7 (!HP dated 
1/14/14) and SOP 3.13 regarding toileting 
scbedille as well as timely aria appropriate . 
documentation of data. 

Completion, 
1/31/14 .• 

All PAT A directcares\affwill be"lrainedo~ SO;· 
3.13 regarding timely arid appropriate • · ' 
documentation 'of data. 

• Completion 
"2/14/14 

For PATA Houses, A,C Shift Charges will 
monitor on.a daily basis per shift to ensure timely 
and appropriate documentation of data. AC 
Managers will complete a minimum of four 
random obs~B.tions permontlt to ensure timely 
and approprtate docwnegtition of dat&. 

:WM0070 

Completion 
2/14/14-~d _ongoing 

Pierson Responsible 
ACM ' 

Monitor 
, 

PATADDAl & 
DiiA2 

I 
l!contlnuatlon ~heel Pago 2 of 23 
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W 104 j Continued From page 2 

' . 

• I with toileting during the hours of 5:00PM to 
7:30PM. • 
Record review of Resident #10 '·s Toilet Support 

I Monitoring Log On 12/06/13 at 7:00 PM revealed I one entry at 9:30AM. There were no other entrtes 
I in the log far 12/06/13. The toflellng log had not 
, been completed between the hours of 9:30AM 
• and 7:00PM. 

• 1 Document Review of Resident 1110 • s Toilet 
I Support Monitoring Log on the following day 
• {12/07/13) at 7:46AM revealed the toileting log 
• had been filed in after the state surveyor review at 
• 7:00PM on 12/06/13 and It now contained entries 
to show toileting had occurred at 14:30, 16:3□, 
18:30 and 20:30, 
The toileting log included toileting times when 

, Resident 10 was under observation and had not 
j been tollet~d. 

'Resident #10 was observed on 12/07113 to be 

• 
I 
I 

I 
• 

: 

I 
l 

, sitiing on the chair next to the television from 7:30 . 
• / AM to 9:30AM. Staff was not observed assisting 

I her with toileting during the hours of 7:30AM to 
• 9:30AM. Review of Resident 111 o ' s Toileting 
Support Monitoring log on 12/07/13 at.7;45AM 

I 
and 1 :30PM revealed th. e toileting log had not ' been completed between the hours of 7;451\M I . and 1_:30PM on 12/07113. • 

' . 
, Record Review of 1he Joilet Support Monitoring 
: Log on the following day (12/08/13) at 6:00AM ' 
I revealed entries had been made after the state 

I surveyor review at 1 :30PM on 12/07/13 and the 
, log now contained entrtes to show tolletlng had 

. : occurred at 8:45AM, 10:45AM and 12:45PM. ! There were no entries lo show toileting had been i 
• performed alter 12:45PM on 12107/13. Th~ I 
toileting log included toileting Umes when 

IO • 

51REET ADDRESS, crrv, STATE, ZIP' cooe 
RVANROAD 

BUPKLEV, WA 98321 

' PROVIDER'S Pl.AN OF CORRECTION 
PREFIX 

1

. {'1ACH CORAECTIVEACllON SHOULD ae 
TAG C80SS-REFERENCEO TO THE APPROPRIATE 

DEFICIENCY) 

' 

W104 
.. 

! 
! 

,, 

I· 
' 

I 
I 

I' 
! 

I 
' 
: 

' ' I 

I 
' I 

I 
I 

! 

I 

12/11/2013 

("5)-
; COMPLEITON 

' DATE 

' 
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W 104, Continued From page 3 I 
Resident 10 was under observation and had not 
been toileted. 

Interview of ACM "(Staff L) revealed staff are 
expected to complete the Toilet Support. 

, Monitoring Log during the lolletlng process or 
Immediately alter the loiletlng is complete. This is. 
to ensµre safety due to the resident requiring a 
• chest support strap and safety belt. Staff L 
revealed It was highly unlikely that staff were able 1 
to assist with toileting exactly two hours apart as , 

i the toileting log indicated on 12/06/18 and , 
; 12/07/18. Staff 1"acknowledged it was difficult to 
! determine ii staff had failed to assist the resident ! 
, with toileting, failed to monitor while the resident 

I 
was toileting or failed to ocmplete the log. 1 

W 116 483.410(c,)(6) CLIENT RECORDS • W 116 
. . . . • . 

-The facility. must provide each Identified 
residential living unit with appropriate aspects of 1· 

each clienfs record. , 

This STANDARD Is not met as evidenced by, 
' Based on records review and interviews, facility 
failed to maintain records for 1 of 12 sampled 
residents (Resident #4) at his living unit. Fallure 
to maintain a record where all staff have access 

: prevents staff from knowing how to Interact with 
, the resident to maximize the resident '·s health 
j and to avoid acfivlties which may be harmful lo I the resident 's health and well-being. . 

• Rndings Include: 
I 

. Interviews and record reviews were conducted 1
112/06/13 through 12/11/13 unless otherwise 

1 
specified. . 

' • 

I 

:oRM CMS-2557(02-99) Previous Ve!5lons Obsolelo Event ID:B9KV~acilily 1D:WM0070 
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W 1.16 Conlinued From page 4 . 
Review of Resldent#4' s records~9/13 
revealed l).e hac',eurg~ryon-13. 

1 Records of follow-up vlstts to the surgeon's. 
, office on 02/27/13 and03/27/13 revealed 
. Resident t/4 was to start Physical Therapy .. . ! 

Progress Notes written by Staff. Y, an Attendant 1 • 
Gounrelor on the afternoon shltt, dated 03/29/13, 
04/10/13, and 08/08/13 revealed that by 08/08/18 
Resident #4 could walk around the house .' 

'. unassisted and could walk longer distances· ... 
holding on fo someone's hand. lnl!)rview-wHh 
Staff I revealed that Slaff Y should not have been 

. walking Resident #4 bacaus!l Resident #4 did not 
wear a gatt belt 

• Records review at Resident 114 ' s residence • 

I revealed no recorcls during the time Staff Y was 
helping Resident #4 to wa!k ·wilho4t a gait belt, 

: that staff should not have been walking Resident 
, 114 without a gait belt. staff ! stated !he Physical 

• I Therapist stopped trying to help Resident 114 to 
I walk in Maroh ol 2013 because Resld!'m1414 • 
I would not wear a gait bell 

. The most recent Physlc_ai Therapy report 
1 revealed In-Resident lt4 ' s records at his · l residence was dated 7/20/1 o. An intelView on 

• 12/10/13 with Staff J (Physical Therapist) at i:iar 
• office revealed she discharged Resident #4 from 

Physical Therapy on 03118/13 due to his refusal 
• io weijr a gl!tt belt. i 
Staff J provided a Ph~oSical Therapy Repon dated 
02/21/13, a note diited 03/18/13 and a hand ·: 

' written· nole dated 5/20113. Stall J staled that 
. none of these 3 notes are in Resident 114 • s i records at Haddon House. Staff J was asked . 
! how staff Qncludlng Staff Y) working al Resident i 

FORM CMS-2So7(02-SB) Pmlous Vomions Obsalele 
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FORM APPROVED 

• 0MB NO 0938-0391' 
(XB} MULTIPLE OO!JSTAVCT!ON (X3) DATE SURVEY 

COMPLEiED A. BUILDING ______ _ 
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PROVIDER'S PLAN OF CORREDTION 
(EACH CORRECTlVEACTION SHOUID 81, 

CllOSS•REFall;NCE!> TO THE Al'PR01'11!ATE 
CE!'lCIE~'CV) • 

. ' 

:Mlo Client Records 

I (XS) • 
COMPUmb~ 

0"11! 

For client 114, all Physical 111erapy reports .from 
7/20/10 thru 12/17113 will be plru:ed in c!iont#4'• 
tile. 

. C-Otnplctlon 
1/31/14 

For al/ ?AT A cliei)tsn:ciiving direct treatment 
by Physical Therapy, evaluarions/nsscsmicnlx will 
be pluced in tho client's file within 30 days of 
scr\'ict,. ' 

Completion 
2114/14 and 9ngoing . 

. PAT AHPA's will complcte•afilecheckfor!hose 
c1ien~ receMng direct physical therapy treatment 
on a quarterly basis. 

Completion 
2114114 end Ongoing 

Person responsJble: . 
RP1¥PTA 

Monitor: 
HPA 

<;linlcal Director'& PAT ADDA! &DDA2 . 

i . 
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• 
W 116 Continued From p~ge 5 

114 ' s residence were supposed to know they 
. were not to ambulate Resident 114 without a gal.I 
; belt. Staff J stated ii someone wanted to see her 
notes regarding Resldenl #4, -they couid ask her 

i for them or _they could go to the facllilY- re®rds 
I offic~ to obtain them, • . . . . , . 

W 247, 483.440(c)(6)(vi) INDIVIDUAI.._P.ROGRAM PLAN 

I.The"lndlvidual program plan must Include 
opportunities for client choice and 
self,management. 

I. 

This STANDARD Is not rriet as evidenced by: 
Based·on oliservatlons and Interviews, facility 

failed to. provide opportunltie,;, for meal choices 
for 2 of 12 sampled residents (Resident #9 and 

'#11) and 4 of 35 expanded sample residents • 
I (Resident-#17, #18, #22 & #23). This failure did 
i not afford the resident the decision to choose 
i what, they wanted to eat. 
Findings Include: 

• Observation and interviews ware conducted 
12/06/13 through 12/11/13 unless otherwise 
specified. 
Observation of dinner on 12/06/13 and breakfast 

. 1 on 12/08/13 revealed ResidenH/11 was provided . 
1 a special pur-,ed diet prepared by _the main facility , 

I kitchen. Staff did not offer Resident #11 a choice 1 

or alternative meal for the specialized diet. • I 
Observation of lunch 12/08/13 and breakfast 

, 12/10/13 Resldent#17 & #18 we're provided a 

I special pureed diet and Resident #18 11/aS • , 
, provided a DJabetic ground djet that were 
• prepared by the main facility kitchen. Staff did not· 
• offer a choice or alternative meal for the • 
• ~peclallzed diets, However, Resident #17 was 

- ; offered· a dessert choice. • 
;· 
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W247 
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·I 

W247 Incllvidual Progrlllll Pln11 

For cli\'llls #9, 18, an_d 23, food choices will be 
offered at the start-of each meal. For clients# 11, 
17 and 22, it is medically contraindicated to 
provide them a food choice variety . 

. Completion 
t/31/14 

All PAT A direct care.staff will receive in.service 
training regarding providini appropriate food • 

. choi~es to each client at the start of evecy meal. 
• : . Completion ·• 

2'.14114 

PAT A AC Managers will complete a minimum 
(!f 10 me.al time observatiOns per month to enslII'C 
appropriate meal choices are offered at the 

; beginning of each meal. • 
Completion • 
2/14/14 and Ongoing 

Person Responsible: 
ACM's&HPA's : 

Monitor: 

I 
·' 

""' COMPUITI0!',1 
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W 247 \ Continued From page a I W 247; 
Observa\lon of lunch.on 12/08/13 Resident 119 ' ' 
and l/23 were not offered an alternative to their 

. meals (2200chopped and 2200 ground textures). 
·, Resident #9 and #23 were olfe,ed peanut butter , 

. , and Jelly sandwiches only after they refused to eat 
I the food'thal had been s.erved. Residents that 
: received a· regular house diet (r!lgular, chopped • 
• or ground textures) were given their food and only 
offered a choice if they did not eat the food 

, . served .. i Interview ·with Staff D revealed staff were aware ··1· 

they were to offer choices to residents at all times i !or meals, however she was unsurewhytheydid 
, not o!fer choices. Staff D revealed they do have 
soups and other foods that.can be substiMed on 

.; the house for all the diets residents receiving. 
W 249i 483.440{d){1) PROGRAM IMPLEMENTATION • • 

: As soon as the Interdisciplinary team has I 
formulated a client's individual program plan, 

; each clieni-must receive a continuous <1ctlve 
1 treatment program consisting of needed 
1 Interventions and services in sufficient number 
! antj frequency to support the achievement of the 
objectives identttied in the lndlvldual program 

: plan. • . • . f • 
i 
This STAND.ARD is not met as evidenced by: 
Based on observations, interviews, and record 

: reviews, faclllty failed to.ensure the IHPs ; 
l (lndiVidual Hablntation Plans)!or 3 of .12 sampled Ii 
! residents (Resident 114 & #7, #9) were followed 
' with regards to providing physical therapy for !. 
Resident #4, the use of orthotlc device- for I 

j Resident 11:7 and ambulation for Resident #9. ' 
j This-failure placed Resident #7 at risk of right tool , : • I 

W249 

I 
' i' 

i 
I 
I 
I 

' ' I ' . I 
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• • • . ! conltf!.clures and Resident #4 G<nd #9 ' s loss of 

ambulation ability. 

• Rndlngs lnclude: 

. Observations, interviews and record raviev1s were 
• 9onducted 12/06/13 through 12/11/13 unless. 
otherwise specified. 

Resident #4 • .. 
• Resident 414 was observed In his wheelchair at his 
'house. He used his feet to pull himseW around 
• the house ~ile silting in his wheelchair. 

Review of Reeid~' s record8 on 12/09113 
revealed he had~rgery on-13, 
Records of follow-up VISits to the surgeon ' s 
office on 02/2.7113 and D3/27/13·revealed 

: Resident 114 was to start Physical Therapy. 

f Progress Notes wri;ten by Staf;Y on 03/29/13, • 
; 04/10/13, and 08/08/1 s revealed lt\at by 08/08/13 
1 Resident #4 could walk around the house 
i unassisted and coula walk longer d)stances 
j holding on to someone• s hand_ .. Slaff K • 
, (Registered Nurse) revealed In a. 06/09/13 
' progress·note and in the 10[31113 Quarterly i 

I

. Nursing Review that Resident #4 ls walking and 
making progress_ Review of Ninety Day 
Healthcare Assessment by Resldent 114 : s 

'physician dated 04/2,3/13.anii 07/16/13 revealed 
. , Iha! Residantl't4 is able to walk independentty 
• and his 9.ait is improving. . 

Revlew of Resident lt4 's AO Hoo IHP dated 
09120/13 revealed that Resident' #4 could walk 
only with staff assistance with a gw1 bell. The 

; 09/20113 Ad Hoc !HP also ri.vealed Residenl-114 ' ; 
! s physician was to write an order for Iha Ph~ical i 
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05FlCIENCY} • 

Wl49 Program [mplcmen!otion 

For cli"Jlt #4, a current physician'• order • 
pertaining to Physical Therapy and Occupaiional, 
Therapy per a.9/.20/13 ud hoc will be completed-

• C<>mpletion , 
. 1/31/14 

Fotclientl/4, thecwrentPhysfoal Therapy 
as,sessmentpcr the 91.20/13 ad hoc will be filed. 

Completion 
• 1/31/14 • • · 

Porel_ient 117, an aw,ointment for casting of her 
AF'? IS foheduled to erurure a proper fit· Once 
casting 1s completed, client 117 will be assessed as 
to w~m and. duration of wcruing the AFO. A . . 
1racklng·system will b~ developed to eI\SDI'1 use of 
AFO. • ' 

.. Completion 
UlB/14 • • 

For clioot/19,Pcroival staff will bo in-serilic:ed on 
SCP#J 175 related to l!lllbulating'l\ith the use of a 
·gait belt . A traeldng system will be devclopcd to 
flllSlU'e occurrence of ambulation• opportunities .. 

Completion 
2/l4/l4 

1

, All gnit belt w,d AFO usage for c!iculs on.PAT A . 
wlll \>oreviewcd by the AC Manager to ensure 
prop,:, fit and schedule being followed_ AC 

[ Managers will then complete random observations 
monthly to ensure compliance." 

Completion 
2/14114 and Ongoing 

' ; . 

Person Responsible 
PCP,RPT,ACM 

l\fonltor 
PAT ADDA! &DDA2 

I 
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W 249 , Continued From page 8 W 249 
• Therapist to assess Resident #4 quarterly, Also, 

Occupational Therapy would work with , 
desensitizing Resident #4 to wearing a gait belt. 
Review of Resident #4 ' s record did not reveal 
any order for PT/QT pertinent to the 09120/13 Ad 
!H□o. 
[' ' 

: Revlew of the Resident #4' s records on 12/10/13 
• revealed no physician ' s order pertaining to 
• 'Physical Therapy and Occupational :rherapy as 
required by Resident #4 ' s Ad Hoo IHP dated 
9/20/13. Na record of a Physical Therapy 
assessment as required by the 09/20/13 Ad Hoc 1 

IHP was revealed in Resident. 114' s reoords. 
1 
Interview with Staff J (Physical Therapist) 

.. revealed she has hot worked with Resident #4 
since 03/18/13 .. staff J'Staled during a 12/10/13 
Interview. the Ad Hoc IHP only required quarterly 

, assessments by her. Staff J stated that since the 
·.Ad Hoc IHP was dated 9/20/13, she was not • 
; required to do a Ph.ysical Therapy assessment·of 
i Resident #4 unUI 12/20/13. • • ' . ' 
I 

; Resident #7: 
1 Observation revealed that resident was not 
: wearing an AFO (Ankle Foot Orthofic) on her light • 
I toot. Resident #7 ambulated with a severe i 
: hunched over posture. Her right foot turns out so· 
• thai resident.' :S ankle rolls,over so she was 
walking on the outside of her. fooVankle whenever 

' she sets her foot down. · I RE!cord review revealed Physicians Annual Heal\h ! 
Care Assessment was completed on 09/20/13, : 

: revealed resident has signiffcan! equlnus foot 

1

, 

deform Illes especially on the right side and has 
, been seen an several occasions in Orthopedic 
: and Podiatry Clinics. She uses an AFO to prevent 

I 
I 

I 
I 
I 

I 
' 
I 
I 

l 
I 

"· 

CROSS.REFE!IENCEO TO 1HE APPROPRIATE . I om 
DEFICIENCY} , 

! ; 

' I 
' 
/· 

' 
' 

, 
.. 

' 
I 

' 

I 
'· 
' 
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• progressive rlght foot contraotures. 
• Review of R esldent 117 ' s nursing quarter lies did 

I

• not Identify any skin integrity issues to the right 
loot/ankle. • 

, Interview with Staff A revealed Resident #7 no 
longer wears the AFO and has not had it on In 
approximately a year due to skin integrity issues. 

Resident #9: 
Resident was laying on the small couch during 
observation period in the living room area in front 1 

, of the television set, although he.did not appear to 
be watching It. Resident #9 was watching and ' 

; talking to the staff during this time. Resident 119 
i wa;; observed only one time ambulating with a 

I staff member with a gait belt, all other times 
· Resident 419 was in a wheelchair, on the couch, or 
: sttting at the dining table eating: During 

1 observation period resident was not observed 
. being ambulated to the bathroom or room as 
I prescribed. . • 
! Review of IHP (09/03/13).revealed staff wilt assist 
, resident to walk to/from ADL (Actlvfty of Dally . 
Living) tasks on the house, i.e. bathroom to . 

ll-bedroomfdlnlng room; living room to bathroom, 
etc. to better ensure resident does not lose 

: physical strerigth/skllls, or develop health 
problems related to being sedentary. 

; Documentation was not available that reflected , 
! staff were ambulating resident toffrom ADL ' s on 

1 
) the house. 

W ;152 483.440(0)(1) PROGRAM DOCUMENTATION 

. Data relative to.accomplishment of !he criteria 
I specttled in client individual program plan 
I objectives must be documented In measurable 
. terms. 
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W .252 Conti~ued From page 1 o 

I 
; This STANDARD is not met as evidenced by: 

Based on record reviews and interviews, the 
faclll!Y failed to collect data for the behavioral • 

: objectives fdentified in 1 of 12 sampled residents 
·• (Resident #12) and 9 of 35 expanded sample 

residents' (Resident #39, i/40, #41, 1142, ~. 
#44, #45, #46, & 1147) IHPs (Individual Habilitation 
Plans). This faliure created an incomplete and I 
inaccurate account of residents ' progress • 
towards. meeting their behavioral objectives, 

Findings Include: . 

. Record reviews and •interviews were conducted 
12/06/13 through 12111/13 unless o!herwise 
specified. • 

i 
: Record review of Oevenish' Behavioral Log Binder' 
revealed December data collecllon tracking 
sheets had not been placed In the binper; 
therefore staff were unable to document 
information regarding their observations·of 

. residents ' daily 6ehavlor _ 

, Interview of ACM, Staff H, revealed staff were 
; expected to .collect data !ii" d document resident 
; behavjor on the tracking logs throughoµt each 

I

. shift. The treatment team uses this .collected 
information in evaluating the ·goals and behavioral 

: treatment plan for eac~ resident, . 1 . . .• . 
' .. ; Staff H. ~as unaware the December data 
collection tracking sheets had not been placed in 

. the binder and reported It was his responsibility to 
! ensure the tracking sheets were available to staff 
j each month. Staff H revealed st11ff tiad not 
i reported the tracking she11ts missing. Staff H 
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' 
W2~2 Program J)ocume~tatioq. 

Forclients#l2, 39, 40, 4i, 42,43,44,45, 46 47 
Daily Behavior summary aod adaptive behavior 
summary sheets will be filed and thereby available 
for staff use.. -

Completed 
12/11/13 

. . For PAT A Devenish ~ inservice training will 
occur related to tho need for data sheets and the 

. process to follo\V if data sheets are not available. 
• • Completion 

2/14/14 

For all clients on PAT A requiring the nee<! for 
daily behavior smnmary sheets and adaptive 
behavior summary ,heets,"the PAT Psycbologlst 
will electronically send to the AC Managers 
current.daily behavior and adaptive replacement 
summaiy sheets at the time of the' IlIP/ad hoc or 
other needed change. AC Manegrn will ensure a 

. minimum of three months of tracking sheets are 
located in the behavior tracking book. 

Completion 
• • 2114/14 & ongoiog 

... 
Person Responsible 

PSY&ACM 
Monitor 
DDAI &DDA2 
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'· 

acknowledged residents' dally behavior and 
adaptiva.behavlor' summaries were not collected 
for ten days during the month of December. 

Data was not collected for the following; 

Resident #12: 
• • Daily Behavior Summary. SIB (Self Injurious 
Behavior), Elopement and Actual/Attempted Pica 
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1 • Adaptive Behavior Summary-Appropriate , 
Comm unicatlon 

Resident #39: 
Daily Behavior Summary-Loud Pressured 

. Speech ahd Preoccupation with An Imaginary 
: Person 
1 · Relaxation Techniques 

. Resident # 40: 
Daily Behavior Summary-SIB, Syndrome 

: Related Behavior and Communication ., 

! Resident #41: • • , 
• ! · Adaptive Behavior Summary-Appropriate 

Communication 
1 Stripping-lntenlional removal of clothes in I socially lnappropr!ate circumstances . .' • 

• Resident _#42: • . 
, Adaptive Behavior Summary-Appropriate 
; Communication • 
i • Syndrome ·Related Behaviors 
i . 
Resident #43: 

• • Adaptive Behavior Summary-Socia[ Activity 
Tolerance • 

SIB and Screaming 

'. Resident #44: 
FORM CMS-2567{02-9~) Previous Versions Obso1e1a 
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' Adaptive Behavior Summary-Appropriate 
CommunicaUon 

;, SIB 

Resident i/45: 
Daily Behavior Summary-f>IB and 

Aggression . • 
Adaptive Behavior Summary-Relaxation 

• AcUvity Participation • 

I Resident #48:, • · 

I . pany Behavior Summary-Appropriate 

1 
Leisure Activity • 

Flipping Socks/String or Similar Items 
Clothes Grabbing 

·., 
i ~ 

• Resident #47: • • ' 
I · AdaP,fiVe Behavior Summary-Social Activity 
Tolerance • 

Daily Behavior Summary-Episodes of S18 
·w 322 ! 483.460(a)(3) PHYSICIAN' SERVICES 

' . 
! The facility must provide or obtain preventive and 
i general medical care. 

I
: This STANDARI? Is not met as evidenced by:•. 

Based on Observations, record reviews and 
' Interviews, faclllty failed to ensure Anrfual Health 
• Care Assessments were completed for3 of 12 
, sampled residents (Reslden1 #3, i/8, & #9) for 
• 2013 and Nursing orders were followed for. 1 of 
1 12 sampled residents (Resident #8) for providing :·· 
: supplemental nutrition. Failure to assure staff 
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: complete Annual Heallh Care Asse,;osments and .. 
follow Nursing orders may result In a deterioration· 
of the residen\s ' overall health and well•belng. 

I 
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I Findings include: . 

I 
Observations, Interviews and re~ord reviews were 
conducted 12/06/13 through 12/11/13 unless 

! oiherwise specified, • 

' 

' 
Annual Healthcare Assessments: 

Review of records revealed Resident #3, #6, & #9 
had l\'rmuafHealti] Care Assessments completed 
on-07/27/12, 07/20/12, atid 11/13/12 respectfully. 

·1 Record review revealed Annual Health Care 

I As!3e.ssments were not completed In 2013 lo, 
Resident.1/3, #6, 8,. #9. . • 

;' 

Nursing orders: 

·! Record.review reve!!led ;esid~nt Is fed both by 
! mouth and PEG (Percutaneous Gastrostomy) 
' tube. She is on a 3500 calorte; chopped texture 
diet with thin lfqujds.and receives 1 can of Jevity 
{a nutritional supplement) at 5:00 am, 6:00 pm 
and ff she refuses or eats less tl]an 50 % of . 

. meals. Nursing Review dated 12/04/13 revealed 
that·Resldenl #8 's weight was less than IBW 

1 '(ideal body weight) due to weight loss and pooi- I; 

I appetite. The Ac (Attendant Counselor) Nur~lng • . 
• Orders revealed staff were to write the . • 1 
'percentage of each meal taken. If resident' 

I 
refused a meal S1aff were-write Re;re!used and • 
document percent,of snack taken (supplemental 

• ! finger foods, If any) and nottty nursing If client 
: ·refuseq ar ate less than 50% of meal so 
supplemental tybe feeding (Jevity) could be 

;given. • • I 
I Record review revealed- Nu;sing ;Order and 
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W322 Physlelun Servlces 

For clients #3, 6, 9, physicals have been . 
completed. ; 

, Completion 
12123/13 

(XS} 
OOMPLeTION 

0/0E 

All physicals for PAT A clients will be completed 
on an annual.basis beginniiig,l/1/13. 

Completion 
l/l/13 and Ongoing· 

For client #8, Crystal House staff will be in
serviced on proper documentation of nursing · 

• ordera related to 1he amount of food client #8 eats . 
eachmeal. • • 

Completjpn 
• lBl/1'1 
For client #8, nursll}.g staff will be in-serviced on 
pibper documeiitation rel~ to receiving 
supplemental ~ovity. • ... • 

Completion 
l/31/14 

PAT A direct care staff will be in-serviced on 
proper documentation on nursing orders. 

Completion 
. 2114il4 . 

PAT A nurning staff will be in-serviced on proper 
documentatio!' for all PAT A.clients receiving 
supplemental enteral feeding, 

Completion ., 
, 2/14/14 

PAT A ACM's and PCN's wili monitor the 
·nursing order fonn twice·monthly to ensure 
~Ii1mce... ., 

Person R~ponsible 
PCP,PCN,ACM 

Monitor 
_. DDAl&DDA2 

Faclllty IO: WM0079 If contlnuatron sheet Page 14 of 23 
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W 3221 Continueq From page 14 • 

1 Treatment Record documentation, Resident 418 
'refused 42 meals o~tof 103 meals for November 
1 through December'ti, 2013 and at 5Q% or·less 

. for 6 meals in November and 3 meals In 
,·1 December up to December 11 1 2013. • •• 

Documentation revealed Resident 118 did not • 
receive her supplemental Jevity for 27 meals in 
November and December 2013. 

Interview with Stall E reveale~ she was not aware 
•• Resident 118 had not received the Jevity as 

ordered'. When shown documentation ori the 
'Nursing Order !i.M Treatment Record, Steiff E 
acknowledged there were days where 
docu111entallon was.missing and/or supplements 
not given.for times ordered. 

W 441 . 483.470(i)(1) EVACUATION DRILLS 

j The taclllty ~ust hold ~vacuatlon drllls und~r 
I varied conditions. . • • 

This STANDARD is not met as evidenced by: 
Based oi:i record review, tacllltyfalled to ensure 
evacuation drUls on the afternoon shift variecl and 

" were conduCted under conditions which maY 
actually occur during a fire on that shift. Faffure 
to ensure the evacuation drills ar.e conducted 
under varied and realistic conditions puts ttre 

. , residemts at risk di harm should an emergency 
. 1 occur that necessitates evacuation. 

Fire evacuation drills at living units 2019 Aand" 
201 O B on the afternoon shift were held at 3:00 
pM on 01/17/.18, 3:30 PM on04/24/13, 3:10 PM 
an 07/23/13.and 3:25 PM on 10/09/13. 

Fire evacuation drills at Haddon House on the 
I . • 

I 
I 
' 
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W322 

W441 

PROVIDER'S PLAN OF COAREOl'ION 
(EACH CORRECTIVE AC'IION SHOIJLO BE 

CROSS-REFERENCIED TO THE APPROPRIATE 
. DEACIENC\') 

W441 Ewcuation Drillll 

I 

""' COMPI.ETIOff 
OA1'E 

,Forhou,._;'2010A, 2010B andHaddon,AC 
Managers will receive in service training related to 
.fire drills being per schedule under varied and 

. realistic conditions. • 
Completion 

2/14/14 
,\11 PAT A house Managers will ensure. 
completion of fire drills per schedule under varied ' 
and realistic conditions beginning 1/1/14. • 
• • Completion 

2/14/14 and Ongoing 

Person Responsible 
ACM, 

.Monitor 
DDAI & DD/42 

i' 
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W 4411 Continued From page 15 • . ; 
1
1 
afternoon shift were held at 2:;is PM on 01/29113, 
2:35 PM on 04/30/13, 3:00 PM.ori 07/23/13and 

'2:50 PM on 10/14113. . • ' 
W 455 483,470(1)(1) _INFECTION CONTROL 

There must be an active program for the . . 
prevention, control, and lnves_tiga!ion of Infection : 

, and communicable diseases. • • 

' This STANDARD Is not met as evidenced by: 
Based on observa11ons and interviews, facility 
failed to observe infection control praalices when 
staff failed to change gloves while. serving food to 
, residents In Devenish and Cascade, .and failed. to 
cleah safety belts in Cryslal and Naches. This 
failure placed residents at risk for mness due to 

• exposure by cross contamination. 

Findings include: 

Observation~ and-interviews were conducted 
: 12106/13 through 12111/13 un\flss otherwise 

. , sp~cified. 

: Cascade: . . 
• Observation of breakfast on 12107113 revealed 
l Staff M, Staff N, Staff O and Staff P failed to 
'I.change gloves between tasksafter·staff wiped 
I residents' mouths and_ laps and served hand 
' over hand ass.lstance. 
: Observation of breakfast on 12/09/13 revealed 

l

' Staff Q, Staff R and Staff S failed to change 
gloves between tasks after staff wiped residents' 

. mouths and l_aps and served h~nd over hand ; 
assistance. . 

' ' . I Devanish: 
f 
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1:U11/2013 

{l(S) 
COMPLETION 

O,ffl; 

'. 

W 441. • 

W455 

' . 
I 

W45S .Infection Control 

Staffworldng on PAT A Houses Cascade and 
Devenish, will be·in-serviced regarding c!llUiging 
gloves between 18.sks. 

Completion 
f/31/14 

Staff working on Crystal and Naches will be in
serviced on cleaning the seat bClts bf dining room 
chairs, rocJiners, sofils and toilets between . 
resid¢nts. 

Completion 
1/31/14 

All PAT A direct care staff will be in-serviced on 
changing gloves between tasks as ,i means to 
prevent/control infectious diseases. 

• Completion 
2/14114 

All PAT A direct care staff will bein- serviced on 
cleaning the seat belts of dining room-chaim, 

1

·1. recliners, sofils and toilets between client qsage. 
- Completion 
• 2/14114 

Ac Managers will complete a minimum of IO 
• j obseivation~ per month to ensure approprlatq' • • 

I
I precautions are being taken related to infection 

•i 

I. 

I 

·control • • 

Completion 
2/14114 and Ongoing 

Person RespODBlble 
ACM 

Monitor· 
DDAl&DDA2 

; . 
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W 455 Continued From page 16 • W 455, 
• Observatiqn of lunch on 12/07/13 revealed Staff • 
: T, Staff U and .Staff V failed to change gloves 
l between tasks after staff provided hand over . 
•• hand assistance to residents, wiped residents' 
mouths and laps and wiped up food that had 
spilled to the !loor. • 

j Crystal: 
• Observation of dining room chairs, recliners, 
, sofas, and toilets with seat belts revealed that 

' 

·: they were not being cleaned between residents 
during the observation period of 12106/13, 
.12/08/13, 12109/13, and 12/10/13, No cleaning 
product w.as available for ~tall to clean the bells 

., in between residents. 
Interview of house staff revealed that many did 

, not know that they were to clean the belts 
I between residents. Others stated that night shift 
I cleans the belts with Virex solution and still others 
I stated that the· belts are cleaned between 
'residents wtth the Attend ·wipes. 

'1 Naches:· 

' 

' i 

Observation of toilets .and ·dining room chairs 
wete noted not to be cleaned during the 

!·observation period of 12/07/13, 12/09/13, and . 
, 12/11/13. j 

• :' Staff A stated that the staff uses Virex to clean the 

1

. 
• belts between resldepts. StaffF stat~ that Night . I shift Is in charge of cleaning the seat belt~ in the 

• ; bathrooms on a nightly basis and Interview with : 
Staff B revealed she did know· how they were to . , 

, clean the belts. l 
W 471 I 483.4BO(b)(1)(1i) MEALSERVI_CES 

! Each client must receive meals with not less than 
1 
1 O hours between breakfast and the evening 
meal of the same day, except as provided under 

,. 

"W471 

.. 

' 
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PREFIX I 

lfAG ' t 
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• 
W 471 \ Conilnued From page 17 

• j paragraph (b)(1)(i) of this section. 

. I • 

. • This STANDARD Is not met as evidenced by: 
Based on observations, interViews and record 
reviews, facility failed 10 ensure 3 of 12 sampled 
residenls (Resident .#8, #9, & 1112) and 3 of 35 
exµanded sample residents (Resident #13, #39, 
& #41) receiv!,d the diet prescripticins as ordered. 
This failure placed residents at risk of 

; compromised health., .. 
' Findings include: 
Observations; interviews and record reviews were 
ocnduole.d 12/06/13 through 12/11/13 unless 
otherwise specified. •• 

Crystal: 
. Observations of meals at Crysiat revealed 

I

' residents were not being serving the appropriate 
amount of food as required by lhe dietician 

, evaluatlpns. 

• Resident #8 is on a 3500 calorie chopped diet • 
and on 12/06/13 at lunch she'was to receive 6 oz 
of cut up ham, 2 cups of au gratin·potatoes, 1 cup· 
of broccoli Normandy and½ cup of pears. 
Resident #8 received ¼ cup of au gratln potatoes, 
4 oz of. ham,½ cup broocoli and. v., cup of pears. 
Resident ate the ham, potatoes and pears and 

• left the vegetaqle. • 

Resident #9 is on a 2200 calorie chopped diet • • 
• and on 12/06/13 at lunch he was supposed to 
! receive 3 oz of cpopped ham, 1 cup au gratif) : 
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ll\G 
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PROVIOms PIAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

• CROSS·REFERENOED TOTHEAPPROPRIATE 
DEFICIENCY) 

W471 Meal Services_. 

F,or clients !18, 9, 13: Crystal House s!Bff will be 
in-serviced an correct dieta,yportions. For 
clients/112, 39; 41: Devonish House stai;fwill be 
in~serviced on correct dietaryportions. 

.. Completion 
''l/31/14. 

(XS) 
COMPLET]ON 

DAf.E 

PAT A direct care staff will be trained on how to 
c~ly use' the measuring spoons in.relationshlp 
to the caloric requirements. 

•. Completion 
2/14/14 

PAT A AC Managers will moniton minimu,n of 
l O meals per month to ensure co= caloric 
amounts are given to PAT A clients. • • • 

.. 

. 

Completion . 
2/14/1~ &Ongoing 

Person Responsible 
ACM. 

Monitor 
DDA1&DDA2 

I potatoes, ½ cup broccoli Normandy (ground) and : 
. I¼ cup.pears. Resident received,8 ozof chopped J'. , 

: ham, 1 !h cups au gratin potato, 1 cup of broccoli • 
. and·a 1 cup of pear,s. ! 

• I 

I 
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W 471 : Continued From page 18 
' i Resident #13 is on a 3500 calolie chopped diet 

. I and on 12/06/13 at dinner he was to receive 2 
\ cups of minestrone soup, 2 tuna salad 
• sandWlches, 1 cup of milk, and ½ cup of Jell-O. 
He only received 1 cup of the soup and 1 
sandwich, a cup of sliced pears, a 4 oz glass of 

•.skim milk and a4 oz glass of sugar free d~nk. , 

! Interview With dietician ;taff G revealed staff has 
1 

been trained as to how much each resident is to 
' receive for their respective diets. • 

i ·oevenlsh: . . 

I Observation of lunch an 12/07/13 revealed. 
1 Residenl #12 receiyed unmeasured portion sizes 
which differed from prescribed diet and the 

1 dietaiy menu and portion instructions provided by : 
I the registered dietician. • • ; 
' Rainier School-Food and Nutrition Clrent Dietary 
·' List.revealed Resident #1 ~ has a 2200 calorie, 
ground diet prescription. 

Dietary menu and portion instructions for lunch on··1· 
• 12/07 /13 revealed the following serving size: 

.. 2200 calorie diet: 1 cup beef, 1 bun,½ cup potato I and ½ cup vegeit~bles. " . 

; During this lunch service Resident #12 received 2 
-' scoops of unmeasured meat, one unmeasured 
serving of mixed vegetables and one 

; unmeasured scoop of potato. A second helping of 
! food was provided to Resident #'12 which 
; included .one additional unmeas.urep scoop of , 
1 groi,md meat, m b,ed vegetables and potatoes. 1 

I 
ObseNation of lunch on 12/07/13 and breakfast ! 
on 12/10/13 revealed Resident #39·received 

FORM CMS-25~(02-'<19) ProVlous Versions ObSolete Event \D:a9K\1'11 

PRINTED: 01/13/2014 
FORM APPROVED 

0MB NO 0938-03A1 
.;xa) MULnPLE CONSTRUCTIO['J (X~ OAT!, SURVEY 

COMPLETED A. Bl}ILO!NG _______ _ 

B.WING 12/11/2013 
STREET.ADDRESS, CITY, STAl'E, ZIP CODE 

RYAN ROAD 

BUCKLEY, WA 98321 

~ROVIDSR'S PLAN OF CORRECTION 
{EACH C0Rf1ECTIVE ACTION SHOULD BE ' 

CROSS-REFERENCED TO THEAPPROPRIA'TE 
D5FICIENCY) 

W471! 

. 
' 

-' 

' .. 

I 
' ' 
; 

' ' 

I 

I 
(XO), 

COMPLETION 
DATE 

. FacU!fy ID: WA4C070 If continuation stieat Page 19 of 23 



DEPARTMENT OF HEALTH AND Hl I\J SERVICES 
CENTERS FOR MEDICARE & MEDILl"IID SERVICES 

STATEl,<ENrOF DEFICIENCIES 
AND f:'lAN OF CORRE9ilON 

NAME OF PF\OVIDE:R OR SUPPLIER 

RAINIER SCHOOL PAT A 

(X1) PROVIOEAISUPP.LIEA/ctlA, 
·IDEITTIFICATION NUMBER: 

500050 

{X4)'ID ' 
PREFIX I 

TA~ 

SUMMARY STATEMEITT OF DEFICIENCIES 
(EACH DEFICIENCY MUST se PRECEDED BY FULL 

REGULATORY OR LSC lDENTIFVIN~ INFORMATION) 

1 •. ' ' 
W· 471 l Continued From page 19 

I unmeasured portion sizes which differed from 
! prescribed diet and the dietary menu and portion 
instructions provided by the registered dietician . 

. Rainier School Food and Nutrition Client Dletary , 
List revealed Resident i/39 has a 1500 CAiorie, 
ground diet prescription. 

Dietary menu and portion instructions for lunch on 
·:. 12/07 /13 revealed the following serving .size: . 
• 1590 calorie diet: ½ cup beef, 1 bun and ¼ cup 
• potato, ½ cup vegetables. 

Observation during lunch revealed Resident #39 
received 2 scoops of unmeasured meat, and one 
scoop of unmeasured mixed vegetables and one 

• scoop of unmeasured potato. A second helping of 
. lood was provided to Resident #39 which 
; included one adclltional unmeasured scoop of . 

I 
ground meat, .mixed vegetables and potatoes, • 
Dietary menu and portion Instructions for ; 

! breakfast meal on 12/10/13 revealed the following' 
' serving size: , • 
, 1500 calorie di.et: ½ cup fruit, 1 pancake. . 
i 
:

1

,: Observation during breakfast revealed #39 
. received one pancake and a scoop of • , 
•I unmeasured fruit Resident #39 was served a I 
. second helping which Included a second pancake· 
and another unmeasured i,coop of fruit. 

Observation of lunch on 12/07/13 revealed 
Resident 4141 reoeived unmeasured portion sizes 
which differed from prescribed diet and the ( 

·: dietary menu and portion Instructions provided by 
! the registered dietician, 
'1 R.alnier Sphool Food and Nutrttion Client Dietary 
tlst revealed Resident #41 has a 2200 calorie, 
ground diet prescription. I 
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W 471 i Continued From ~age 20 : • • •. • • ! . 
• I Dietary men_u and portion instructions for lunoh on -

12/07/13 revealed the following serving size: 
• i 2200 calorie diet: 1 cup beef, 1 bun, ½ cup potato 
. , and 1h cup vegetables . • • 

I • • ' 

J Observation during.lunch re~ealed Resident 1141 1 

received 2 scoops of unmeasured meat and one 

I 
unmeasured serving of mixed vegetables. A 
second helping,ol lood was provided which 
included one addttional unmeasured scoop of 

, groun~ meat and mixed veg_etables. 

I Interviews revealed stall were unaware of the 
. i measurement reHuirements and th.e caloric I requirements foflhe three res.ldents. staff w~re 

: unable to report the m13asurlng_ site of each 
. serving spoon and revealed If was· a bast guess 
j for the ser.tlng size. Slaff H (ACM) reported the 

1 staff qidn ' t always use th~ measuring serving . . . 
spoons bu~ believed staff were providing an 

'. accurate servings based on lndMdual resident 
l dietary needs. • 

W 474' 483.480(b)(2)(!ii) MEAL SERVICES 
' ' ,· 

I Food must be ·served in 1a1for~ consistimt with the 

1 developmental level ofthe client .. • 

' .\ This STANDARD is not met as evidenced by: 
Based on observations, record reviews and 

. lntervlews;the facifity failed to serve a prescribed 

I

. diet of ground te)\lured food dyrlng two meals for 
1 ol 12 sampled residents (Resident #12). This 

1 failure caused Resident lf12 to be served food 
. that was not appropriate size or texture for his. 

I 

/ eating and swallowing ability, placing resident at j' i risk of harm of choking and/or aspiraUon. . • 

.. 

W474 Moal Services 

For client #12, Dovenish House slBff will be 
I trained ~n correct food texture and bite sire per 
j· prescribed diet order. 
! Compl®,on 

W474 

' .1 
I 

1/31/14 
.. For all clien~ oh PAT A, direct care staff will bo • 
train~ on food tc,ctures and bile size P"I' • 
presciibed order as noted in tho house-diet books. • 

, \ 'Completion 
2114/M 

PAT A AC M!'Pagers will monitor a minimmn of 
IO meals per month to erururo correct bite size and 
toictures.are being given to PAT A clients. 

Completion 
2/14/14 & Onioing 

Person Responsible 
• ACM. 

Monitor 
DDAl&DDA2 

i 
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fOENTIFlGATION NUMBE:rl: 
{X2) MULTIPLE CONSTRUCTION {xa) DATE SURVEY 

COMPLETED A, BUILDING _______ _ 

NAME OF PROVJDE!j 0~ SUPPLIER 

RAINIER SCHOOL PAT A 

. 50G050 B,WING 

(X4) JD I SUMMARY STATEMENT OF DEFICIENCIES I JD 
PREFIX I (EACHOEFICIENCYMUSTBEPRECEDEDBYFULL ' PREFIX 

TAG I REGULA10RY OR LSC IDENTIFYING JNFORM~TION) I TAG 

: I 
W 47 4 i Continued From page 21 ! I Findings l~clud~: • i 

• Observations, interviews and record reviews were . 
conducted'12/06/13 through 12/11/13 unless 
otherwise specified. • 

. Record review of the Annual Health Care 
Assessment, dated 11/02/12, revealed a 

' prescribed modified textured, ground diet due to 
; Resicl~nt #12 • s history of dysphagia (difficulty 
with swallowing): 

Rainler.Sctiool Standard Operating Procedures 
4.07- Appendix A (da1ed 03/09) revealed a ground 

. diet· should be: 

j . . F~od pieces no larger than ¼ inch in 
• diameter-Solt and easy to mash. • 
• • No bread unless crust removed, soaked and 
• cutinto 16 pieces • . 

I Observation of Aeelde~t #12 durin~ lunch meal ' 
' on 12/q?/13 revealed resident was served ground 
• beef served in a hamburger bun. The bun was 

I cut into 1 inch pieces but was not moistened or 
soaked with any liquid. , 

Observation of Resident 1112 during breakfast I 
• meal on 12/08(13 revealed resident was served a ' 
I pancake and a fruit Nutri-Grain cereal bar, each . ! cut Into 1 Inch.pieces. The staff poured soy milk 
• onto the pancake and cereal bar and the resident 
tiegan eating the pancake and cereal bar pieces 

, prior to the 'food items becoming a moist or , 

I soaked texture. • • ; 
. The dietician menu directions for the 12/08/13 I · 
b_reakfast revealed ' House Modffy " Instructions • 

1 to cut and soak the pancakes. • 
' 

SiREET ADDRESS~ Cm', STA1E1 ZIP CODE 

RYAN ROAD 
BUCKLEY, WA 9_8321 

' I. 
! 

' ' 
I 
' I 
' 

I 
' 

I 
I 
I 
! 

I 
i 

PROVIDER'S PLAN OF CORRECTION 
!EACH CORRECTIVE ACTION SHOULD BE· 

CROSS•REFERENCED TO TJiE APPROPRIATE 
• DEFICIENCY) 

,· 

12/11/2013 

I. 

I 
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' 
W 47 41. Continued From page 22 • • 

' Interview of Staff H (ACM) revealed he believed 
. ! ·staff were following the diet plan but may not be 

I not fully aware of the method for ensurtng a 
ground diet. : • 

I 
! 

' I 
' I 

I 
.. 

' 
' 
I 
I 
,, 

' 
I 

' 

I 
l 
I 

I . 

I 
' ' I 
j 
I 
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STATE OF WASHINGTON 
DEPARTMENT OF SOCIAL AND HEALTH SERVICES 
ADSA, RCS, ICF/1ID Survey & Certification Program 

PO Box 45600, Olympia, WA 98504-5600 

Febru13ry 28, 2013 
CERTIFIED MAIL (70071490 0003 42'00 5525} 

,----P1Neil.Cr.owley.,-Superi!'.l!enden"----- --------------------___ _ 
. Rainier School PAT A 
PO Box 600 
BuckleY,, Washington 98321 

RE: Recertification Suiv~y 
2/5/2013 through 2/11/2013 

Dear Mr. ·Crowley: 

From 215/2013 through 2111/2013, ICF/IID s'urvey staff from the Residential Care Services 
(RCS) Division of Aging and Disability Services Administration (ADSA)° conducted a. • 
recertific~tlon survey at your facility to determine compliance-with Federal requirements for 
ICF/IID facilities participating in the Medicaid program. The CMS 2567 Statement of 
Deficiencies for the recertification survey is enclosed. 

Plan of Correction (J:'OC) 

You must detail a POC on the enclosed original CMS 2567 form for all 'deficiencies. Your POC 
.must at minimum address each of the bulleted items ~elow. 

• How the facility will correct the deficiency as it relates to the resident; . 
• Hbw the facjlity will act to protect residents in.similar situations; . 
•· Measures the facility will take or the systems ii will alter to ensure that the problem does 

not recur; • • 
• How the facility plans to monitor its performance to make sure that solutions are 

sustained; 
• Dates when corrective action will be completed (no more than 60 days from the last day 

·f of the inspection); and . . 
• The title of the person or persons responsible to ensure·correction for each deficiency. 

You Just also send the original 2567 form with your POC signed and dated to the Manager 
below no later than 1 D calendar days after you r~ceive this letter. Failure to sub'mit an 
acceptable POC by the 10th calendar day may result in the imposition of remedies. 

Loida Baniqued, Field Manager 
ICF/IID Survey and Certification Program 

Resi\iential Care Services, Mail Stop: 45600 
P0 Box 45600 • 

Olympia, WA 98504--5600. 
Office (360) 725-2405 Fax (360) 725-2642 

t 
( 



Neil. Crowley, Superinten'' 'lt 
February 28, 2013 
Page 2 • 

RCS will use the POC as a part of the ba_sis for verifying whether the deficiencies have been 
corrected. If you modify you'r POC after submission, you must immediately notify the above 
office in writing. Any POC modification must address each "W" tag number with related 
details about any modifications. • 

Informal Dispute Resolution (IDRl 

You have an opportunity to question cit~d deficiencies and/or state actions initiated in 
response to them, through the state's informal review and "dispute resolution process. 
Unless you become entitled to a federal administrative hearing following imposition of a 
federal remedy, ·this will·be your only opportunity to cfiallenqe the deficiencies described on· 
CMS Form 2567. • • 
. . 

To request an informal.dispute resolution (IDR) meeting, please send your written request to 
Robert McClintock, .QA Administrator, PO 89x 45600, Olympia:-washinqton 98504-5600. If 
you request an.I DR, .you must.still submit.a P.OC within the time limits described above. The 

• written IDR request-should: 

ci Identify the specific deficiencies that are disputed; 
e Explain why you-are disputing the deficiencies; . 
• Indicate !he type of dispute resolution process you prefer (fa~e-to-fac~, telephone 

conference or documentation review);and ' . 
o Be sent during the same 1 O calendar days you have for submitting ·a POC for the 

cited deficiencies. 

During the informal process you have the right to present written and/or.oral ·evidence refuting 
the deficiencies. An incomplete review and dispute resolution process will not delay the 
effective date of any enforcement action, • • 

If you have any questions concerning th~ instructions contained in lhii;; letter, please contact me 
a! (360)725-2405. . 

Enclosures 

cc: ·Janet Adams, DDD 

Sincerely1 . 

<7{ ww fi'rP//4A~L 

Loida Ba_niqued, Fie Manager 
ICF/11D Survey and Certification Program 
Residential Care Services 
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0MB NO 0938-D391 
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STREET ADDRESS, CITY, STATE, ZIP CODE • •. 

, .. .R SCHOOL PAT A 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)' 

W 00D INITIAL COMMENTS 

( 

W104 

This report is the result of an Annual 
Recertification SuFVey and a Complaint . 
Investigation (2751053) conducted at Rainier 
School PAT Aon 2/5/13 to 2/8/13 &2/11/13. A 
sample.of 12 resldenls was selected from a 
census of 122. The Expanded Sample included 
81 current residents. 

The survey was conducted by; 

Janette Buchanan, R.N., B.S.N. 
P.enelope Rarick, B.A. . 
Christina Borchardt, R.N., B.S.N. 
Claudia Baetge, MA 

The survey team is from: . . 
Department of Social & Heallh. Services 
Aging & Disability Services Administration 
Residential Care Services, ICF/IID Servey and 
Certification Program 
PO Box 4560D;-Ms: 45600 
Olympia, WA98504 . · 

Telephone: (360) 725-2419 
Fax: (360) 725-2642 
483,410(a)(1) GOVERNING BODY 

The gove,ning_body must exercise general policy, 
budget, and operating direction over the facility. 

This STANDARD is not met as evidenced by: 
Based on observation the facility failed -to 

maintain food storage and sanitation .in 5 of 6 
cottages _(Naches, Haddon, Percival, Devenish, 

RYANROi\D ..• 

BUCKLEY, WA 98321 

ID 
PREFIX' 

TAG 

WOOD 

·w104 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

W104-Food Storage and Sanitation 
Appropriate food !;(orage and.sanitation will be 
maintamed. Immediate disposal of outdated food 
prodncts occuaed on't!ie PAT A Houses as well 
as~ Coffee Shop. 

(XS) 
COMPLETION 

DAlE 

• ecmpleted . 
l/{18113 

BORf\TORY DIRECTOR'S ORPROV!DER/SUPPLIER REPRESE.~J]YJ;!S-SI~ c--1/TLv (/2 DiTE. ~ 

,<_.)....___.,..._.. - -: .) - 7 I /fl /} · 
y deficiency stater'nent ending with an asterisk('') denotes a deficiency the insututlon may be excuse6 from correcting prnvldlng It Is deterrpiTTed thi3t 
1er safeguards provide sufficient protection to the.patients. {See Instr ions.) Except for nursing h~mes, the '1ndings stated above are dlsclosable 90 days 
owing the date of survey whether or not a plan of correction-ls pro rJed. For nursing homes, the above findings and plans of correction are dlsclosable 14 
ys..following. the da'te these documents are made avallable to the facllity, If deficlencles are cited, an approved plan of correction is requisite lO continued 

l . ~I~~~~::_ . .. ... -· - • • 
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0MB NO 0938-0391 
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'LAN OF CORRECTION 

50G050 

• PROVIDER OR SUPPLiER 

!NIER SCHOOL ·PAT A 

4)1D 
:EFIX 
'AG 

SUMMARY STATEM5NT OF .DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FUU 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

104 Gontinued From page 1 

and Buckley} and \he Coffee Shop. Failure to 
ensure food sanitation and stcirage was 
maintairied_pgt!)ptLally expos~d residents to 
foodborne illnesses. 

Findings include: 

Bt:Jckley Kitchen 02/05/13 
RefrigE1rator: 
1. Burned out light bulb 
2. Mustard, expired 04/26/12 
3. 6- ½ pint Meadowsweet Fatms skim milk, 
expired 02/02/13 
4. Plastic. tub of unidentified food·(lettuce}, . 
brownwith slimy coating, unlabeled, undated 
5. Plastic tub of unidentified food, (brownish, 
g~latin'?), unlab_eled, undated •• 

Frekzer. 
1, Unidentified food product (French-toast?), 
unlabeled, undate□ . • 
2. Unidentified food product, freezer bum, 
unlabeled, undated 
3. Unidentified food product (meat patties?}, 
bag ripped, unsealed, unlabeled, undated 
-4. Several bags of unidentified food product 
(sliced meat?}, unlabeled, undated . 
5. Unidentified food pr_oduct (sausage?), bag 
'ripped, unsealed, unlabeled, undated 
6.. lini~entifled food product (pancakes?), 
unlabeled, unsealed 
7. Unldeollfied food product ( dessert· cake?), 
unlabeled, unsealed 

Pantry: 
1. Opened bread, unsealed, undated· 
2. 2 bottles Mustard, expired 12109/12.& 2/22/12 
3. Unidentified liquid In container, (syrup?),. 

::MS~2567(02--99} Previous Versions Obsolete 

(Xi) MULTIPLE CONSTRUCTI01, 

A.BUILDING 

(X3) DATE SURVEY 
CO~PLETED 

B. WING ________ _ 
02/11/2013 

S'fREET ADDRESS, CITY. STA~. ZIP CODE 
RYAN ROAD 

BUCKLEY, WA 98321 

10 
PREFIX 

TAG 

W104 

PROViDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

All food products will be labeled, 
identified and dated. Additionally, all.food •. 
produc\5 will be rotaled on the "fust in fust out" 1 

• process. Stal'ftnrl:ningwill be completed ' 
re~ the first in first out process. I 

.• Only food product, mid kitchen appropriate 
equipment will be keptm kitchen cupboards. 
AilditiOJllllly, kilchen cupboardhinclles will be 
maintained in good repair. Stafflrnining will be 
completed regaming appropriate storage in 
cap~ . . 

I 
For PAT AHouses,AC

0

Mmage,swill monitor on 
a weekly basis to ensure food products are 
approprian,ly labeled, identified and dated. For 
the Coffee Shop,'· the ATS3 will be inserviced 
on monitoring to ensure daily/weekly/monthly 
cle&ring sch':'1meis completed. . j 

Person Responsible 
• ACM/ATS3 

Monitor 
PATADDA2 &, 
Adult Trnining 
Operations 
Manager 

• IX/il . 
COMPLETION 

OATIS 

Coropletod\ 
3P,_\()3. 

Ongoing ·• .... ' .. 

Coropletod[ 
3/181131 

If conlinualion sheet Page 2 of22 
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Continued From page 2 
unlabeled, undated 
4. Opened bag of raisins, undated 
5. Opened bag of crackers, u~sealed, ~ndated 

Devenish kitchen 02/05/13 
Refrigerator: 
1. 3 bot!Jes Mustard, expired 09/26/12 & (2) 
12/31/12 
2. Jar, labeled with ".mayonnaise-for everyone 
",.no original factory label, no expiration datei 
available, undated • 
3. Party fruit tray, undated 
4. Party cheese and cracker tray, undated 
5. Plastic container with unidentified.product 
(spaghetti?), unlaqeled, undated 

Freezer: 
1. 6 -1 lb. margarine blocks, unopened, undated 
2. • Unidentified meat product, (meat patties?}, 
unlabeled, undated 
3. 2 plastic bags of unidentified meat product, 
(sausage links), unlabeled, undated • 
4. 5 bags of unidentified product, (cookies?); 
unlabeled, undated 
5. . 1 bag. of an unidentified food product (French 
\oast?), unlabeled, undated 
6. 5 .bags of unidentified food product 
(dessert?), unlabeled, undated 

Pantry: 
1. 2. unidentified botUes of liquid (syrup?), 
unlabeled, undated . • • 
2. Package of Hormel Complete Eats Spaghetti, 
expired 06/30/12 
3. 2 bottles Mustard, expired 12/31/12 
4. Chicken In A Biscuit, opened box, undated 
5. 2 Jello Pudding mix, expired April 2012 & 
.June 2012 

• (X2) "!ULTIPLE CONSTRUCTIOt. 

A. ~UILDIN0 

(X3) DATE SURVEY 
COMPLETED 

B.WIN0 __ ~------
02/11/2013 

STREET ADDRESS, CITY, STATE, ZIP CODE 
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BUCKLEY, WA 98321 

ID 
PREFIX 

TAG 

W 104 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTNE I.\CtJON SHOULD BE_ 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

IX~ 
COMPLETION 

DATE 
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o/ 104 Continued From page 3 
Haddon Kitchen 02/05/13 

Kitchen refrigerator 

1. Smuckers grape jelly, open, expiration 
11/11/12 • 
2. Ranch dressing, op·en, undated 
3. 3 bottles Mustard, open, expiration 5/11 & (2) 
10/26/12 . • 
4. Creamy home style frosting, open, undated 
5. Poweraid (1 bottle), open; undated 
6. Carrots .(bag), open, undated 
7. Rotten apple in bag, contaminated other 
apples 
8. Bak~d potatoes (3), undated 
9. Thickened apple juice, open, undated 
10. Unidentified liqulil in unmarked sealable dish 
(maple syrup?), unlabeled, undated 
11. Ensure)udding, open, undated 

Kltchen.cupbo~rd 

1. Goldfish box, open, undated 
2. • Nacho seasoning, expiration 8/4/1 0 
3. Small cup of unknown while substance 

, 4. Nllla wafers,' 1 ½ bags, open, undated 
. 5. • Ginger (2), Cinnamon, Ground nutmeg, 

Paprika, Poultry seasoning, open, undated 
6. Cloves, expiration 10/04 
7. Plastic cup of unknown spices 
(cinnamon/sugar mix?), unlabeled 
8. Open bag if crackers, unsealed, undated. 
9. Marshmallows, open, undated 
10. 2 Clear containers with unfabeled $easonlng 
(pepper? & Cinnamon?), open, undated 
11. Tube icing, _open, undated 
12. Confetti frosting, open, undated 
13. Johnny ' s seafood s~asoning, open, undated 

:MS~2567{02-99) Previous Versions Obsolete EVent -ID:9RK011 . . 
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Continued From page 4 
14. Unknown spice,,undated • 
15. B<\by food jar with unknown spice (pepper?), • 
unlabeled, undated 
16. _3 Popcorn seasonings, expiration 2/10/10 & 
2/17/10, unopened & 1/20/10, open, undated 
17. Soy sauce, open, undated • 
18. Graham crackers, open; undated, expiration 
10/2011 
19. Sprin_kles, open, un'dated . . 
20. Red crystals, green crystals, holiday berry 
crystals, open, undated 
21. 4 blue, 1 Green food coloring, open, 
undated 
22. Unknown substance (oatmeal?), uadated, 
UQlabeled • ' 
23. Oatmeal, DP.en, undated 
24. Cocoa puffs, open, undated 
25. Cheerios, open, undated 
26. Popcorn, open, undated 
27. Unknown white powdery substance, open, 
undated • 
28. Corn starch, open, undated 
29. 2 Shortening (48oz), open, undated 

• 30. Corn meal, open, undated 
31. Bluebenry muffin mix, open, undated 
32. Buttermilk pancakes, open, undated, 
expiration 2/12/08 
33. Vegetable all, e):Cpiration 5/14/12 
34. Flour, open, undated -
·35_ Baking soda, open, undated 
36. Brown sugar, open, undated 
37. Suga~, open, undated 
38. Salt, open, undated 
39. • Honey, open, undated 
40. Smuckers strawberry jelly, open, undated 
41, Yellow cake mix, expiration 9/22112 

Kitchen cupboard near medication room • 

tM CMS-2567(02-99) Previous Versions Obsolete Event ID:9RK011 
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(XS) 
COMPI.ETION 

DATE 

Faclllty ID: WA40D70 If cpntlnuallon sheet Page 5 of 22 



:NTERS FOR MEDICARE & MEDICAi" S,-=E"-'RV"-'l'-"C=E-"'S--.--------,----
.EMENT OF DEFICIENCIES (X1) PROVID~ JPPLIERIQLIA (X2) MULTIPLE CONSTRUCTILi. 

,-UKMAt"t-'KUVl=U 

0MB NO 0938-0391 • 
(X3) DATE SURVEY 

COMPLETED PLAN OF CORRECTION IDENTIFICATION.NUMBER: 

50G050 

)F PROVIDER OR SUPPUER 

,INIER SCHOOL PAT A 

~) ID 
lEFIX 
iAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGUlATORY OR LSC IDENTIFYING IN~ORMATION) 

' 104 Continued From page 5 

1. 6 tubes of sunscreen 
2. Elmer '·s glue bottle . 

• 3:· White board cleaner,' spray bQttle 
4. Broken handle (cupboard) lo right of sink 

Freezer -chest_ 

1. French fries (bag), open, undated 
2. Unidentified food product (2 chicken 
breasts?) in plastic !'IP bag, undated, unlabelea 
3. Unidentified food product (Ribs?- 2 bags), 
undated, unlabeled -
4. Unidentified food product (Corn dogs?), 1 • 
bag, undated, unlabeled 
5. 1 corn dog (not In bag), on bottom of freezer 
6. Unidentified patties (Sausage?) (2 
bags),undated, unlabeled 
7. Unidentified patties (Chicken?) (3 bags), 
undated, unlabeled 
8. 1 frozen strawberry (loose on bottom of 
freezer). 
9. Mixed vegetables, 1 bag, open, undated 
10, Unidentified food product (Cookie dough?), 1 
bag, undated, u_nlabeled 
11 .. Unidentified food product (Muffins?.), 1 bag, 
undated, unlabeled 
12. \.)nidentifled patties {Sausage?) ( 1 bag), 
open, undated, freezer burn 
13. Ground. beef (51bs), open·, undated 
14. Strawberry's, hole in bag, open, undated 

Naches Kitchen 02/06/12 

Refrigerator 

1. Coffee creamer, open, undated 
2. Hershey chocolate syrup, open, undated 

MS-2567(02-99) Previous Versions Obsolete Event lD:9RK011 

. A. BUILDING 

B.WING ________ _ 
• 02/11/2013 

STREET ADDRESS, CITY, STATE, ZIP CODE 

RYAN ROAD 

BUCKLEY, WA 98321 

ID 
PREFIX 

TAG 

W 104 

PROVIDER'S PLAN OF CORRECTION 
(EACH CDRRECTIVEACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(X5) 
COMPLETION 

DATE 

)l'""ty_lD: WA40D70 If contlnualion sheet Page 6 of 22 



CENTERS FOR MEDICARE & MEDICA/r> ,<;""E""'RV~l=Cc.=E=S_· ---,-------~ 
rUKMAPPROVED 

0MB NO 0938-0391 
STATEMENT OF DEFICIENCIES 
~NO PLAN OF CORRECTION 

(X1) PROVIDE , .PPLIER/CLIA 
IDENTIFICATION NUMBER 

50G05Q r· •=n~ PRO\'.IDER DR SUPPLIER 

"- __ .. ..:R SCHOOL PAT A • 

(X4) ID 
PREFIX 

TAG 

W 104 

( 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

Continued F rem page 6 

3. smuckers grape jelly (2), strawberry jelly (1 ), 
open, undated 
4. Mustard, open, undated 
5. Pancake syrup, open, undated 
6. 2 containers of syrup, open; undated 
7. Horseradish, open, undated 
8. • 1 egg • • • 
9. Pepsi, unlabeled, unopened 
10. Treetop Juice- thickened juice, undated 
11. Rejuv prune juice, open, unlabeled 
12. Water bottle, unlabeled, unopened 
13. J:,lapenos, open, undated 
14. Unidentified meat in Rubbermaid container 
15. Unknown whiie substance in.unlabeled 
container, undated, open 
16. Salam!,½ stick, open, undated 
17. Cheese, open, undated 
18. Unidentified food product (Stllffing?), in zip 
seal bag, open, undated • 
19. Unidentified food product (Ritz c·rackers), 
undatstd, unlabeled, unsealed 
20. 6- ½ sandwiches (premade), undated 
21. Fruit punch flavored water, u~labeled 

Kitchen Refrigerator Freezer •. 

1 . 2 unknown ·substances in square 
Rubbermaid containers, open, undated 
2. Unidentified food product (6 Pancakes?), in 
sandwich bag, undated, unlabeled 
3. Unidentified food product (Pancake?), 17 
bags, undated, unlabeled 
4. Frozen water bottles-(3), unlabeled 
5. Frozen bottle of unknown fluid, unlabeled 
6. Moldy fr!)zen hotdog buns (2), open, undated 
7. Unidentified food product (5 French toast?), 
undated , unlabeled 
8. Unidentified food product (1 saus~ge patty?), 

IM CMS-2567(02-99) Previous Versions Obsolete . Evenl1D:9RK011 

( 

(X2) MULTIPLE CONSTRUCTl(J,. 

A. BUILDING 

(X3) DATE SURVEY 
COMPLETED 

a WING ________ ._·_ 
02/11/2013 

STREET ADDRESS. CITY, STATE, ZIP CODE 
RYAN R0,'1D 

BUCKLEY, WA 98321 

ID 
PREFIX 

TAG 

W104 .. 

PROVIDER'S PLAr,f OF CORRECTION 
(EACH CORRECTIVEACTION SHOULD.BE 

CROSS-REFERENCE;D TO THE APPROPRIATE 
DEFICIENCY) 

(X5) 
COMPLETION • 

·DATE 

fi\Uft ID:WA40070 If conUnuatlon sheet Page, 7 of 22· 



::NTERS FOR MEDICARE & MEDICAi"' ~e,ERL'-V"-'I-"'C'='ES"------------'--' 0MB NO 0938-0391 
rEMENT OF DEFICIENCIES (X1) PROVIDE, PPLIER/CLIA 
• PLAt;l OF CORRECTION IDENTIFICATION 1'11.JMBER 

50G050 

JF PROVIDER OR SUPPLIER 

\!NIER SCHOOL PAT A 

<4)ID 
qf;FIX 
TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIEN(lY MUST BE PRECEDED BY FULL 
REGULATORY OR L_SC IDENTIFYING INFOR!11ATION) 

/ 104 Continued From page 7 
undated, unlabeled 
9. Frozen bottle of Pep_sl 

Cupboard 

1. Unidentified food product (Macaroni?), in 
plastic bag, open, undated 
2. Signature syrup, expiration 1/19/13 
3. Crispix ceTf~al, expiration 11/9/12 
4. Unidentified food product (Nilla wafers?), 
partial bag, unsealed, undated, unlabeled 
5. Grated parmesan chei;,se, open, undated 
6. Tootsy O ' s & Frosted flakes (3), packaged 
cereal, open, undated • 
7. Unidentified food product (Instant mashed 
potatoes?), in zip seal bag, undated, unlabeled 
8. Krusteaz blueberry muffin mix, open, ·undated 
9. Gold fish box, open, .undated 
10. Blueberry syrup (for coffee flavoring), open, 
undated 

Cupboard near i,tove 

1. 3 partial bags wheat bread, open, undated, 
unsealed 
2. Open b~g of crackers (saltines), µndated 
3. Peanut butter, open, undated 
4. Honey, open, undated 
5. Flour, open, undated 
6. Allspice, Paprika, Ginger, Cloves, Oregano, 
Nutmeg, Cinnamon, Crush~d. red pepper, 
Season salt, Italian seasoning, Onion Salt, Mrs. 
Dash 6.7 oz, Chili Powder, Garlic powder, Lemon. 
• pepper (2), Baking soda (2), Sugar i~ bag • 
(leaking), Brown sugar, open, dated 
7. Pumpkin spi~e, open, expiration 5/94 
8. Ginger, open, _expiration 10/97. 
9. cloves, open, exp(ration 10/97. 

(X2) MULTIPLE CONSTRUCTIO,.. 

A.BUILDING 

()(3) DATE SURVEY 
COMPLETED. 

B.WING ________ _ 
02/11/2013 

STREET ADDRESS, CITY, STATE. ZIP CODE 
RYAN ROAD 
BUCKLEY, \/\!A 98321 

ID 
PREFIX 

TAG 

W 104' 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE·APPROPRIATE 
DEFICIENCY) 

(X5) 
COMPLETION 

OATE 

!MS-2587(02-99} Previous ,Verslcns ~bsolete Event 1D:9RKO11 Faclllty ID: WA40Cl70 If c,ontinuaUon sheet Page 8 of 22 
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CENTERS·FOR MEDICARE & MEDICAJr> S.~E=R~Vf-'!C=E=S~---,--------
STATEMENT OF DEFICIENCIEcS (X1) PROVIDE. ,PPLIERICLIA 

rUKM At'Pll.OVED 
0MB NO 0938-0391 

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 

50G050 

('#•• FPROVIDERORSUPPLIER 

N.. ..• .. ..:R SCHOOL PAT A 

()\4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EcACH DEFICIENCY MUST BEc PRECEDED BY FULL 

~EGULATDRY QR LSC IDENTIFYING INFORMATION) 

(X2) MULTIPLE CONSTRUCT/(,,_ 

A. BUILDING 

(X3) DATE SURVEY 
COMPLETED 

B.WING ________ _ 
02/11/2013 

STREET ADDRESS. CITY, STATE, ZIP CODE, 

RYAN ROAD 

ID 
PREFIX 

TAG 

BUCKLEY, WA 98321 

PROVIDER'S PLAN OF CORRECTION 
(EcACH CORRECTIVEACTIDN SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

• (XS) 
COMR.EnoN 

DATE 

W 1D4 Continued From page 8 ·W1'04 

1 D. Sa_ge, open, expir;.tion 11/97 
11. Syrup (2), open; undated (one expired 
01/6/12) •• 
12. C°tiri~tmas mix spri~kles, Confetti sprinkles, 
Variety sprinkles: Sprinkles (red)(2}, Green 
s·prinkles, Yellow sugar crystals, open, undated 
13. Cappuccino, undated 
14. Taco seasoning (2), open, undated 
15. Jee te'a drink mix, open, undated 
16. Food coloring; (4 packages), open, undated 
17. Unidentified food product (Brown sugar? 
Sugar? Blue container with rice?, coffee jar with 
Vanilla?; mason jar with Chocolate chips?, & 2 
Powdered sugars?) unsealed, unlabeled, 
undated 
18. Unidentified food product (Flour, sugar, 
oatmeal, corn starch/ brown sugar?) in Thickit 
tubs, undated, unsealed, unlabeled • 

{ 19. Brown·gravy mix, open, expired 11/4/10 
20. Salad dressing, open, undated 
21. Shortening, open, undated 
22. NesCjick, open, expiration 8/12 
23. 4 Evaporated canned milk, expiration 5/4/11, 
6/18/11 & 4/1/12 (2) 
24. Unidentified liquid (Molasses?}, undated, 
unsealed, unlabeled -

. ·25, Fiber Basic (above stove}, open, undated 
26. Vegetable soup (1 .gallon), expiration 
10/31/12 . • • 
27. Tomato soup (1 gallon), expiration 10/27/11 & 
3/14/12 
28. Thick and Easy, open, undated 
29. l::hef Bpyardee (2 large cans); expiration 
11/12/12. 

Percival Kitchen (02/D5/13): 
Kitctien Refrigerator: • 
1. Mustard, expiration 12/13/12 

M CMS-2567(02-99} Previous Versions Obsolete event ID:9RK011 

/ 
. j-

Faclllty JO: WA40070 ff conlinuatlon sheet Page 9 of 22 



ENTERS FOR MEDICARE & MEDICA'- ~ERVICES 
uEMEITT OF DEFICIENCIES (X1j PROV/De, ,JPPLIER/CL/A" 
l PLAN OF CORRECTION IDENTIFICATION NUMBER: 

<i0G0S0 

JF PROVIDER OR SUPPLIER 

' i>JNIER SCHOOL PAT A 

X4)1D SUMMARY STATEMEITT OF DEFICIENCIES 
REFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL 
TAG REGULATORY OR LSC IDEITTIFYING INFORMATION) 

V 104 Continued From page 9 
2. Italian Salad Dressing, 11/27/11 expiration 
date 
3. Longhorn· BBQ sauce;5/22/12 expiration date 
4. 3 plastic containers with unidentified food • 
item, ~nlabeled, undated 

Freezer: 
1. Unidentified product (chicken nuggets?), 
unlabeled, no protective freezer bag, undated 

• 2. 2 packages of unidentified product (hash . 
browns'?), paper back, torn, unsealed, unlabeled, 
undated • 
3. Unidentified product (chicken?}, unlabeled,' 
undated 
4. 4 loaves of bread (2 wheat & 2 while), 
undated 
5. Unidentified product (meal?), opened plastic, 
not sealed, undated 
6, Foiled covered product, labeled ham, date 
not legible 
7. 2 packages of 5 quantity, unidentified 

. products (meat patties?}, unlabeled, undated 
8. • 2.packages of unidentified product (sliced 
cheese?), no freezer protective wrap, ·unlabeled, 
undated . 

Pantiy: 
1. • Vanilla wafer cookies, opened bag, unsealed, 
undated· 
2. Signature Creamy Peanut Butter, opened 
container, undated 
3. Goldfish crackers; opened box, undated 
4. 6 wrapped muffins, unlabeled undated 
5. 2 piece of yellow cake, unlabeled, undated 
6 .. One pastry Item, unlabeled, undated 
7. Plastic tub of unidentified product 
(margarine?), unlabeled, undated 
8, 2 packages of crackers, opened, unsealed, 

JS-2567(02-99) Previous Versions Obsolete Event ID:9RK011 

f(Y 

(X2) MULTIPLE CONSTRUCTION 

A.BUILDING 

B.WING ' 
STREET ADDRESS, CITY, STATE, ZIP CODE 

RYAN ROAD 

• BUCKLEY, WA 98~21 

FORM APPROVED 
0MB NO 0938-0391 
(X3) DATE SURVEY 

COMP!:ETEO 

02/11/2013 

ID • "PROVIDERS PLAN OF CORRECTION ()(5) 
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPUITION 

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE 
DEFICIENCY) 

W 1.04 

.. 

J 

.. 
,. 

. 

' 
' 

Fiicll!ty ID: WA40070 If continuati~n sheet' Page 10 of 22 

.. 



-- "" ··--- - • --· , ............. r, ,-.1,11__, J IVIVJnl~ vL:~VlVCO 

CENTERS FOR MEDICARE & MEDICfr" SERViCES 
STATEMENT OF DEFICIENCIES (X1) PROV/DI:.-.. ',UPPLIER/CLIA 
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 

50G050 

c· OF PROVIDER OR SUPPLIER 

,_,,.;(ER SCHOOL PAT A 

(X4)ID SUMMARY STATEMENT Of DEFICIENCIES 
PREFIX (EACH DEFICIENCY. MUST BE PRECEDED BY FULL 

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 

" 

W 104 Continueq From page 10 
undated 
9. 1 package of bread, unsealed, 2-3 slices, 
undated 
10. Industrial size can of pineapple, expiration 
6/22/11 . . . 
Coffee Shop 02/06/13: 

Chest Freezer 

1. Bread cream cheese pox, open, undated , 
2. Curly fries, open bag, expiration 8/2/12 
3. Bag of tater tots, open, undated 
4. Tater tots, loose out of bag (5) 
l;i. Dill pickle spears, expiration 5/10/12 • 
6. Mozzarella cheese slicks, open, un~ated 
7. Mushrooms·, 1 large bag, open, undated 

( 
8. • Mini taco ' s (in square gallon container), not 
covered, unlabeled, undated 
9. Bag of min taco' s.(3} gallon bags, open, 
undated • 

- 1 O. Bag of mini burritos (2) gallon bags, open, 
undated 
11. Sag of sweet potato fries, open, undated 

' 

Upright freezer 

1.. Bread squares in Ziploc·bag, undated 
2. Shredded parmesan cheese, open dale 
11/6/12 
3. Blue cheese crumbles, expiration 3/12 ' 
4. Feta cheese crumbles, expiration 8/12 
5. Mushrooms ir, large zip closure bag, undated .,. 
6. Unidentified produpt (shredded carrots?), 
undated 
7. _ Mozzarella cheese, open date 11/1/12 .• 

8. • Swiss cheese in zip closure bag,_ open, 
undated 

M CMS~2567(02~99) Previous Versions Obsolete 

( 

(X2) MULTIPLE CONSTRUCTION, 

A BUILDING 

B.WING 

STREET ADDRESS, CITY, STATE, ZIP CODE 
RYANRbAD 
BUCKLEY, WA .98321 

• FORM APPROVED 
0MB NO 0938-0391 
(X3) DATE SURVEY 

COMPLETED 

02/11/2013 

10 PROVIDER'S PLAN OF CORRECTION • (X5) 
PREFIX ' (EACH CORflECTIVE ACTION SHOULD BE COMPLEnON 

T_AG CROSS-REFERENCED TO THE APPROPRIATE DAT!! 

DEFICIENCY) 
' 

. 
W104 

" 

; -
" ' 

' 

t 

If continuation sheet Page 11 of 22 
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ENTERS FOR MEDICARE & MEDiCA'~ <;ERVICES • ·====---,--------
,TEMENT OF DEFICIENCIES 
l PLAN OF CORRECTION • 

rUKM At-'t-'KOVED 
0MB NO 0938-0391 
(X3) DATE SURVEY· 

COMPLETED 
(X1) PROVIDE. JPPUER/CLIA. 

IDENTIFICATION NUM~ER: 
(X2) MULTIPLE CONSTRUCTIO,-' 

A. (3:UILDJNG 

50G0,50 B •. WING ___ ._. _..:..____ 02/11/2013 
-------....l...------'------L-~------------~....,..-e=-==~--1 ....... i-•· 

~- PROVIDER OR SUPPLIER STREET ADDRESS, Cit¥, STATE, ZIP CODE 

~INIER SCHOOL PAT A 

X4) JO 
REFIX 
TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY ORLSC IDENTIFYING INFORMATION) 

V 104 Continued From page 11 
9. Fish slicks (2 bags), open, undated 
10. Andaville sausage, 7/23/12,-open date 
11. Ham~urger patties, . open, undated 
12. Unidentified food product (Mushrooms?) in 
zlp closure bag, freezer burned, undated 
13. Unidentified food product' (2 Chicken strips), 
undated, unsealed, unlabeled 
14. Peas, open, undated 
15. Bag of unknown substance 
16. Unidentified food product (6 Hamburger 
pattles?),freezer burned, undated, unlabeled 
17. Coconut, shredded (1 bag), open,' undat\ld 
18. Sausage dogs, open, undated • 
19. Vanilla glaze, open, undated 
20. Passion fruit glaze, open, undated 
• 21. Unidentified food product (3 Hamburger 
patties?), undated, unsealed, unlabeled 
22. ,Fruit cocktail, open, undatesl 

Large upright freezer 

1. Cookie dough (4) undated : 
2. Onions (bag}, 12/23/13 best used by date 
3. Onions (large bag}, open, undated 
4. Garden burgers, open, undated 
5. Garden burgers, 3/29/12•best used by-date 
6. Beeffrankfurter(1), open, undated 
7. Pepperoni,open, updated, freezer burn 
8. Salami, open, undated 
9. Hoagie rolls, open, undated • 
1 o. Gluten free muffins, open, undated, ice on 
them 
11 .. Unidentifiable substance (long thin meat?), 
open, undated 
12. Croissanl'(6), open, undated· 

Small freezer abov.e refrigerator 

MS-2567(0!?--99) Pre'vious Versto11s ObsolaJ.e Even! ID:9m<011 

ID 
PREFIX 

TAG 

RYAN ROAD 

BUCKLEY, WA 98321 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED T01'HE APPROPRIATE 
' DEFICIENCY) 

W 104 

.. 

L 

r•cmty IO:WA4007D lfcontinuation'sheet·Page 12 of22 



CENTERS FOR MEDICARE & MEDICAJfl SERVICES ===~--~-------
I STATEMENT OF DEFICIEl)ICIES 
AND PLAN OF CORRECTION 

FORM APPROVED 
0MB NO 0936-0391 

(X1) PROVID', JPPLIER/CLIA 
IDENTIFICAflON NUMBER; 

50G0S0 

(t-u.t.in= 'JF PROY!OER.~R SUPPL!!:~ 

. . 'ER SCHOOL PAT A 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

W 1 ()4 Continued From page 12 . 
1. Sunflower seeds (1 large bag & 1 small bag), 
open, undated. 
2. Peas, open, u~dated _ _ .. .. _ . 
3. Pecan pieces, expiration date 4/12/12, open, 
undated ' 
4. Walnuts, Almonds, open, undated 

• 5. Ocean spray ·sweetened dry cranberries, 
open, undated 
6. Fro;i:en pasta tortellini, open, undated 
7. White chocolate chips,(1 large bag & 1 small 
bag), operi, undated 
8. Chocolate chips, gallon bag, open, undated 
9. Raspberries (2 bags), open, undated 

Refrigerator 

1. Cocktail sauce, 1 gallon, ·open, undated 
2. Horseradish, open, undated • 
3. Buffalo wing sauce, expiration 8-2011, 
undated • 
4. Mr. Whip, open, undated 
5. Sweet pickle relish (1 gallon), open, undated, 
8/8/12 best used by 
6. Sandwich sauce, open, undated 
7. Hazen sauce, expiration date 11/18/11·, open,. 
undated. 
8. Gruyere cheese, partial block, open, undated 
9. Pepperchinis, open, undated 
10. Salad dressing, expiration 10/4/2012, dated 
11/16/12 
11. Cocktail sauce (gallon), expiration 5/13/12 
12. 1 quart unidentified substance( gravy?), 
open, undated, unlabeled 
13. Steve ' s hot smoked cheese, OP.en, undated· 
14. Roasted beef Au Jus, open, undated 
15. 1 quart unidentifiable sauce (red berry?), 
open, undated, unlabeled 
16. Chipotle sauce, expiration 10/25/1;2 

~ CM~25B7(02~99) Previous Versions Obsolete 

(X2) MULTIPLE CONSTRUCT!<-,. • 
, 

(X3) DATE SURVEY 
COMPLETED 

A. BUILDING 

B. WING ________ _ 
02/11/2013 1 

. STREET ADDRESS, CITY, STATE, ZIP CODE 

ID 
PREFIX 

TAG 

RYAN ROAD 

BUCKLEY, WA 98321 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE{\CTION'SHOULO BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFIC!gNCY) 

W 104 

COM~TION 
CATE 

If conlinuaUon sheet Page 13 of 22 • 



,c:i.·, c"" rut'\ Mt:LJJGARE & MEDICAi)') S"'E,,.R..,..V'-'l=C=E=S--~--------
FORM APPROVED 

0MB NO 0938-0391 
\TEMENT OF DEFICIENCIES 
) PLAN OF CORRECTION 

(X1) PROVIDt .PPLIER/CLIA 
IDENTIFIC1<110N NUMBER; • 

•· 

5llG050 

OF BROVIDEfj OR SUPPLIER 

IIINIER'SCHOOL PAT A 

X4) ID 
'REFIX 
TAG 

SUMMARY STATEMENT OF DEFICIENCIE~ 
(EACH DEFICIENCY MUST BE PRECliDED BY FULL 

REGULATORY OR LSC ID~NTIFYINto !Nf'ORMATION) 

V 1 04 Conlinl!ed From page 13 
17. Beet tiase, unopened; expiration 4/12/12 
18. Ham base, e;11piralicn •12/20/12 
19. Chicken base, expiration 11/29/12 
20. Monterey;Jack with jalaf)eno pepper cheese, 1 

partial block, open, undated 

Shelves 

1 . Knorr mousse; not dated 
2. Peanut butter jars (3), expiration 1/14/13 
3. • Cheddar- Sun chips (large bag of individual 
sewing bags); best if used by date 1/1/13 
4. Shelves dirty, sticky 
5. Sauerkraut jar top, dirty (black substance on 
lids} 

'153 483.420(d)(2) STAFF TREATMENT OF CLIENTS 

The facflity must-ensure that all allegafions of 
mistreatment neglect or abuse, as well as 
injuries of unknown source, are reported 
immediately to the administrator or to other 
officials In accordance with State law through • 
established procedures. 

This STANDARD is not met as evidenced by: 
Based on record reviewthefacilityfailed lo 
ensure that all allegations of mistreatment, 
neglect,.or abuse, as well as injuries ofunknown 
source, were reported i{Tlmedlately to the facility 
administrator and Complaint Resolution Ur)lt 
(CRU) for 1 of 1.Z sample residents (Resident #3) • 
and 3 of 81 expanded sample residents 
(Resident #14, 65 & 78). Failure to make ilmely 
reports· pre~ented the facility and State· 
lnvestlgafiveAgencyfrom having immediate 
knowledge of .in incident, which placed the 
reslaents at risk of abuse or harm. 

VJS-2567(02·99) Pre11ious Versions Obsolete 

(X2) MULTIPLE CONSTRUCTID .. 

A.BUILDING 

(X3) DATE SURVEY 
'COMPLETED 

B. WIN<, ________ _ 
02/11/2013 

STREET ADDRESS, CITY, STATE, ZIP CODE 
• RYAN ROAD 

BUCKLEY, WA 98321 . 

ID 
PREFIX 

TAG 

W104 

W 153 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVEACTION.SHO.ULD BE 

CROSS-REFERENCED TD THE APPROPRIATE 
• DEFICIEN,CY) 

W153 Staff Tnmtme)lt of Clients 

All allegatiODll•of observed iajuries to 
vulnerable body parts and il!)uries of 
unknown origin will bo chlled to CRU 
within 24 houn,. I 
Stefi'will bere!Iainedregardingimmediate • I 
calling to CRU for all iajuries to VUblerable body· 
partsandiajmiesofurumownorigin. • ! 

Persoll re'Polisible: 
.. AC Manager 

Monitor.· 
PATADDA2 

i 

COM~ION 
DAlE 

Ongoing i 
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W 153 Continued From page 14 

( 

W 263 

Findings in".lude: 

·Recore review on 02/05/13 &iimilh 3 of f~clllty • 
s last six months (August 2012 to J,muary 2013) 
incident and .lnvestlgallon documentation 
revealed that the facility and CRU were 'not 
notified immediately after the Incident occurred on • 
the following incidents:. 

Resident #3 sustained an injury to a , 
vulnerable part of the body on 11/13/12 bul 
incident was n.ot reported 16 the iippropriate 
authorities until 11/26/12. 

Resident #14 sustained an Injury of unknown • 
o~igin reported on 02/03/13 although inc(dent 
potentil!IIY oc~urred during a bsrth on 02/02/13 
when re1>ident was having behaVi!;)rS that.were 
n.ot documented. 
• Resident #65 sustained an Injury to a 
vulnerable part of the body on 08/19/12 but 
incident was not reporteo to the appropriate 
authorities until 09/04/12. 
: Resident #78 suStained an injury to a 
vulnerable part of the body on 11/,?.2/12 but 
incident was not reported to the appropriate 
authorities untll 11/26/12. •. 
483.440(f)(~)(ii) PROGRAM MONITORING & 
CHANGE 

The committee should Insure that these programs 
are conducted only with the written informed 
consent of the cllent, parents (if the client is a , 
minor) or legal i,uardian. 

This STANDARD is not met as evidenced by: 
Based on .observation and record revleVJ(.the 

M CMS~S67(02--99) Previous Versions Obso!e~ ,. Event ID~9RK011 

~TREET ADDRESS, CITY; STATE, ZIP CODE 

' RYANROAD 

B!)CKLEY, WA 98321 

ID 
PREFIX 

TAG 

W 153 

'PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECT NE ACTION SHDULO BE 

CROSS.REFERENCED TO THE APPROPRIATE 
• ~EFICIEJ'ICY} 

W 263 W263 Progrnm Monitoring Hild €!tango 1 

AllgunrdiensforPAT A clients will beri:<;eil'ing 
a \\rllmn C<?DSenl letterrelale/l to lopldng knives. 
Addijionally, HRC will receive the signed letter 
(mien returned by guardian> fur review. 

,. (X5) • 
COMPLETION 

DATE 

·--- ---1--
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~ PLAN OF CORRECTION 
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V 263 Continued From page. 15 
facllity"faiied to obtain wrltlen consents prior lo 
Implementation of restrictive programs with 
regards to locking up_ knJves ip .!tof 6 collages . 

- -(Bffokley;"!:levenish, Haddon, Klamath, Naches, ll, 
Percival), motion alarln sensors for 2.<.>f 81 • • 
expanded sample residents (Resident 1142 &·s1), 
and Individual Habilitatlon-Plan (IHP} for 1 of 12 
sample residents (Resident #3). This failure 
denied It.le residert/guardlan the opportimily to 
make informed decisions aboutfacility'restricti_ve 
programs. • • 

Findings Include: 

All observations were on 02/05/13 to 02/08/13 
unless othef1:Yise stated. 

•Kitchen Knives: . 
Observation of six collages (Haddon, Devenish, 
Buckley, Percival, Naches, and Klamath) during 
environmental ri;iunds revealed.all sharp. knives 
were locked up in the kilohe11 area and not 
acyessible for resident use. Interviews on 
02/06/fa with Iha A!te11d11nf Counselor Ma11agers 
(ACM) of Devenlsh, Buckley and Percival 
revealed lhey had·not obteined·wrillen consents 
approving the restrictions. • , 

~r111 Si,nsorsi . • • 
-House: ObservaHon·of Re11ident #42' s 
room noted lhe moUon alarm sensor m pfaoe and 
working. Record review of residents whose 
becjrooms contain .motion alarm sensors revealed 
Resident #42 had no signerj consent from a legal 
guardian approving the restrlclive device. The 
legal guardian had given verbal approval for the 
motion alarm sensor on 09/12. Facility failed·to 
obtain a signed copy of the cons!3nt form from .. 

()(2) MOLTIPU! CONSTRUCTIOli 

. A. 8UILOINC3 

(X3).DATE SURVEY 
COMPLETED 

' B. '(VJNG __ __,.,.__; ____ _ 
02/11/2013 

STREET ADDRESS. CITY, STATE, ZIP CODI': 
RYAN ROAD • • 
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JO 
PREFJJ(. 

TAG 

w2e3 

PROVIDER'S PLAN OF CORRECTION 
(EACIJ CORREml\lo ACTION SHOULD BE 

CROSS-REFERENCED TOTilEAPPROPRJATE 
DEFICIENCY) 

Forn:sidentl/42, a signed conseill furm related to ! 
his motion sensor mil be complelt:d aod 
resubmitted to g,pmyanfqr_signatnre. Upon .... 

'ili~-ilif i,Jgned co!lS{llll fOilll ml! be filed. 

For resident #87, 'I sigru,:1 consent form related 1o 
hcrmotio11sensorwill becompletcdaod • 
submjttoo lo guardion for •igna!ure. Uponretum, 
the signed consent form will be filed : 

For resident #3, a signed consent fonn related to 
IHP opproval will be crunpletedond resubmitted 
to guanliun fur si!lJl!llUre. Upanreturn, the signed 
coru;ent fonn will be filed . • . 

Forallcliimts on PAT A. the followingprocedurc 
will be initiated: . • 

• All consents 'Will be tmcked by the PAT 
A secretaty. 

~ An consents will be filed by the I 
, lll'J'JPSY within ,o days ofreccipt. , 

• DDAl willoomp!etemndommonthly 
file reviews to e\\Sllie oonsen.ts are: 
cmrentaodinfile. -, ; 

i Pcnon R .. ponsiblc 

1

, 

DDA! 
Monitor 

DPA2 ! 

/ 

. . i 
Completed; 

2/22/U I 

I 
completed/ 

g/31/13 . , 

completed/ 
'/./14/U \ 

Ongolru: ' 
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W 263 Con1inued From page 16 
guardian. 

W334 

-

House: Observation on 02/06/13 of 
es enl 1#37 ' s room noted the motion alarm 

sensor in place and working. Record review of 
residents whose bedrooms contain molion alarm 
·sensors revealed Resident 1187 failed to have 
slgneil consents from HRC and legal guartjian 
related lo use of a mofion alarm sensor. 
Individual Habilitallon Plan (IHP) failed to list the 
motion alarm sensor as a restrictive device. Staff 
interviews revea!iro the motion alarm sensor had 
inadvertently been left In use for 1he pasl-1-1 ½ 
years, .after the prqgram had determined it was 
no longer necessary. On 02/07/13 staff disabled 
the mo11on alarm sensor by removing the 
batteries. . • 

Individual Habllltation Plan: 
Record review for Resident #3 revealed his 
annual IHP, dated 12106/12, failed to have the 
slgm,ture of his legal guardian appro)ling 
restricfive programs. These restrictive programs 
included a diet inodfficatlon plan, a dental health 
related profecllon plan,-111I in space wheelchair 
wilh .safety belt, Geil chair with safety belt, soft 
helmet and personal mall. Staff inferviews 
·confirmed facllltyfalled to obtain guardian •·s 
signa!t/re for the most recent IHP. • 
483.460(c)(3)(1) NURSING SERVICES 

Nursing services must include, for those clients 
certified as not needing a medi~I care plan, a 
review of their health status which must be by a 
direct physical examination. 

~ CMS-2567(02-99) Previous Yemloos QbsoJete Event Ifr.9RK011 

()(2) MULTIPLE CONST~CTION 

A.BUILDINC. 

(X3) DATE SURVEY 
COMPLETED 
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ID 
PREFIX 

TAG 

RYANROJ\D •• 
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PROVIDER'S PLAN OF CORRECTION 
(E.',CH CORREC11VEACTION° SHOULD BE 

CROSS-REFERENCEDTOTHEAPPROPRIATE 
• DEFICIENCY) 

W 263 

.. 

W 334 w:m NunmgSenicos_ 

~dent,, #l,2,3,4,5,5,7,8,9,10,l !,and 12 will i 

have dirc:ct nucsing physical exams completed,. l 
documented and filed. " 

All :RN stnlfwilh..primmy care nurse •• will ! 
be liained to complete, doctu)Jentand file a direct 
.physical exam in oo.aj~on wi1h the Nursing i 
Quarterly Revi<,w. . ! 

completed 
3131/12 

Completed• 
3/ll/33 : 
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Continu~ From page 17 
This STANDARD Is not met ~s evidenced by: 
Based on Interview and record review the facility 

failed to perform_dir'!_cl"P.h)l!;lcalexamlnatl9n for . 
QuailerfyNursing Reviews for 12 of 12 sample 
residents and complete Quarterly Nursing 
Reviews for 6 of 12 sample residents (Resl\Jent# 
1, 2, 4, 5, 8, & 11). Failure to perform direct 
physical examinations did not ensure accurate 
nursing assessments placing resldents at risk for 
unmet nursing care needs. 

Findings include: 

Record review on 02/06/13 lo 02/08/13 quarterly . 
nursing assessments had not been completed for 
6 of 1 ~ sample resldent11. • 

4 of 12 sample residents (Resident #1, 2, 4 & 
5) were missing their 2nd quarter nurs,ing review. 

5 of 12 sample residents (Resident #1, 2, 4, 8 
& 11) were missing their 4th quarter nursing 
review. • • 

Interviews of nursing staff on 02/07/13 revealed 
tiie facility was not consistently performing a full 
head to toe examination on each resident for lhEl 
quarte~y "physical examination: Staff Interviews 
r~vealed information for. the quarterly review Is· 
ofti,n gathered.through a resident record review. 
,Medical staff on 2010Aand 20101:l staled they do 
not consistently perform a full head to toe 
examination for the resident' s quarterly physical 
examination as they provide residE1nl care to the 
residents Of\ a daily basis. 

• Upon review of the facility' s Quarterly Nursing • 
Review form It was difficult to determine whether 
or not a glrect physical examination had been 

"8-2567(02-99} Pmvlous Versions Obsolel~ Event ID:9RKO11 

9'2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLITTED 

A BUILDING 

B.WING_~--------'-- • 02111/2013 
STRl,1,;J" ADDRESS. CITY, STATE, ZIP COQE 

RYANROAO. 

BUCKLEY, WA 98321 
ID 

PREF!)(• 
T~G 

W334 

PROVIDER'S PLAN OF CORRECTl9N 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

Person :Responsible •
1

, 

RN4 
. 1Monitor I 

--·OON- -

(XS) 
COMPLSION 

DATE 
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( 

W382 

performed on the residents: The document does 
not clarify if the assessment was completed . 
thtough a physical exam or resldeht document . 
review. The Quarterly Nursing Review form 
directs staff to observe or review body systems 
when completing the ass,:,~sment. 

Interview of the facility RN4 revealed that the 
nursing staff is expected lo perform a direct 
physical examination for each Quarterly Nursing 
Review.· • , 
483.460(1)(2} DRUG STORAGE AND 
RECORDKEEPl!\IG 

The fa_cillty must keep_ all drugs and blqlogicals 
locked except when being prepared for 
administration. 

This· STANDARD·· Is not met as evidenced by: 
_ Based on observation the facility failed to keep 
all drugs and biologicals locked except when 
being prepared for administration for 9 of 13 
expal)ded sample residents (Res'rdent ~6, ~7. 
38, 39, 40, 42, 44, 47, & 48) during drug 
administration. Failure to lock the medication cart 
during drug pass placed residents at risk of harm 
due to the accessibilfy of unsecured drugs. •• 

Findings include: 

Observation ofmorning drug administration at 
Devenish on 02/06/13 revealed that after 
preparing /he drugs for administration the nurse 
walked Into a separate room to administer the 
drugs, leaving the medication cart unlocked and 
unsupervised on 9 sepc)rate occasions, . 

M CMS-2567(02-99) Previous Versions. Obsolete Event IQ:9RKO11 
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ID 
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CROSS-REFERENCED TO THE APPROPRIATE 
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(XS) • 
C01',IPU:TION 

o,m; . 

W 382 W3!n l>rug Storage and necordkeeplng 

Nurnewill beretrainedregaroing·lookingtlte 
medication <811 prior to. leaving the medicaticin 

I Complete) 
3/22/V. 

cart to administer med/cation to client 1/48, Nurse : 
will be relralned regarding lacking the medication i 
cart during each :medication pass (occ;,sion) when·. 
further tbnn an enn.'s length avray fuim the / 
medication cart. ! 

! All nurses will be trained m locking the 
medication cart anytime the =e is more than an 
aon's length away. 

I 

Pen on Re,p~lble ! 
RN4 

Monitor' 
• ·DON 

Completed 
3/31/V. ! 
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t 382 Continued From page 19 . 
During the same drug administration process the 
nurse asked house manager to watch the 

. _ ~nJoc.!5~d ,111(l~icatio.n cart.as sbe exited the-area 
. to provide drugs to .Resident #48. . 

455 483.470(1)(1) INFECTI(?N CONTROL 

There must be an active program for the 
prevention, control, and investlgallon of Infection 
and communicable diseases. 

Thii; STANDARD is not met as evidenced by: 
Based on o!iservation during drug pass and . 
environmental rounds, the faollityTT;lfled to ensure 
an active program to malntairi good hygiene. 
practices.for 9 of 81 expanded sample residents 
(Resl(Jent #38, 39, 41, 42, 43, 44, 46, 47, & 49). 
Failure to wash/sanitize hands between residents 

, drug passes an~ .faVure to l\lbcl/separate 
personal r~zors placed residents at risk of being 
exposed to a communicable disease: 

• • & • 

,. 

Findings Include: 

Observation of resident bathrooms in -
House on 02/05/13 revealed residents~ • 
razors were pl,iced on top of each oilier In a 
plastic box that also contained hair brushes and 
were not labeled with resident names for 
Resident #38, 39, 41, 42, 43, 44, 4(1, 47;& 49. 
Staff reported no system was in place to label or 
sanitize razors when they cqme in contact wl.lh . 
other razors and/or grooming products. Interview 
of staff on 02/07/13 confirmed staff that is 
unfamiliar with.the residents would be unable .to 
.identify the .correct razor for the correct resident 
. when razors are unlabeled ... • 

S..2567(02·9!1) Prevlous Vers1ons: Obsolete Evan\ ID:9RK011 

(X2) MULTIPLE CONSTRUCTION 
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10 
PREFIX 

TAG 

W382 

W45E' 

PROVIDER'S Pl.AN OF CORRECTION 
(IYICH CORRECTIVE ACTION SHOULD BE 

CR{)SS.flEFERENCED TO THE APPROPRII\TE 
DEFICIENCY) . 

W◄SS-Infcct[on Control 
Rcsidmits #38, 39, 41,42, 43, 44, 46, 47, & 49 will 
have tlieir personal grooming ilcmslndividually 
lubeled and sl.ored 

1 

(X5) 
CCMPlEl!ON 

0/ITE 

Completed·, 
2/11/1~ ; 

Completed AlJPAT A i;esioonts' personolgrooming items 
will be lndividuslly lllbeled and stored. New 
jrem,; puronased will be Jnbeled prior to me, 3/11/13 , 

I 

' ' ACl:,f's will cbeelc monthly to ensure.all peraomd 1 
grooming items are labeled anµ individually l 
st~ ' 

Ponon ~puns lb le 
ACM 

Mo:nitor • 
DDA2 

;mgolng I 

N1ll'Sewill bei:etra'inedtowear gloves or 
wash/sanitize her bands 'between1csidcnls' 
#38,40,44 and 48 medleatimi posse.,. 

1

1 
Completed. 

3/15/13j 

All nurses to be ln-scrviood to woar gloves or 1 

wnsb/sanitize tht,jr horuls between each cliont's; 
medication administrntion. 

Person Respo1151ble 
RN4 

Monitor 
DON 

I . 
Completed 

4/s/13 \ 

i 
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W 455 Continued From page 20 • 

Observation of a drug pass in -ouse on 
02/06/13-revealed the nurse fa1 e to wear gloves 
or u~e hand sanitizer between the drug 

- .. adminis!ration-forResitle11t#38; AU,'iJll [lwfce], • 
and 46. • 

W 473 483.460(b)(2)(ii) MEAL:. SERVICES . 

Food must be served at appropriate temperature. 

This STANDARD ls not mef as evidenced by; 
Based on observation on 02/05/13, the facility 

failed to serve food within 15 minutes of,removal 
from a temperature control device to 1 of 12. 
sample reeyidents (Resident #6) and 14 of 14 
expanded sample residents (Resident #3(?, 37, 
~ 41, 42,.43, 44, 45, 46, 47, 48, & 49) at 
-Failure to serve food prpmplly resulted 
in residents being served cold food and creating a 
potential for foodbome illness. 

Findings inciude: 

Observation of-Home on 02105113 • 
revealed severa no eon food Items had been 
removed from the refrigerator and freezer, 
reheated in the microwave and oven and left 
standing for over 20 minutes before serving to 
residents. Staff were asked to take the • 
temperature of 3 food items that had been served 
to residents: bne family size bowl of 
spaghetli-112", one famlly size bowl of spaghetti• 
1 oo•, one bowl of French fries-ilo•. The USDA 
g-uidellnes recommend food rrJUst be reheated to 
165 degrees Fahrenheit or above and held above 
140 degrees Fahrenheit until served, in oraer to 
destroy the oacteria that can cause fooct borne 
illness. 

M CMS-2567(02-99) Previous Vert.Ion& Obsolete Event ID:9RK011 
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TAG 
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p:5) 
COMPLETION 

01\l];. 

W455 

W 473 W473 Meal Semce< • l 
AU food items reheated in the microwave or oven ; Ongoing : 
wil!maintoinatem~holqabovel40 • \ 

ru,gm<lS. l . 
PAT A s1afl'.mll be tiained on bow to corr<!COy 
rue a tlu:anometer lo ensure appropriate 
t;--mperature. 

Pe.,.on Responsible 
ACM. 

Monitor
DDA2 

. ' 

I Completed J' 

! 3/31/'3 
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STATE OF WASHINGTON . 
DEPARTMENT OF SOCIAL AND HEALTH SERVICES 

ICF/IQ·Survey & Certification Program • ' 
PO Box 45600, blympia, WA 98504-5600 

Neil Crowley, Superintendent 
Rainier School PAT A 
PO Box600 
Buckley, WA 98321 

... . . 

March 13, 2012 

RE: Recertification Survey 2/6/2012 through 2/9/2012 

Dear Mr. Crowley: 

A recertification survey of Rainier School PAT. A was completed ~n February 9, 20"12. 
This sinvey found no requirements unmet. Based upon this survey, Rainier School 
PAT A is recertified as /in Intermediate Care Facility for the Mentally Retarded june 1, 
2012 through May 31, 2013. •. • 

If you have any questions, please contact me at (360) 725"2419. 

'cc: Janet Adams, DOD 

Sincerely, • 

IA. ,(Al JI , (' j -~-- • __ _; ·v~ v ~ v~~ 
RotJert McC!intock, QA Administrator • 
ICF/1D Survey and Certffication Program 
Residential Care Services 
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SUMMARY STATEMENT OF DEFICIENCIES 
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W 000 INITIAL COMMENTS 

. 

This report is a result of the annual recertification 
survey conducted at Rainier School -A on 216/12, 

• 2/7/12, 218/12, and 219/12. 

I 

I 
I 
I 

The survey was conducted by: 
Kathy Heinz • 
Janette Buchanan 
Terry Patton 
Gerald Heilinger 

The surveyors are from: 

D.S.H.S. 
Aging and Disability Services Administration 
IGF/MR Survey and Certification Program 
1949 South State Street, MS: N27-23 
Tacoma, WA 98405-2850 • • • 
Office Phone: (253) 476-7171 
FAX: (253) 593-2809 

Rainier School -A is in•compliance with 42 CFR 
Part 483 Subpart I, "Participation for Intermediate 
Gare Facilities for the Mentally_ Retarded". 

·, 

.. 
I 

I 
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wing the date pf survey whether or not a plan of correclion is provided. For nursing homes, the above findings and plans of correction are dis~losable 14 •• 
; following the date t~ese documents are made available to the faclllty. If deficiencies are cited1 ,an approved plan of correction is requis!te to continued \ 
!, oartlcipation. . . . ,. • _ . 
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STATE OF WASHINGTON 
DEPARTMENTOF,SOCIAL AND HEALTH SERVICES 

1 ICF/10 Survey &_Certification Program ·, 
1949 South State Street, Tacoma, WA 98405 N27-23 

March 15, 2011 
certified Mail 17006 2760 0000 0104·2049\ 

Neil Crowley, ~uperintendent 
Rainier School PAT A 
PO B0?(600 
Ryan road. 
,Buckley, WA 98321 

RE: Recertification Survey 2/14/1'1 through 2/17/1 i 

Dear Superintendent: , 

From 2/14/11 through 2/17/11JCF/ID survey staff from the Re1:1identiaf Care Services (RCS) 
Division of Aging and Disability Servic.es Administration {ADSA) conducted a complai,nt 

• investigation a,t your facility to determine compliance with Federal requirements for ICF/1D 
faciliti,e~ p~rticip~tin~ in _the Medicaid program. The CMS 23/37 ,Statement of P!"lf)ciencies for the 
complaint mvest1gat1on 1s enclosed. • , 

Plan of Correction (POC) 

You must detail a POC on the enclosed original CMS 2567 form for all deficiencies. Your POC 
must at minimum address each of the.bulleted items below. , , • 

• How the facility will correct the deficiency !3S it relates to the resident; 
• How the facility w,ill act to protect residents in similar situations; 
• Measures the facility will fake or the systems it wil( alt~r to ensure that the problem does ' I 

not recur; , , . 
• How l:he facility plans to mc;,nitor its performance to make s1,1re that solutions are • I 

sustained; . • . 
• Dates when corrective action will be completed (no more than 45 days from the last day 

of the inspection); and . . 
• The title of the person or persons responsible lo' ensur~ correption for each deficiency. . . . . . .. . 

You must also send the ori~inal 2567form witli your POC. to the Mana.ger below ,no lafer than 
1 O calendar .days afte~ you receive this letter. Failure lo submit an ac6eptaqle POC by the i 0th 
calendar day may resuit in the imposition of remedies. ' • • • . 

,, 

1 



,. 

Robert McClintock, QA Administrator 
ICF/MR Survey and Certification Program 

• Residential Care Services, Mail Stop: N27-23 
1949 s. State Street 

•• Tacoma, WA 98405 
Office (2~3) 476~7171 Fax (253) 593-2809. 

DSHS will use the POC as a part of thei basi~ for verifying wheth~r the deficiencies have been 
corrected. lfyou modify your POC after submission, you must immediately notify the above 
office in.writing. Any POC modification must address each 'W" tag nu.mber with related 
details a_bou! any modifications. 

informal Dispute Resolution UDR) 

You have an opportunity to que~tion cited deficiencies and/or stale actions initiated in 
response to 1hem, through the state's informal review and dispute resolution process. 
Unless you become·-entitled to a federa.1 a,;lministrative hearing following imposition of a 
federal remedy, this will be your bnly opportunity- to ·challenge the deficiencies described on 

, CMS Form 2567. • • 

To request an inform.al dispute ,resolution (IDR) m~eting, please send your written· request to 
. Robert·McClintock, -QA Administrator, PO Box 45600, Olympia, Washing1pn 98504-5600. If you 
request an IDR, you must still submit a POC within the lime limits described above. The written • 
IDR request shc:,uld: • 

. . . 
• ldentify the specific deficiencies that are disputed; 

• Explain why y_ou are disputing the deficiencies; • 

• Indicate the type of disput~ resolution.process you prefer (face-to-face, telephone 
conference or documentation review);and 

• Be sent during the same 1 D ·calendar days you haye for submitting a POC for the cited 
deficiencies. ' ,. • 

During theJnformal process you have the right lo present written and/or oral evidence· refuting 
the deficiencies. An incompl_ete review and ,;lisplite resolution P,rocess will not delay the . 
effective _dale of any enforcemeni action. • • . . • 

If you have any question~ concerning tt,e 'instructions contained in this letter, -please conti,\ct me .. 
·al 360,725.2419. 

Enclc:isures 

cc: . Janet Adams, DDD 
ICF/1D File 

Sincerely,· • . 

;/~,UlbJ 
Robert McClintock, QAAdminislrator 
IGF/MR St,1rvey and Certification Program 
Residential Cc1re Services ' . 
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SUMMAR\' STATEMENT OF DEFICIENCIES 
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W 000 INITIAL COMMENTS 

vv 341 

Th is report is a result of a Recertification Survey 
at Rainier Sc;ho·oI PAT A completed by Mark 
Whi!e, Kathy Heinz, George Rogers and Teny 
Patton from 2/14/11 thro~;Jh 2/17/11 from: 

D.S.H.S. 
Aging and Disability Sei:vices Administration 
ICF/MR Survey and. Certification Program 
19-49 South Stale Street, MS: N27-23 
Tacoma,_WA98333 • 

Ph ore#: (253) 476-7171 
FAX: (263) 593-2809. 
48-3.460(c)(5)(ii) NURSING S.ERVICES. 

Nursing services must Include implementing with 
other.members of the lnterdlscfplinary'team, 
appropriate protective and preventive i,ealth 
measures that include, but are not·limited to 
control of communicable diseases and infections,. 
including the Instruction of other personnel , 
irnethodi; of infection control. 

Th is STANDf.RD is not met as evidenced by: 
Based on observations, review of written 
procedures and interviews, It was delennined a 
nurse administering medications, when being • 
Ira ined by another nurse, failed lo follow a facility 
policy to control and prevent communicable 
dis eases and infections. Findings include: 
Observation O!l.2/15/2011 from 8:35 AM to 8:55 
AfVI at -House .revealed a trainee nurse, 
with the ram mg nurse present, failed to wash or 

(X2) MULTIPLE CONSTRUCTION 

• A. BUILOING 

()(3) DATE SURVEY 
COMPLETED 

B. WING ________ _ 
02/17/2011 ! 
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TAG 
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PRDYIDER'S PLAN OF COl!RECTION 
(EACH CORRECTNEACT!OI< SHOULD BE 

CROSS-REFERENCED TO 111E APPROPRIATE 
□EACIENCY) . 

Nurse in tnuning WWI provided direction 
by the RN4 rela~ to the Medication • 

AdministrationPtocedmeandinithling • 
1hoMAR allertlie medication is delivered. 

Completion pate 
2/16/11 

Nurse Medication Pass Evuluation fOIIII to 
be updated 1o clellfly identiiy MAR 

,-.ri!ication and documentation at\ercli<ml 
receives medication.. 
l'enon Responsible: 

RN4 
Monitor. 

Director of Nursing 

Complelion Date 
3/31/11 

Trninlng on the updated NUIS<: Medication 
Pass Evaluation )!o,m to be completed. • 

• Person Responsible: 
,RN1 

:Monitor: 
Director ofNnrsing 

CompletfonD'!fc: 
A/29111 • 

(X5) 
COMPLETIOtl 

DATE 

LABORATORY DIR.ECTOR'S OR PROVIDz:;~N;Tl_:'.E'SSl~Ttl ~ ~ J 1.r~/ 
Anv deficiency statement ending with an asterisk (") denotes a deTiclency~~ich • stilutlon maybe ex{used from correcting providing tt is determined 1!Jal 

( • ifeguards provide sufficlent protection to Iha patients. (See Instructions cepl for nursing homes, Iha fin.dings slated a.bove are disclosable"90 doys 
,.. .l the dale of survey whalher ornot a plan of correcUon is provided. r nursing homes, the aboVe findings and plans·of correction are disclosable·1~ 
dd)i> ,u,lowing the, date these documents are made available le Iha facmly. I deficiencies are cited, an approved plan of correction Is requlslle lo continued, 
program participatloq. • . . . • • ' 
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W 341 Contin1;1ed From page 1 W 341 
sanitize his hands prior to administering 
medications to Expanded Sample Residents #1·3,. • 
#14, and #16. The trainee nurse also dropped a 
pacl<aged medication to.the floor, picked it up, 
removed the medication from the package, 
placed the medication In the pill cup, and 
administered the medication without washing or 
sanitizing his hands. The training nurse did not 
tell the trainee nurse to wash or sanitize his 

.hands. Review on 2/16/201 f of the facility 
"Medication Administration Procedure" revealed 
metllcations must be administered "using· clean 
technique"• and the nurse must wash • 
"soiled/contaminated" hands immedlat~ly. • 
f nlerview on 2/16/2011 y.,ith the ·Registered Nurse 
4 confirmed that taclllfy policy requires a nurse 

•• administering medication to wash or sanitize their 
hands prior to administering medication~ and 
whenever their hands may be_ contaminated .. 

W 365 483.~600)(4) DR~G REGIMEN REVIEVV W 365 . . . 

An individual medication administration record 
must be maintained for each client. 

This STANDARD ls not met as evidenceil by: 
Based on otiservatlons, review of written' 
procedures and interviews, ii was determined a 
nurse administering medications, when being 
trained by another.nurse, failed to follow facility 
medication documertation requirements, which 
may cause. a medication administration error. 
Findings Include: . 
Observ-tlo on 2/16/2011 fr9m 8:35 AM to 8:55 
AM at House revealed a .trainee nurse; 
with the tra1mng nurse present, compared the 
individual medications· to the Medication 
Administration Record (MAR) when removing the 
individual medlca!lons from the medication cart. 

Nurne in fxaitiing wns provided directi;,,. by the RN4 
related to facility policy regarding smu"...:~~ 

hands. ......,.., 
Completion Date 

2/16/11 

NUille Medkation Pass Evaluali~n fonn to 
• be updat.ed to ~!early identify hand 

sanl1izbig procedures. 
Pc!"on Responsible: 
Dire<:tor of Nursing. 

Monitor. . 
PAT A Director 
Completion Date 

3131111 . . 

' .. 

I 
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Continued From page 2 •• 
Next, the trainee nurse initialed the MAR. Then 
tl'le trainee nurse administere'd the med[cations. 
The trainee.nurse administered medications to 
Expanded Sample Residents'#13, #14, #15, and. 
#16 ln the same·inanner. Review on ;1/16/2011 of 
the facility "Medication' Administration Procedure" 
revealed medications must be checked against 
tl'le MAR three times prior to medicatipn • 
administration. In addition, tlie Procedure 
requires 11,iit-'ihe medications must be 
administered prior to-initialin9 th~ MAR, to 
prevent medic_ation administration errors. 
Interview on 2/16/2011 with !fie Registered Nurse. 
4 conftrmed that fa'cllily policy requires nurses· • 
• administering medications check the medication 
against thei MAR three times prior to • • 
administering medications_ a~d the MAR is to be 
initialed after, not before, the medication is 
administered to the Resident 

IP 
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TAG 
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STATE OF WASHINGTON 
DEPARTMENT OF SOCIAL AND HEALTH .SERVICES 

•• ICF/MR f:iurvey & Certification Program . 
1949 South State Street, Tacoma, WA 98405 N27-23 

By Facsim11e 

Neil Crowley, Superintendent 
Rairiier School PAT A 
P OBox 600 

. Buckley; WA 98321 

March 9, 2010 

RE: R_ecerti:fication Survey 02/l 7/2010-02/23/2010 

Dear ,SUperintendent lliwley: 

.Included with. this letter you will find the draft CMS 2567 StatemeJll of Deficiencies (SoD) which resulted from a 
recertification survey completed on 02/23/2010. • • 

·• ' . 
Please be advised of your right to review this draft survey and submit any additional information to clarify or dispute 
the survey team's Jindiogs. Your response should be f"J!'ed to the ICF/MR Quality Assurance office and arrive no 
later than two working days after the date the draft was faxed to ·your facility. • .. 
In the eyent that there is not a:dispirte with the.survey findiogs, or once. any disagreements pertaming to the survey 
report have been res,olved, the. SoD will be considered final and the Plan of Correction (PoC) >yil1 be due within ten 
calendar days of receipt of the final SoD. • 

: In order to meet the ten day·timeline, you may write the PoC onto -the faxed copy of the SoD for review by the 
ICFjMR survey team and.fax it back to Ibis offic,;, signed and dated, to: 

Residential Care Services, Mail Stop:, N27-:Z3 
1949 S. State Street • 
Tacoma, WA 9&405 
Office (253) >176~ 7171 ·Fax (253) 593-2899 . 

After review of the P~C by ICF/MR team, 1he ariginaf SoD will thenbemaili,d to your facility in order to add 1he 
acceptable PoC. A copy of the guidelines for an acceptable PoC is included with this fax. 

Thank you for your attention to this matter. 

I Sincerely, 

(l~~-
'.I'om Farrow, Field Manager 
iCFIMR Survey and Certification Program 
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TAG 

SUMMARY STATEMENJ OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
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W ODO INITIAL COMMENTS 

This report-is a result of an annual recertification 
survey and Complatnt.Investigation # : 
10-01-00592 conducted at Rainier School from 
2/17/fO and2/23/10 completed by,#21833, # 
19886, #12564 ant:l #12891 

0.S.H.S. , . 
Aging_and _Disablllly Services Admlnistra~on . 

, ICF/MR survey and Certification -Program 
• 1949 South State Street, MS: N27-23 . 

Tacoma, WA 98405-2850 
Office P~one: (2fi3) 476-7171 . e, 
FAX: (253) 593•2809 

. W·1o4 483.410{a)(1) GOVERNING BODY 

The governing body must exercise general poiicy, 
budget, and_ operating direction over ih,e facility. 

This STANDARD· is not met as evidenced by; " 
Based on observations and interview verification, . 
it was determined the facility failed to provide . 
Individuals with a home that was in good repair. 
The vinyl floor in the service hallway and the 
kitchen· of Naches house.,had holes, cracks, or 
pieces missing. Failul;l to provide a home that 
was in• gpod repair resulted in Individuals living In 
a home that looked uns/ghtly and had pc;,tential 
health and safely concerns. Findings include: 

STREET ADDRESS, CITY, STATE, ZIP COD5 
RYAN ROAD 
BUCKLEY, WA 911321 , 

ID 
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TAG 
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W104 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTI\IE ACTION SHOULD BE 

CROSS.REFERENCED TO THE APPROPRIATE 
• ' DEFICIENCY) 

,• 

Naches House has been assessed for 
repairs necessmyregarding potential 
health and safety canccini, with the 
flooring in thoKitclionand =ice 
hallway. 

Rainier Soho'ol will proceed with tho 
rep!acem,,nt of the ldtchen and service 
hallway fJooring for l'.f!IC!ies Hoa.so . 

Rainier School will work with the Offici, 
of Capimll'rollll"'l" to aw.ml a contract 
b-.fore May 201~ for flooring repairs or 
replacement in tho ldtchmand service 
hallway. Tho flooring contractor's work· 
will be completed within llll<months of 

' award of contract. ' ' 

If.!lllloreseen circumstances require more 
~ven:paim and have tho potential to 
dola~ the work, Rainier School will 
communicate 'this wifu the survey team. 

Person ,l'l',Ponsiblo: 
QAManager 

Monitor: 
PATADDA2' 

(X5) ' 
COMPLETION 

DATii 

• • I 

Completed 
, , 3/16[10 

,. 

Ongoing 

·- ___.:- ./ ., . ) 

~~RATOR~DIRECTOR'S OR~ROM:?1!~URE < :JS. ;;: /1 /) 
i c;lency statement ending with an. astensk (') denot~s a deficiency whi1 e Institution may be exctfsed from correcting providing it is determined l~I 
!- feguards provlde sufficient protection lo the patients. (See lnstn, • s.) Except for nursing homes, the findings stated above are disclosable 90 days. • 
>llowing the date of survey whether or not a plan of conectlon I t~ed. Fornursing homes, ttie above findings and plans of correction are dlsclosable 14/ 
lays following the 'date these documents are made availab tne faclilty. If deficiencies are cited, _an approved 'plan of correction is requisite lo continued 
1rograrn ~.~rticipation. • • 
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W 104 Continued From .page 1 
Observations from '2/17 /1 O through 2/23/1 o 
revealed the vinyl floor covering in the service 
hallway and the kitchen of Naches house had· 
holes, cracks, or pieces missing: Interview with • 
the Attendant Counselor Manager· for Naches 

• House on 2/23/1 a verified !he floors were' in 
disrepair. 

W 154 483.420(d)(S) STAFF TREATMENT OF . 
CLIENTS • 

The faeility must havl? evidence that-iii! alleged 
violations are thoroughly investigated. 

This STANDARD Is not met as eviden_ced by; •• 
Baseg on record review and intervi~w verification, 

, it was·deter:mioed the·facllity- failed· to-thoroughly 
Investigate an incident jn which expanded sample 
.Resident #13 was discovered to have multiple 
yellowish bruises on her right breast Although • 
there was. no evidence lo support !lie conclusion, 
the facility determined the injuries were self 
inflicted. Failure of the facility lo conduct a 
thorough investigation prevents !he facility from 
knowing if Individual s are being abused·. 
Findings Include: • • 
Review on 2/17 /1 O of a facility Investigation , 
revealecl Resdident #13 W<!S discovered to have 
several bruises on her right breast . The facility· 
assumed the injuries were-self Inflicted. The 
facillty investigation did not address the pattern of 
injuries. The facility· iniles!igalion did not discover • 
that the current tracking system of self injurious 
behavior does not distinguish what type of 
behavior was .documented. The facility 
investigation did not discover that there were no 
Interdisciplinary notes addressing self injur)ous 
behavior arciond the time of discovery. The ... 
facility investigqition_ did. not consider or review 
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~AT A will re-open the investigation 
(client#13) noted within this citation to 
address if there is a pattem!II1d ftequency 
of incidents of the same iajmy, 

Completed 
3/26/10 

The behavior tracking system of SIB for 
. client#!3 will lie changed to better 
-describe (body part) what type of SI\3 
occutred. 

Completed 
3/5/iq e 

20iOA Staff (related to this incident) will 
be n>-trained regarding completing 
progress notes related to SJB. 

Completed 
' 3/26/10 

• All allegedincldei'.1s of abuse ornegi.;.,t 
will be thoroughly investigated as a major 
incident All PAT A employees 
responsible for ,onducting in<;ident •. 
investigations will receive 
inshuctionsltraining regarding thorough 
investigations. 

. <· Completed 
4fl/lO 

Beb,,vior txacking systems of SlB.will be 
reviewedforallPATAclion1s. IfSJB 
includes vulnerable body parts, the 
tracking system will be cha:i;ged to reflect 

• accordingly. 
Completed: 

4/9/10 

(X5) ' 
COMPL.ETl□N 

DATE 

1tcomrnuano11 tiuAet Page 2 cf 4 



' \ 

DEPARTMENT OF HEAL TH AND HU[ : SERVICES 
CENTERS FOR MEDICARE & MEDICA,O SERVICES 

STATEMENT OF DEFICIENCIES 
AN(? PIAN OF CORRECTION 

(X1) PROVIDERISUPPLIERICLIA 
• IDENTIFICATION NUMBER: 

50G050 

(X2} MULTIP.LE CONSTRUCTION 

A.BUILDING. 

B.WING_---,-______ _ 

PRINTED: 03/04/2010 
FORM APPROVED 

0MB NO. 0938-0391 
. (X3) DATE SURVEY ., 

COMPLETED 

02/23/2010 ------.,-----'i--,-----------~--.------------~------~----,~-, 
NAME OF PROVIDER 

0

0R SUPPLIER 

RAINIER SCHOOL PAT A 

(X4) ID 
PREFIX 

TAG 

W 154 

W250 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL· 

REGUIATORY OR LSC IDENTI_FYING INFORMATION) 
! •. , 

Continued Frein page 2 . 
prior incidents in which Resident #13,was 
discovered with bruising on her breast. The 
{acility investigation did not consider why ·staff 
who qathed her thei night prior to the discovery did 
not see the bruising. lnteiview with administrative 
staff. on 2/23/1 o verified the investigation did not 
contain these elements. •• 
483.440(d)(2) PRQGRAM IMPLEMENTATION 

The.facility must develop ·an active treatment 
schedule. that outlines the current ?Clive treatment 
program and that is readily avallable for review by 
relevant staff. 

-This ·STANDARD- is riot met as evidenced. by: 
Based on observation, record re11iew and 
inleiview verification, it was determined-seven· of 
twelve sample Residents (#1, #3, #4, #8, #10, 
#11 and #12) did not have Active Treatment 
Schedules, current Active Treatment Schedules 
or Active Treatment Schedules that were 
individualized . Failure to have current Active 
Treatment Schedules resulted-in direct care staff 
not having clear direction as to .what activities 
Resident should or could participate in. Findings 
include: • 

1. Observation ·of Resident #12 9n 2/17/10, 
2/18/10 and ·2/19/10 revealed he dicj not attend 
aAy Adult Training Program (ATP) activifies. 
Review of Resident#12's Habilitatlon Record on 
2/22/10 revealed the Active Treatment Schedule 
dated 2007 documented Resident #12 was 
supposed to aitend ATP Sensory activities • 
Mondays, yvednesdays and Fridays. Interview 
witti Direct Care staff an 2/19/10 revealed 
Resident #12 WE!S not_ supposed to atlslnd the 
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PAT A Director will review all 
mvesligafi.ans ensuring that thorough 
investig3;ti_· ·~·are occmring. 

Ongoing 

Per$onrespODS1blo: 
• -·,·- '' 

P4I,b, Director 
Moliiror:: , 

fi!cident, dm,roinator i 
.. , ·-· . . I 

Active 1reatment scli~ tbat outline the 
current active m:atment program will be 
developed for Reside$ #1, #3, #4, #8, . 
#10, #11, #12. These sobedules will be 

._. readily avai.h\ble for review by relevant 
staff.· 

Completed 
. 3/19/10 

All active lreatmenl sch!,duleswill be 
re>iewed annually (ll:IP month) or 
modified when major program changes 
occur (wilhill'IllP year) 1n ensure the· 
outline for current acfive h.almont 
progmms is acclm,u, and,eadey available 
Jorreview. • 

Ongoing 

PersonResporunble 
ACMilnagers 

:Monitor 
~T ADJ?A2 " .__ _ _. 
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Continued From page 3 
ATP Sensory Room :activities. Interview with 
Administrative Staff on 2/22/10. verified Resident 
#12' s Active Treatment Schedule was not 
current 

• 2. Review on 2/22/1 O of Resident #3's Habilitation 
Record revealed the Active Treatment Schedule 
was·not current and did not reflect·what he·was 

•• observed to be doing.,lnterview with • 
administraiive staff on 2/2211 o verified the Active 
Treatment Schedule was not'current. 

3. Review on 2/22/1 o of Resident #1' and #4's 
Hablliiation Record revealed the· Active Treatment 
Schedule was not individualized° for her. The 
Active Treatment Schedule was generic and 
could apply to any one due to the lack or 
specificity. Interview on 2/22/10 with 
administrative staff verified Active Treatment 
Sclied~le was generic and not individualized. • 

4. Review on 2/22/1 O .of Resident #8, #1 O and 
#11 's Habilitalion Records. revealed there were no 
Active Treatment Schedules. Interview with 
administrative staff on 2/23/1 O verified there were 
no Active treatment Schedules. • 
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(l0)(f)(iv) A compilation of findings since fiscal year 

2010 by the Centers for Medicare and Medicaid 

Services, and Residential Care Services, at the 

Residential Habilitation Centers, Nursing Facilities, 

Supported Living, Assisted Living, Group Homes, 

Companion Homes, Adult Family Homes, and all other 

community based providers. 

• Rainier School PAT C SODs 2015 - 2010 

Note: There is no SOD for 2015. This survey is 
. 

upcoming. 
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STATE OF WASHINGTON 
DEPARTMENT OF SOCIAL AND HEALTl:l SERVICES 
ALTSA, RCS, ICF/11D Survey & Certification Program 

PO•Box 45600, Olympia, WA 98504-5600 

October 2, 2014 
CERTIFIED MAIL 170081300 0000 7188 4955) . . 

Alan Mclaughlin, Interim Superintendent 
.Rainier School PAT C, 
PO Box600 
Buckley, WA 98321 

• RE: Recertification Survey 
9/15/2014 through 9/18/2014 

Dear Mr. Mclaughlin: 

From 9/15/2014 through 9/18/2014 ICF/11D survey staff from the Residential Care Services 
(RCS) Division of Aging and Long-Term Support Administration (ALTSA) conducted a 
recertification survey at your facility to determine compliance with Federal requirements for 
ICF/11D facilities participating in the Medicaid program. The CMS 2567 Statement of 
Deficiencies is enclosed. • • 

Plan of Correction (POC) 

You must detail a POC on the enclosed original CMS 2567 form for all deficiencies. Your POC 
must at minimum address each -0f the bulleted items below. 

• How the facility will correct !he deficiency as it relates to t.he resident; 
• How the fl\lcility will act .to protect residents in similar \lituations; 
• Measures the facility will take or the systems it will alter to ensure that the problem does 

not recur; • 
• . How the facility plans to monitor its performance to make sure that solutions are 

• sustained; • • . 
• Dates when corrective action will be completed· (no more than 60 days from the last day 

ofthe inspection); and . 
• The title of t~e person or persons responsible to ensure correction for each deficiency. 

You must also send the original 2567 form with your POC signed and da\ed to the Manager 
below no later than 1o·calendar days after you receive this letter. Failure to submit an 
acceptable POC by the 10th calendar day may result in th!;! imposition of remedies .. 

Loida Baniqued, Field Manager 
ICF/11D Survey and Certification Program 

Residential Care Services, Mail Stop: 45600 
.PO Bcix456D0 

Olympia, WA 98504-5600 
Office (360) 725-2405 Fax (360) 725-2642 



. Alan Mcl:.aughlin, Superintendent 
October 2, 2014 r' 
Page2 

RCS will use the POC as a part of the basis for verifying whether the deficiencies have been 
corrected. If you modify your POC after submission, you must immediately notify the above 
office in writing. Any POC modification must ai;ldress each 'W' tag number with relateµ 
details about any modifications. 

Informal Dispute Resolution IIDRI 

You have an opportunity to question cited deficiencies and/or state actions initiated in 
response to them, through the state's informal review and dispute resolution process. 
Unless you become entitled to a·federal admin'istrative hearing following imposition ofa 
federal remedy, this will be your only opportunity lo challenge the deficiencies described on 
CMS Form 2567. • 

To request an informal dispute resolution (IDR) meeting, please send your written request to 
• Robert Mcclintock, QA Administrator, PO Box 45600, Olympia, Washington 98504-5600. If 
you request an IDR, you must still submit a POC within the time limits described above. The 
written IDR request should: 

• . Identify the specific deficiencies that are disputed; 
• Explain why you are disputing the deficiencies; 
• Indicate the type of dispute resolution pro.cess you prefer (face-to-face, telephone 

conference or documentation review};and 
• Be sent during the same 10 calendar days you have for submitting a POC for:, the 

cited deficiencies. 

During the informal process you have the right to present written and/or oral evidence refµting 
the deficiencies. An incom·plete review and dispute resolution process will not delay the 
effective dale of any enforcement action. • 

If you have any questions concerning the instructions contained in this letter, please contact me 
at (360)725-2405. • 

Enclosures 

cc: Janet Adams, DDD 

Sincerely, 

)(indt.J~ 
Loida Baniqued, Pield Manager 
ICF/IID Survey and Certification Program 
Residential Care Services 
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W 00D INITIAL COMMENTS 

• This report is the result of an Annual 
Recertification Survey conducte/i at Rainier 

. School PAT Con 09/15/14 through 09/18/14. A 
sample·of 11 _residents was identified. 

The survey was conducted by: 

Janette Buchanan, R.N., B.S.N. 
Terry Patton, R.N .. B.S.N .. • 
Christina Borchardt, R.N., B.S.N. 

The survey team is from: 

lt:F/IID Survey and Certification Program .. 
Residential ¢are.Services Division 
Aging and Long-Term Support Administration 
Department of Social and Health Services 
P0Box45600 
Olympia, Washington 98504-5600 

Telephone:-(360) 725-2405 
Fax: (360) 725-2642 

W 127 483.420(a)(5) PROTECTION OF CLIENTS 
RIGHTS 

The facility'must ensure the rights of all clients. 
Therefore, the facility must ensure that clients are 
not subjected to physical, verbal, sexual or 
psychological abuse or punishment. • • 
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~nv deficiency statement ending with an asterisk(•) denotes a deHclency which the inslltutlon may be excused from correcting providing it is delerrnined that 
:( ··,,guards provide suffi~lenl protection to th~ pallents. (See Instructions,) Excepl for nursing homes, the findings stated ab,lve are disclosable 90 daYJl 
:r 'the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are dlsclosable 14 
.~ . -.. ,. wing the date these documents are ma9e ava/18.ble to the facl~ty. If detic:iencles are cited, ~~ approved plaii of correction Is requisite to continued 
Jrogram partic[pation. • • • · 
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W 127 Continued From page 1 . 
This STANDARD ls not met as evidenced by: 
Based on qbservations, record reviews, and 

interviews, the facility fa!led to reduce the 
probability of further injuries from unobserved 
falls for 1 of 11 samp/ed residents (Resident #7). 
This failure placed resident at risk of serious 
harm due to lack of intezventlons being initiated. 
Findings include. • 
Observation on 09/17/14 Resident #7 ambulating 
Into the dining room wtth fr:esh blood In his hair at 
the back of his head, Staff G was made aware of 
the Injury and asked resident what had hapJlened. 
Resident #7 stated that he had fallen while in the 
bathroom. Nursing arJived to assess resident and 
found him to have a laceration to the back of his 
head and set up an appointment for Resident #7 
to go to the clinic to be seen that morning. Neuro 
checks were started at that lime. 
Record review rev a .-. 
diagnosis of severe 
form of an as a many a s related 
to this one resulting in having sutures placed 
after lacerating his head. in the bathroom.· 
Resident #7 is able to get him up off the floor 
afte_r he rans and does not always tell staff that h/l 
has fall. 
Record review revealed Resident #7 had 7 falls In 
June 2014; 1 fall in Jufy-2014, 5falls in August 
2014 and 1 in September to date. Record review 
revealed no actions were taken by the facility 
following these falls which may prevent injuries 
I rom future falls. Falls were as follows: 

06/01/14 Team aware, to disc:uss 06/05/14 
06/02/14 Plan to ~eview falls 06/05/14 
06/06/14 Fall resulting In Injury, sort cast 

and wheelchair ordered 
06/06/14 Fall, possible seizure 
06/22/14 Fall, possible seizure . 
06/22/14 . Fall, suspect seizure, discussed 
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Continued From page 2 
at past 90 day review, is difficult to redirect to 
remain seated 

06/30/14 
07/22/14 
08/04/14 

Fall, suspect seizure 
Fall, continue lo monitor 
Fall, Interdisciplinary.Team 

Monitoring 
08/09/14 • Fall (observed),"laceration to 

head requiring sutures, discuss falls and falls with 
injury at 90 day review in September 

08/20/14 Fall.(observed), discuss fall at 
next 90 day review on 09/05/14 

08/24/14 Fall (observed), pattern of falls 
with injury, possible seizure, discuss at 90 day 
review on 09/04/14 

08/25/14 Fall (observed), Switched 
armchair as plan of correction at work site 

09/17/14 Fall, laceration to head 
Staff. B acknowledged, when interviewed, 
interventions were not put into place prevent 
Resident #7 from receiving further injuries from 
the falls. ' 
483.460(a)(3) PHYSICIAN SERVICES 

The facility must provide or obtain preventive and 
general medical care. 

This STANDARD is not met as evidenced by: 
Based on record review and interviews, the 

facility failed to provide or obtain preventative and 
general care for 4 of 11 sampled residents 
(Resident #2, 3, 5, and 7). Failure to provide or 
obtain preventative and general care placed 
residents at risk of medical issues which could 
lead to deterioration in their overall health. 
Findings include: 
Ail observations, record reviews and interviews 
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W 322 Continued From page 3 
were conducted at the facility between 09115114 
and 09118/14 .. 
Annual Physical Examinations: 
Record reviews revealed Annual Physical 
Examinations by a Physician had not been done 
annually for Resident #2, 3, or 5. The most 
recent Annual Physical Examinations by a 
Physician were: • 

Resic:!ent #2 - last completed 09/28/12 
Resident #3 - last completed 05/29/13 

• Resident #5 - last completed 05/24/13 
S)aff A acknowledged the Physical Examinations 
for Residents #2, 3, and 5 were more than a year 
old. 

W 323 483.460(a)(3)(i) PHYSICIAN SERVICES 
' . 

The facility must provide or obtain annual physical 
examinations of each client that at a minimum 
Includes an ~valuation of vision and hearing. 

This STANDARD is not met as evidenced by: 
Based on record reviews and interviews, the 

facility failed to ensure 2 of 11 sampled residents· 
(Resident #3 and 7) received annual, or as 
reoqmmended, audiology examinations. Failure 
to provide a timely audiology exam placed 
residents at risk of unidentified changes In 
hearing and/or medical issues whfch could lead to 
deterioration in their overall health. 
Findings include: 
All observations, record reviews and interviews 
were conducted at the facility between 09/15/14 
and 09/18/14. 
Record reviews revealed Resident #3 last had an 

• audiology exam I nation 08/13/09 with "directions to 
return in 5 years for recheck. Resident #7 had· 

, an !)Udiology examination 03/19/09 with. directions 
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. W 323 Continued From page 4 
to return in 3 years for recheck. No follow up 
audiology examinatio_ns have occurred for 
Resident #3 or Resident #7. 
Interview with Staff A revealed that the facility had 
lost their atidiDioglst several years prior and had 
just recently contracted with an audiologist to 
examine residents. Staff A stated that residents. 
are prioritized to be tested by an audiologist 
based on which res)dent appears to have the 
greatest need. • 

W 441 483.470(1)(1) EVACUATION DRILLS 

The facility mu~t hold evacuation drills under 
varied conditions. 

This STANDARD· is not met as evidenced by: 
Based on record review, the facility failed to 
ensure the times of evacuation.drills varied during 
for a of 7 liouses (1020, 1030; 1040, 1050, 2005, 
and 2014) during the pasfyear. Failure to ensure 
evacuation drills were conducted under various 
and realistic conditions placed residents at risk of 
hanTI should an emergency occur that 
necessitates evacuation. 
Findings include: 

: All record reviews were conducted at the facility 
between .09/15/14 an·d 09/18/14. 
Review of evacuation logs from 09/01/13 through 
08/31 /14 revealed many evacuatfon drills on each 
shill were conducted at or near the ·same time. 
1020QC: 
All four Evacuation Drills conducted on day shift 
were between 7:00 AM and 9:45 PM. All four 
evening shift drills were conducted betwe·en 3,45 
PM to 4:00 PM. • 
1030QC: 
All lour Evacuation Drills conducted on night shift 
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W 441 Conlin ued From page 5 
were between 10:17 PM and 10:20 PM. 
1040QC: 
Two of four Evacuation Drills conducted on 
evening shift were conducted at 2:50 PM and the 
other two Evacuation Drills were both conducted 
at 5:37 PM exactly. 
1050QC: 
Three of four Evacuation Drills on day shift were 
conducted between 12:13 PM and 12:50 PM. Two 
of four night shift drills were conducted at 10:30 
PM and the other two drills at 11 :DO PM. 
2005QC: 
The four Evacuation Drills on day shift were 
conducted between ·9:45 AM arid 1 :45 PM; the 
four Evacuation Drills on evening shift occurred 
between 2:45 PM to 4:15 PM. Of the four 
Evacuation Drills on night shift, three were at· • 
11 :00 PM and one at 11 :30 PM. 
2015QC: 
The four Evacuation Drllls conducted on night 
shift occurred between 11 :58 PM and 1 :OD AM. 

W 455 483.470(1)(1) INFECTlqN CONTROL 

There must be an abtive program for the 
prevention, control, and, investigation of infection 
and communicable diseases. 

This STANDARD Is not met as evidenced by: 
Based on observation and interviews, facility • 

failed to observe infection control practices when 
staff failed to change gloves, or use other means 
to prevent cross contamination, between 
a·ssisting resident.s during meal service for 
residents at House 1020. This failure placed 
residents at risk for illness due to exposure by 
cross con tam inatlon. 
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Continued From page 6 
'Findings Include: 
Observation of Staff H helping House 1020 
residents with lunch at 11:06 AM on 9/17/14 
revealed he was wearing blue latex type gloves 
whlle helping residents. Staff H lifted· Resident 
#12 from under'her armpits while standing behind 
her to help her sit straighter in her chair at the 
lunch ·table. Staff H then walked to the other end 
of the table and picked up three unwrapped 
hotdog type buns, wearing the same gloves he 
wore when lifting Resident #12. Staff H then 
moved a tray of food, which included the buns he 
picked up, to a table at .the side of the room.· 
Staff H turned and picked up what appeared to be 
a napkin from the floor and put it· in the garbage. 
Staff H, still wearing the same gloves, picked up a 
bun and went to the table where Resident-#4.was 
sitting. Staff H cut up the bun for Resident #4. 
Staff H then removed his gloves, discarded them, 
used a hand sanitizer, and then put on clean 
gloves, Staff I revealed Staff H had been trained 
to avoid cross-contamination during meals. 
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• STATE OF WASHINGTON 
DEPARTMENT OF SOCIAL AND HEAL TH SERVICES 
AL TSA, RCS, ICF/11D ·survey & Certification Program 

PO B.ox 45600, Olympia, WA 98504-560(,l 

. August7, 2013 . 
CERTIFIED MAIL:. (7007 1490 0003 4201 "91"64) 

Neil Crowley, Superintendent· 
Rainier School PAT C 
PO Box600. 
Buckley, Washington 98321 

RE: Annual Recertification S_urvey 
7/14/2013 through-7/18/2013 

Dear. Mr. Crowley: 

From 7114/2013 through 7/18/2013, ICF/11D survey staff from the Residential Care Services 
.(RCS) Division of Aging and Long-Term Support Administration (ALTSA) conducted a 
recertification survey at your facility to ctetermine compliance with Fede1pl requirements for . • 
ICF/11D facilities participating in the Medicaid program.· The CMS 2567 Statement of • 
Deficiencies for the recertification surv_ey is enclosed. 

Plan·ofCorrection (POCI 
' You must detail a POC on the enclosed original CMS 2567 form for all deficiencies. Your POC 

must at minimum address each of the bulleted items below. • • 
• How the facility will correct the deficiency as it relates to 'the resident; 
• How the facility will act to protect residents in similar situations; . 
• Measures the facility will take or the systems it will alter to ensure that the problem does 

not recur; • . . • • 
• How the facility plans to monitor its performance to make sure that solutions are 

sustained; . • . 
• Dates when corrective action will be completed (no more than 60 days from the last day 

of the inspection); and ' 
• The title of the person or persons responsible to ensure correction for each deficiency. . . 

You must also send tlie original 2567. form with your POC signed and dated to the Manager 
below no later than 1 O calendar days after you ~eceive this letter. Failure to submit an 
·acceptable POC by the 10th calendar day.may result in the imposition of remedies; 

• . l • 

Loida Baniqued, Field Manager 
ICF/11D'Survey and Certification Program 

Residential Care Services, Mail Stop: 4.5600 
PO Box 45600 . 

Olympia, WA gs504-5600 
Office (360) 725-2405 Fax (360) 725-2642 



Neil Crowley, Sµperinter: 1t 
August 7, 2013 • 
Page2 •. 

RCS will use the POC as a part of the basis for verifying whetherthe deficiencies have been 
corrected. If you modify your P9C after submission, you must immediately notify the above 
office in writing. Any POC modification must address each "W"·tag number with related 
details about any modifications. 

lnfonnal Dispute Resolution (IDRl 

You have an opportunity to question cited ·deficiencies and/or state aclio~s initiated in 
response to them, through !lie state's informal review and dispµte resolution prr;,cess. 
UnlellS you become entitled to a f!!deral administrative hearing following imposition of a 
~ederal remedy, this will be your only opportunity to challenge the deficiencies described on 
CMS Form 2567. • 

To request an'inforrnal dispute resolutJon (IDR) me;eting, please s·end your written request to ' 
Robert McClintock, QA Administrator, PO Box 45600, Olympia, Washington 98504-5600. If 
you reque!_>t an IDR, you must still submit a POC within the time limits described above. The 
written IDR request should: 

•- Identify the specific deficiencies that are disputed;_ 
• Explain why you are disputing the deficiencies; 
• Indicate the type of d!spute resolution process you prefer (face-to-face, telephone 

conference pr documentation review);and 
• Be sent during the same 1 O calendar days you have for submitting a POC-forthe 

cited.deficiencies. 

During the.informal process you have the rignt to present written and/or oral evidence refuting 
the deficiencies. An incomplet~ review and dispute resolution process will not delay the • 
effective date of any enforcem~nt action. • 

If you have any questions concerning the instructions contained in this letter; please contact me 
at (360)725-2405. 

Enclosures 

cc: Janet Adams, ODD 

Sincerely, 

I{~~ 
Loida Baniqued, Fi~{d Manager 
ICF/11D Survey and Certification Program 
Residential Care Services 



( 

(_ 

( 

DEPARTMENT OF HEALTH ANDµ, •M;i,N SERVICES 
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STATEMENT OF DEFICIENCIES 
AND PtANOF CORRECTION. 

()(1) PROVIDER/SUP,UER/OUA 
IDENTIFlCA110N NUMBER: 

50G047 
NAME OF PROVIDSFI OR ,SUPPLIER 

RAINIER SCHOOL PAT C 

(X4)1D 
PREFIX 

TAG 

SUMMARY STAlEMENT OF DEFICIENCIES 
• (EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGUliATORY OR L5C IDENTIFYING INFORlylATION) 

W 000 INITIAL COMMENTS 

·This report Is a·resull of an,'\nnual Recertffica,tlD/1 
Survey conducted at Rainier School • PAT C on 

. 07ft4l13, 07(15/13, 07/16113, 07/17/13 and 
07/18/13. A sample of 10 residents was selected 
from a census of 101, An expanded sample 
included 9 current rsstdents, 

The survey was conducted by: 

Claudia Baetge 
Christina Borchardt 
Terry Patton 
Penelope Rarick 

The survey team Is from: 

Statp of Washington 
Department ol Social and He!lfth Servi.ces 
Residenllal Care Services Administration 
ICF/IID Survey and Cerliiication Program 
P .0. Box 451100 
OIY/TIPla, WA9i!;i04·5600 
Office Phone: (136p) 725•8215 • 
FAX: (360} 725•2~42 

W 104 483.410(a)(1) GOVERNING BODY 

The governing body m.ust exercise general policy, 
budget, and 9peratlng direotion over the lacllity. 

This STANDARD is not met as evidenced by: 
E!ased on observation ·and interviews, the facil.lty 

failed to en~ure a. well repaired and maintained 
environment which was free from safely hazartls 
for 1 of 7 houses and P,rovide toilet paper for 2 of 
7 hoUS!3S. This failure le;, provJd~ a wen r~palred 

()(2) MULTIPLE CONSTRUCTION (XS) DATE SURVEY 
COMPLETED A.BUILDIN(a _______ _ 

~. WING 07(18/2013 
STREET AQORl;SS, CITY, STATE, zip CODE 
RYANROAD . • 

BUCKLEY, WA· 98321 
PROVIDER'S PLAN Of GPRREOTION . 

(EACH CORRECT.VE Al)TION SHOULD BE 
CROSB-REFERENCE;.O 10 THE APPROPRIATE 

• DEFICIENCY) 

()(SJ 
OOMPLETlON 

D!(JE 

,WOOD 

W.104 
W 104 GOVERNING BODY 

Galt/fence repairs were completed. Rusty nails were 

r'emo:ved. Drain spout was replaced. 

PERSON RESPONSIBLE: ACM 

MONITOR: DDA2 

09/13/13 

SSIGNATURE 

a deliciency which the institution may be W:cllSed. from acting providing ii • termined that 
other safeguards provide sufflclept ptolectlon 10 the ents. (See lnstruCtlOOS:} Except for mnslng homes, 1h1ifindings stated above are dis closable 90 days . 
following th~ date of survey whether or not a plan of conectlon is provided. For nur$ing homes,.the above findings and plans of correc:ti011 are dlsclosable 14 
days following the dale these documents ere made avaUabl8 to the 1aclllty. If deflcien.cies are cited, an approved plan of correction ls requisite to continued 
program participation. • 
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()(1) PROVIDERISUPRUER/C(.JA 
toENTIFICATION NUMBER: 

50G047 
NAME OF PROVIDER OR SUPPLIER 

RAINIER SCHOOL PAT C 

. {)(4)10 SUMMARY'STATEMENl' OF DEFICIENCIES 
PREFIX {EACH DEFICIENcY MUST BE PRECEDED BY FULL 

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 

;· W 104 Continued From page 1 . 
and maintained environment placed reslde!)tS at 
risk for injury. The lack of toilet paper prevented 
residents from maintaining good hygiene and 
personal dignity fdllowlng tolleUng. 

Findings Include: 

All ebservatlons arid interviews were conducted 
on 07/14/13 to 07l18/13 unless otherwise stated 

Facility Exterior:Safety Hazards 
----· -Ohsei'vatlenHt--Heuse-BG26-revealed·-. - -- --

1. South side fence had 2 gaied sections 
removed from posts that were leaning against 
main fence e~posing protruding rusty scre'!'s and 
nails at hinges. 
2. North side yard had gate with two rusty nails. 
protruding froin gates·outer door edge. . 
3. Dowrispout·on the comer of the house was 
broken and exposing sharp metal edges. 
Interview with 2025 facility stall revealed south 
side gated sections had·been broken since 
mo~ing lntp house In February 2013. Staff was 
not aware ff a work order had been submitted for 
repair of broken ience gates .. 

FacTilty Interior 
Observations at House 1030 revealed no toilet 
paper in bathrooms A13 and B13 on 07/14/13 ,it 
3:40PM (for _approximately 2 hours). 
Observations at House 2015 revealed no toilet 
paper.in B side hallway _batbroorit on 07/14/13 at 
3:30pm and 07/15/13 at 10:00am .. 
Interview wit~ Hous.e 2015 staff on 7/14/13 • 
indicated residents use Attend Wipes in place of 
foilei paper. The Attend Wipes were located 
approximately 4 to 5 feet from toilet, out ol reach 
of residents silting on the toilet. However, 
Interview with another House 2015 sialf on 
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STREET ADDRESS, CllY, STATE, ZIP CODE .. 
RYAN ROAD 

BUCKLEY, WA 98321 

ID PROVIDER'S PlAN OF CORRECTION (XS). 
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION 

T~G CR0SS,r!.EFERENCED.TO Tt:IE APPROPHlATE DATE 
DEFICIENCY) 

W 1()4 
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Bainier School staff will monitor their Immediate work 

area for potential safety hazards and submit work 

requests to rectify deficiencies as they arise. 

PERSON RESPONSIBLE: ACM 

MONITOR: DDA2 

-- " .. • On-0 oin° 

•. Rainier School staff ~ill ,regularly monitor bath~ooms ~n 
the house once per shift to ensure an. adequat~ supply 

of toilet paper and other necessary hygiene products: 

PERSON RESPONSIBLE: ACM 

MONITOR DDA2 

On-going. 

,, ACMs will complete' monthly environmental 

observation checklist to th!! PA! ensuring that these are 

done. 

PERSON RESPONSIBLE: ACM 

MONITOR: DDAl 
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W 104 ·conUnued From page 2 •• 
07/15/18 ag~nowledge\l toilet paper should have 
been av;ulabl~ IQ residents in B side bathroom, 
next jo the ton~t. 

W 112 483,410(¢)(2) CLIENT RECORDS 
•' . 
The facility must keep CO))lidenllal all Information 
cqntalned In lhe clients' records; regardless of the 
f~n:n or storag~ me1hod Of lhe recoids. 

.T)1~ STANDARD ls npl met as evidenced by: 
Bii.sed on tibseniatlons .and inteJViews, the faclllty 

l';iiied to s~µr11 resident h~allh care records lor 1 . 
011 sall1pl~.<i resl~ent (fi.esident #4) and 9 of 9 
e~panded sall!pl~ r~sl,d~n!s ( Rem.dents #11, II· 
12, #13, ltl4, #15, 1116, #17, .1118 l!lfd # 19). This 
failure created.a potential lot loss/misplacement 
of medioal records and violation of residents ' 
rlgllls to keep their medi.~I Information 
conficJen1111I. 

Fl~dlllgs Include: 

On 0'//17/18 ~s~n,allqns on H~usellllat· 
8:25AM and 11 :30P'4, revea!e!j res1d!\nl health 
care records were left unsecured on 1he counter 
of the medk:atlcin administration area where 11\ey 
could have been observed by resldenlS or 
visitors. The medication area is a common area . 
In the house and Is acceS6ible by resltlei\ts and 
visitors. There were no stalf In the medication 
administration area during the obseivations. 

'Nursing Orders and Treatment Record for 
• Resider)! #4 and Resident 1117 were face up on 

the counter o1 lhe medication administration area 
Lying next io these documents was a manffa Ille 
!older that contained the folloW!ng h~lth care 
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PROVJQER'SPIJ\NOFCOBAEOl10N 
(EAPII CORR.~ACTl(/N SHOULD BE 

CR0S$-f!EESRmOEO iQ THEAl'PROPRIA1E 
maFIC!ENOY) 

07/11l/2013. 1 

W10.4 

W 112 W 112 CLIENT RECORDS \ 
Rainier School will provide grounds-wide training to all 

nursing staff regardiqg current HIPPA requirements to 

·securely maintain all sensitive and confldentlal client 

records: 

PERSON RESPONSIBLE: RN4 

MONITOR: DIRECTOR OF NURSING 

.. 09/17/!3 
·- . -

RN4 will complete-weekly observations\ 
' i 

To maintain compliance of HIPAA regulationd: 

·, 

Facil'Y Ill: WMW.lO 

PERSON ·RESPONSIBLE: RN4 

MONITOR: DDA2 

09/17/13 

If conllnuatior\ oh•~l Page 3 of n 

'bJ 



DEPARTMENT OF HEALTH AND f-11 •~AN SERVICES . 
. rnu-nc:µ. VDIVll.t:VI"' 

CENTERS FOR MEDICARE & ME. ,.~ .. ID..,S=EaaRV.,.,l.,,C=ES,._~---~--
FORM APPROVED 

0MB NO 0938-0891 
(X3) OA'IE SURVEY 

COMPl,ETED 
,STATEMENT Of DEFICIENCIES 
AN.a PLAN OF CORRECTION 

(X1) PROVIDEfj/SUPPLIER/CLIA 
IOENTIFICATIONN\JMBEA: 

50G047 
NAME OF PROV/DER OR SUPPLIER 

RAINIER SCHOOL PAT C 

()(4) ID 
PREFIX 

TAG 

SUMW..RY STATEMENfOF OEFIC3ENCJES 
iEAGH PEF/CIENGV MUST BIS PRECEOeD BYF.UU. 

REGULATORY OR U\O /OEITT!f)'/NG /NFORM/\TION) 

' 
W 112 Continued From page 3 :, 

records for residents who lived In House -
Resident 114: • 
Dental Ass13ssmenl, dated.07/9/13 . 
UA Requt381, dated 06/06113 

Resident !111; 
El;I Visit Summary, dated 06/30/13 
Lab Report, dated 07/01/13 

Resident #12: 
Podlatry Report 

Resident #13; 
Annual P.hyslcal, dated 0!,/20/13 

Resident #14: 
Specimen Report. dated 07/01/13 

Resident #15: . . 
. Routine Medical Re-Evaluation, dated 07/01/13 

Resident #16: 
Optometry Report. dated 06(17/13 
Spsol"!eJl Report, dated 07/02/13 
ER Report, dated 07/02/13 • 

Resident #17: 
Dental Annual Assessment, datecf 07/09/13 

Resident #1 B: 
Annual Physical, dated 06t.27/13 , 

An Annual Physical, dated 05/31/13, ior Resident 
#19 was also found in lhe manila file folder In !he 
medication administration room ol House -
Resident 1119 resides In House - . • 
Interview wtth the faclllty RN4 acknowledged all 
health care records should be secured and kept 
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W 112 Continue~ From page 4 
confi_de.ntlal by placing records in a looked 

•• drawer, cablnet pr fifing them iii th1;3 resident ' s 
medical chart. • 

. W 247 483.440(c)(6)(vQ INDJVIDUAL PROGRAM PLAN 

The ind!vi(jual program plan must Include 
: opportunlttes for client 9hoi~ and • 

s1,I1-management. 

This srANDARD is not met as evidenced by; 
B_ase,:j on observations and interviews, lhe facility 

failep to offer riislderyjs of thr~ h~µs11.s (Housii 
10,30, 2op5 E!O\I 2Q15) a c~oJc~ of f!iOd opijqhs 
. during three dinn'er meals and two'lunch rn\l~ls. 
This failure resutted iI"I residents not b~n~ 

•/lllowe"d to exercise choice antl self-management 
during meals. 

Findings inplude: 

Observation of House 1030 dinner on 07/14/13 
revealed staff did nol offer residents an • 
altem!j\ive lo th~ loo~ ilems th.at carrie from the 
main"facillty kitchen. Interviews with House 1Q3Q 
·staff _revealed they did not prepare or offer a !Ol)d 
alternative to residents, ·bu! C!)uld provide peanul 
butter sandwiches if residents .asked for an 
alternative to the food being served. • 

Observallon of House 2015 dinner on 07/14/13-
revealed staff did not offer residents an 
alternative to the {ood Items that came jrom the 
main faolllty kitc~en. Interviews wit~ House 2015 
staff revealed lfial the allematlve food choice was 
ravioli. The can ·01 ravioli was not opened, nor 
offered to the residents. • • 

FOAM CMS--~567(02-99) Previous Versions Obso1ele E:van11D:.,<VBX11 

(X2) MULTIPLE CONSTRUarJON . . . 
A. BUILDING ___ ~---

_B. WING 

IO 
PREf!l( 
,TAG" 

STREET ADDRESS, CITY, STATE. ZIP COD~ ' 

RYAN ROAD 
:BUCKLEY, WA 98321 

07/18/2013 ( 

PROVlijEB'S Pl.JIN 0~ CORRECTION • 
• (EACH.C<lRaEC]lVEAGTIONS~OULO!iE 
Cf!OSS•REFERENCEO T0 TH!i:APPROPRIATE 

DSFIOleNllV} 

W 112 

Wl!4'7 

W 247 INDIVIDUAL PROGRAM PLAN I 

Raihier School wllf•develop a gr<;>u~d;•wide procedure 

for meal preparation and serving responsibilities, which 
will include specific-instructions on how to provide meal 

choices to the residents. 

PERSON RESPONSIBLE: ODA2 i 
MONITOR: ASSISTANT ~UPrnlNTENDEN:J 

• 09/13/131 

ACM's will complete two mont~ly \ 
·. . • I 

meal time obsetv!3tions that monitor the procedure I 
• . I 

Facility ID: WA4009o 

PERSON RESPONSIBLE: ACM 

MONITOR: DDA2 

09/17/1~ I· 

H c;onUnuatlon shee_l Page 6 of 11 



DEPARTMENT OF HEALTH AND HINAN SERVICES 
rtun,cu. V01V-11.c.u·1~ 

CENTERS FOR MEDICARE & MEL _.,,l.,.Dc.:S..,E,..RV.,_.l"'CE..,s.,__~------'--
FORM APPflOVEfJ 

0MB NO 0938-0391 
()(3) DIITE SURVEY STATEMENT OF DEFICJENCIEll 

AND PU\N OFCO!lfloCTION 

NAME Or PROV!DE!l OR SUPPLIER 

RAINIER SCHOOL PAT C 

(X1) PROVIOa,/SUPPLIERIOUA 
IDENTIFJCATION NUMBER: 

~OG047 

(1(4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OFUEFICIENCI.S 
[l!ACH DEFJCIENCY MUST BE PR.CEDED BY Fl.Ill. 

REGlJLATORV OR I.SO IDENTIPIJNO JNFORMATION) 

(X2) MULTIPLE CONSTRUCTION 
·COMPLEIED ', A.OUILDING ______ _ 

B. Wll<G 

ID 
PR.AX 
TAG 

07/18/2013 
STREET' ADDRESS, CITY, STATE, ZIP CODE 

RYAN ROAD, , 

BUCKLEY, WA 981321 
PROVIDER'S PLAN OF CORREOTION 

(EAOO CORREOTIVEAOTIOl-,1 SHtlUlD B!l 
CROSS·REFEIIENCED TO THE APPROPRIATE 

' PEFICIENOY) ' 

W 247 Continued, From page 5 W 2f+7 
Observation of House 200(; lunch on 7/15/18 
revealed staff did not offer residents an 
altsrnativ~ to !he food Items that came 1rorn the 
main facility kitchen. Interviews with House 2005 • 
staff revealed they did not piepare or offer a iood 
alternative since they knew the J!leal provldeq by 
!he maln kttchen was a favorite of Iha residents. 

Observation of House 2005 and 1030 diHner on 
07/16/18 revealed staff did not offer an allemaliv!' 
to !he food items !hat came froin the main laclllly 
kitchen. During Interviews, staff on Hoµse 2005 
revealed they did not haV? tlme lo prepare an 
alternative food Item and they were unable to • 
provide food choices to the residents. , 

W 322 '483.41!0(a)(3) PHYS!ClAN SERVICES . . W 322 W 322 PHYSICIAN SERVIC~ 

The facillty must proviile or obtain prevenfive and 
general medical care. 

. This STANDARD is not met as· evidenced by: 
Based on record reviews and inteivlewii1 the 

facility failed to ensure an Annual Heallh Care 
Assessment was completed for 1 of 10 sampled 
resldimts (Resident 114). Failure to have an 
Annual Health Care Assessment placed resldenf . 
at risk of unldentlHed medical Issues and further 
deterloratlon 01 Resident J/4 ' s health. 

Findings Include: 

All record reviews and interviews were conducted 
on 07/14/13 to 07/18/13 unless otherwise staied. 

Record review reveals Reside~ 
prolound intelleclual disability,_ 

. .. 
FORM cM~67(02·9.a) PJOVIM Vfl~ioos ObsoleW EvonllD:)5\18)<11 

Raini_er School wlJI co~solidate. physlclal} serv ce~ intD ~ 
centralized location in order to help ensure adequate 

physician coverage and timely assessments of resident 

needs.· 

I 

. . 
-.Resident 4 will have his annual physical·completed 

Develop tracking ~heet for use at the clinic in excel 

For cllnlc nurses and doctors to use when . 
completing an AHCA 

PERSON RESPONSIBLE: CLINICAL DIRECTOR • 

MONITOR: QA DIRECTOR 

()9/13/13 

Faclillyl0:WA40090 ff tiOrrtlnuaUon shoot Page 6 ol 11 
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( 

DEPARTMENT OF HEALTH AND~" •MAN SERVICES 
... PRll'lfEO_: 08/0712013. 

CE ERS FOR MEDICARE & Mc _,,JA..,l'-"D"'S"'E..,R=C .. ES,,_---r----~----'-' 
FORM APPROVED 

0MB 0. 0988-0391 
6TA'IEMENT OF DEFICIENCIES 
AND PLAN OF CDJaAECTION 

Q(l) PROVIDEfi!SIJPPUBVCUA 
IDElffiFIOATION NUMBER: 

50G047 
NAME.OF PAOVIDER OR SUPPUER • 

RAl~lEll SCHOOL PAT C 

{X4)1D 
PREAX 

TAG 

SJlMMARY)lTATEMEITTOFOEActcNCJIJS 
(!;i\CH OEAGIE!JoYMUpl" BE PRECEDED BYFIJLL 
REl;lULATOIIY OR t.SO IDENT1FYIN6 INFORMATION) 

Record Ai!vlew revealed R()S[dent #4 • s last 
Annual He,illh Care Assessment was comple.ted 
on 04/06/2012. 

Interviews revealed Resident 114 was 
inadverl!lnUy missed wtien scheduilrlg Annual 
~eaUh Care Asse~sments for his hoµse, 

W339 4B3.460(o)(4) NURSIN(:i SERVICE$ . . . 
Nursing !iftrvli;es must ln'cl~de plher11urshig~lll"t! 
as presctll_ie~ by the physic1an or a~ identified by • 
client needs, 

This STANDARD is not met as cvidencsd by. 
Based on recprd r(lvJews a_nd ln)e111lews, !he • 
faclltty failed to follow th!! nursing care plan and • • 
repr,rt abnormal glucose values to the .P11Yslcf~n. 
for 1 of 1 sam pied residents (Aesii:fent #.4), who is 
diabetic. Failure to follow the nursing order placed 
resident at risk o( tiaving blood glucose related 
complicatlons·and further deterioration ol 
Resident 414 • s heallh. • 

Findings include: 

All record reviews and interviews,were conducted 
on 07/14/13 to 07/1tl/13 unless olherwise stated. 

!Mnt IO:XVBX11 . 

{X2) MULllPLE CONSTRUCllON ()(al DATE SUAVFI 
COMfl.El-.0 A. BUILDiNe ______ _ 

e.WJNG 

ID 
PRB'IX 

1'AG 

STREET AO DRESS, CITY, STATE, )OP CODE 

RYAN ROAD 
BUCKLEY, \VA 98321 • 

P.RDVIDER'S PJ.IINOFboRRECTION 
(EI\CH.CORREm'IVE AO"IION SHOULD BE 

CflOSS-REFERENGEDTOTHE/\!'PROPRIATE 
DE!"CIEIIDY) 

07/1812013 

(X6j 
CQWlETION 

DATE 

waa9 
W 339 f'JURSING S~RVICES 

All Registered ~~rs"es (RN) will receive training on 
updating nursing care plans and nursing orders ori their 

assigned caseload b~ed Qn current resld~n; need. 

_RN4 wiU review at QA IDT quarterly review 

Sampled clients 

PERSON RESPONSIBLE: RN4 

MONITOR: [!I RECTOR OF NURSING 



DEPARTMENT OF HEALTH /\ND HUMAN SERVICES 
i-nm,,i:v, VWV(l,&;.Ul.:J 

CENTERS FOR MEDICARE & ME ,,_,ID=S=ER~V"IC""E"'S.__~-------
FORM APPROVED 

0MB NO 0938-0391 ' 
ST-ATEMENr OF OEACIENOJES 
AND PLAN OF CORRECTION 

(X1) PROVIDEJl/SUPPUEll/CUA 
, IDENTlFICATION NUMBER; 

50Gll47 

NAME OF PROVIOEA OR SUPPLIER 

RAINIER SCHOOL PAT C 

(X4)1D 
PREFIX 

TAG 

SUWMAY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MU~T BE PRECEDED BV FULL 

REGULATORY OR I.SO l,DENTIFYlNG ll'JJ'.ORMATION) 

' W 399 Ctmtinued From .'page 7 

Review.of Resident t/4 's Nursing Care Plan 
revealed the Nursing Probl,ern/t>iagnosls -
Diabetes-Hyperg!ycemia. Ri,view of Resident #4 ' 
s Nursing Order ~hd Treatment Record (M;irch, 
April, May, J~ne and July 2013) reveals the order 
to report blood ~ugar <50 and >25Q to MP or 
PAO. Review of Resident #4 • s daily Diabetes 
Melittus Blood Glucose and Insulin Monitoring 
form revealed the lollpwlng gluco~e values: 
03/23/13 - 41; 03/28/13 - 256; 4/08/13 - 347; 
07/6/13 - 258;,07/11/13 - 325. . . . 
Record r!')view revealed staff failed to nollry the 
doctor when the values were outside of the 
medical perimeters outlined In the nursing _orders. 

During lntervi~ws, nursing sJaff acknowledged the 
!allure to follow the nursing care plan orders. 

W 455. 483.470(1)(1) INFECTIQN CONTROL. 

There mus! be an active program for the 
prevention, control, arid investigation QI infection 
and. communicable diseases ... 

• 

This STANDARD Is not met as evidenced by: 
Based on observations and Interviews, fa~lllty • 

failed to observe Infection control practices, 
Resident hygiene Items, food servic~, 
dishes/flatware handling and facility laundry were 
done In a manner which will cause 
cross-contamination. These failures placed 
residents at risk of Illness due to communicable 
diseases .. 

Findings Include: '. 

FORM GMS-~67(02·99) f"revlous Versions Obsolete " Event IO:XVBX11 

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED A. BUILOJNG _______ _ 

B.WING 

,10 
PREAX 

TAG 

07/18/2013 
smEET ADDRESS. CITY, STATE, ZIP CODE 

RYAN ROAD 
llUCKLEY, WA 98321 

• PROVIDER'S PLAN QF CORAEOTION 
(EACHv!)RRECTIVEACTION SHOULO BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

OOMP~ON 
DATE 

W·339 • 

All Licensed Practical Nurses (LPN) will re~eive training 

on Implementing all nursing orders on their assigned 

• .. caseload. 

. RN4 will comP.l~te weekly observations for compliance. 

W4p5 

PERSON RESPONSIBLE: RN4 

MONITOR: DIRECTOR OF NURSING 

09/17/13 

W 455 INFECTION CONTROL 

All AC staff will receive continuing and on-going training 

' on appropriate lnfectloo control procedures, to include 

proper maintenance of persqnal hygiene 
equipment/products and the pr~per use of gloves and 

other'personal protective equipment in the prevention 

of cross-contamination. 

Infection Control will submit quarterly 

Review of infection control issues noted on each house 

I 
F:icll!ly 10:WMOOOO Ir conlll\uallon sheet Page 8 0111 
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DEPARTMENT.OF HEALTH AND µ•.rriMN SERVICES 
CENTERS FOR MEDICARE & M. ..,_JeiAl,,,Dc.:aS,_E .. RV..._1.,,C::E"'S_~-------'-

. STATEMENT OF OEFICIENQIES (X1J PROVIOE!j/SU~PLIEAIOUA.. {><2) f.<uLTIPLE OONSTRUCTIQN 

PAINTED: 08/07/2013 
FOAM APPROVED 

0MB NO 0938-0391 
{X:lJ DATE SURVEY 

COMRr..en;o AND PLAN OF CORRECTION . IDENTIFICATION NUMBER: A. BUILDING ______ _ 

50GOA7 
NM1E .. OF PROVIDER OR SUPPLIER 

RAINIER SCHOc;JL PAT C' 

{X4J ID 
PREFIX • 

TAG 

SUMMAAY STA1"MENTO~ DEFICIENCIES 
(EACH OEFlCIENo\'MUST BE PRECEDED B'I FULL 

REGULATORY OR LSc'IDENTIFYING INFOAMATIOII} 

W 455 Continued From paQe 8 

All observaUons and interviews were conducted 
on 07/14/13·tq07/18/13 unless otheiwise stated. 

At House 2005 4 of 8 razors and 2 hairbru.shes • 
were co-mingled ln a drawer in bathroom A13. 

, The bo!lom ofthe drawer was C?VEl"!ld in loose 
f,iolal hair from lhe raZ0rs. 

• At Hot,ts!)s 1 oao and 2005 staff wore gloves when 
using ha,nd-<>vl!r-hantl te~tiniqlie to a$j;lst 
residents ,iiith sei>t1ng their food. ~taff !hen 
conlinY,ec! tq wear ttie same gloves when tt,ey 
handlecj l]aml:rurger buns, wipecl fl)sidents ' 
mouths, removed spillQd !pod fwm-.a resident ' s 
laps, touche.d clean an.ct J:lirty plates, touched • 
clean and girty 11tensils. 

At House 2035 Sia~ A was o!Jserveg t9~ll~in9·a.. 
resident' s shG\llder, a resident' s fi,u:id, . 
countertops, oabinels -and her haJr whil~ wearing 
.gloves .. Then, while wearing !he sarrie gl9v'e~. 
the staff removed clean dishes 11nd 1/tensll.s from 
the dishwasher and touched areas where food 
would come in contact wlth the dishes and 
ulensTis. 

On 07/18/13.stafi working io the facility laundry, 
were observed loading soiled lineri and clolhing 

• • 4ntb frd11t loadin9 Washihg machines. When • 
loacling Iha washing machines1he soiled items 
and/or solled gloves worn by staff came in 
contaot wllh the inside of the washing machine 
door, the seal around the washing·maohine do'or, 
the door handle, the front of the washing machine 
and the control knobs. Staff did not Lise any 

. i:llsinfectanl to sanitize any areas of the washing· 
-machines whic:>h mayhaila been contaminated 

FOAM CMS•2567(02-99} PJe'Vious Versions Obsol&le . .•' 
• Event ID:XVSX11 

B.WINS 

ID 
PREFIX 

TA<;l 

07/18/2013 ( 
STAS:Et ADDRESS, CITY,'STAl'E, ~IP CODE 
RYAN ~DAI> • "· 

BUCKLEY, WA 98321 
PRCVIEJER'S PIAN OF-CORRECTION 

(EACH GpAf!ECTIVE-ACTiON SHpULO BE 
.CR0S/!,REFER"fi~g;:;o~e APPROPRIATE 

. ("') 
OOMPlETION 

• DATE 

W 455 .,, 

All laun~ry staff will receive training on infection controi 

· techniques to in~lude avoidance of cross-contamination 
• and.disinfection of all appropriate surfaces._· -~ -.---·- ,... -

To the program area director 

PERSON RESPONSIBLE: Infection Control 

MONITOR: ACM /DDA2 

0~/17/13 

Infection control nurse will complete quarterly 

observations of the laundry area to ensure techniques 

• of cross contamination are b,eing used atid submit to all 

••'· 

program area? 

PERSON RESPONSIBLE: LAUNDRY 

S_UPERVISOR/INFECTION CONTROL NURSE 

MONITOR: DDA2 

·os/20/13 

Faclllly ID: WA40090 If continuation sheet Page 9 of 11 
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DEPARTMENT OF HEALTH AND Hl!A.!AN SERVICES 
CENTERS FOR MEDICARE & ME[ ID SERVICES 

STATEMEt<T OF DEFlCIENCIES ()(1) PAOVIDEAISuPPLIEA/CUA 
AND PLAN OF CORRECTION IOENTIFIOATION NUMBEA: . 

S0G047 
NAME OF PAOV10ER OR SUPP.LIER 

RAINIER SCHOOL PAT C 

()(4) ID SUMW\RY STATEMENT OF DEFICIENCIES 
PREAX IEAOH Dl;F.lCIENCY MU$T BE PRECEDED BY Flll.1-

TA13 REGULATORY OR I.SC IDEt<TlFVIN~ INFORMATION) 

W465 ConUnued Froni page 9 
when IC>adlng soiled clothing and linens. • When 
removed from the .wash(ng inachines, the clean 
clothing contacted the contaminated door r1m and 
front of the washer. Staff wearing clean gloves 
While- removing the clean linen and clothing, 
touched the contaminated areas of the washing 
machine. On 07/18/13, Staff B stated the laundry 
staff believed when the clothes washer was 
-turned on It cleaned ihe-rtm of the machine of 
contarni"nates. Staff were. unaware of the need lo 
disinfect the contaminated door rim, th~ door seal 
and outside surtace of the glothes washer. 

W473 483.480(b)(2)(11) MEAL SERVICES 
' 

Food must be served at approprtate temperature. 

" 
This STANDARD Is not met as evidenced by: 
Based on observation and interviews, the facility 

falled to maintain the appropriate food 
temperature on House 1030; 2005, and 2015. 
This fail4re lo serve food at the appropriate 
temperatures resulted In residents being served 
food at inapprcipriate temperatures creating 
potenUal for foodbome Illness. This failure also 
denied residents their dignity In being served 
meals at appropriate temperatures. 

Findings include: 

Observation of 2015 house dinner meal on 
07/14/13, revealed food was served at the 
following temperatures: beef patty 92', tater tots 
91' and vegetables 96°. In addition, two special . 
diet order meals In individual containers were 

• served at the following temperature. Meal 1 : beef 
patty 75', tater tots 110°, and vegetables so•. Meal 

• 2: beef pattY. ao•. 

' 

l=OAM CMS-2567(02-89) Previous Verslons Obsolele Event ID: X\fBX:11 

F•lll'"IL.:...,._ VVl'-111.,_V,.., 

FORM APPROVED 
0MB NO 0938 0391 -

(X2) MULTIPLE GQN$TRUCllON • .. ()(3) DATE SURVEY 
·' COMPLETED 

A.BUILDING 

·a.WING 07/18/2013 
STREleT ADDRESS, CITY, STATE, ZIP CODE 
RVANROAD ' 
BUCKLEY, WA 98321 

ID ' PROVIDER'S PLAN OF CORRECllON jXSJ 
PREFIX (EACH CORRE011VEACTION SHOULD BE C:!)J.IPLETfON' • 

TAG .. ORDSS-AEFERENCED JO THEAPPitOPRIATE DATE 

, DEFICIENCY) 
' 

-
'W455 

' 

., . 
' 

.. 

W473 .. , . 
.. . 

.. .. 

., 

' .· 
. 

' 

. ' 

. 

Facility ID: WA40090 If con11nuallon sheet Page 1 o of 11 



DEPARTMENT OF HEALTH AND HI IMAN SERVICES 
CENTERS FOR MEDICARE & ME ,,_A.,IDe.;S::,E:,R-'"'V,,IC"'E"'S'----r------

t-'Hll\llt:LJ: U~VffLUl::; 
FOAM A.PPAOVEO 

0MB NO. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(XI) PROVIPERISUPPUEA/CUA 
IDENTIFICATION NUMBER: 

500047 

NAME OF PROVIDER OR SUPPUER 

RAINIER SCHOO!,. PAT C 

(X4)1D 
PREAX 

TAG 

SUMMARY STATEMENT OF OEflGIENCIES 
(EACH OEFIQIEflCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSG IDENTIFYlf;IG INFORMATION) 

W 473 Continued From page 1 O 

Observation of 1030 ho\lse dinner meal on 
07/14/13, revealed milk was served at 54.1'. 

Observattiin of 2005 hou.se lunch ;md dinner 
meal on 07/1q/13, revealed the food was served 
at the following temperatures: cO(lkeq carrots 
120•, coleslaw ss•, beef patty 120' ard mil~ 60', 

Interviews with staff on House 1030 and 200$ 
revealed ~taff were unaware of food lemperature 
guidelines. When asl\ed, i;taff W<'>re una,ble 1~ 
report wh<1t holding temperatures should bl! for 
hot ;md cooled food Items. Siatffrom both 
houses reported tti'at ii was a ehalterige to keep 
food cool during the hot w~ther. Sialf afso had 
dlffiC\Jlty understanding .the process for carrecily 
taking food temperatures. 

The USDA guidelines recommend food must be 
reheated ta 165° Fahrenheit or above and held 
above 140° Fahrenheit unit serv.ed, in order to 
destroy bacteria thatcan cause food borne 
illness. Cold food items should be held and • 
served at 45' or cooler. 

FORM CMs-2567(02-99) Previous Versions Obsole\G_ Event ID:XVBX11 

("2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED A.. BUILDING _______ _ 

8.WING 

STREET ADDR!=SS, CITY, $TATE, ZIP CODE 

RYAN ROAD 

Bl!CKLEY; WA ~11321 

07/18/2013 , 

ID 
PREFIX 

TAG 

PRO\/IDER'S PU\N C>F @RRE(;TIQN. 
(EAGH CORRE9TIVEACT!PN SHOULD BE 

CROSS,RE,l'ERE;NCEO TO Tl1~ APPROPRIATE 
DEflQIENCV) 

lX>I 
CQMf'lETION 

om 

W473. 'I. 

W 473 MEAL SERVI.CES 

Rainier School will deyelop a grounds-wide procedure 
for meal preparation and serving responsibilities that 

will detail how staff are to monitor and maintain 

optimum food temperatures for both hot and cold 
foods. 

PERSON RESPONSIBLE: DDA2 

MONITOR: ASSISTANT SUPERINTENDENT 

Rainier School will order appropriate equipment to 

ensure proper monitoring and maintaining of optimum 

food temperatures (i.e., thermometers, hot and cold 
serving containers).{ 

. i 

I 

PERSON RESPONSIBLE: DDA2 i 
i 

MONITOR: ASSISTANT SUPERINTENDENT' 

09/30/13 

ACM's will complete two monthly 

meal time· observations that monitor the procedure 

. PERSON RESPONSIBLE: ACM 

MONITOR: DDA2
1 

I 
facility JO: WA-10090 , If continuation $heet Page 11 of 11 
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. STATE OF WASHINGTON 
DEPARTMENT OF SOCIAL-AND HEALTH SERVICES 
ADSA, RCS, ICF/ID Survey & Certification Program 
• PO Box 45600, Olympia, WA 98504-5600 • 

July 31, 2012 .: . 
CERTIFIED MAIL (7008 1300 0000 71571800) 

Neil Crowley, Superintendent 
Rainier Schocil PAT C 
PO Box 600 
Buckley WA 98321 

RE: Annual Recertification Survey 
6/19/2012 through 6/21/2012 

Dear Mr. Crowley; 

From 6/19/2012 through 6/2112012 ICf:/ID sun,ey_staff-from the Residential Care Services. 
(RCS) Division of Aging and Disability Services Administration (ADSA) conducted a· • 

• recertification survey at your facility to determine compliance with-Federal requirements· for 
ICF/1D facilities participating in the Medicaid •program. The CMS 2567 Statement of 
Deficiencies for the recertification survey is enclosed. 

H • • ' 

' ' 

Plan of CorrectionJPOC) 

You must detail a POC on the enclosed original CMS 2567 form for all deficiencies. Your POC 
• must at minimum ·address each of the bulleted items below .. 

• How the facility will correct the deficiency as it relates to the resident; 
• How the facility will act to protect residents in similar situations; 
a Measures the facility will take or-the systems it will alter to ·ensure that the problem does 

not-recur; • • . . 
• How the facility plans to monitor its performance to make sure that solutions are 

sustained; . . 
o Dates when correi;:tive action will be completed (no more-than 60 days from the last day 

of the inspection); and . . 
• The title of the person or persons responsible to ensure correction for each deficiency. 

You must also send the original 2567 form with your POC signed and dated to the Manager 
below no later than 1 O calendar days after you receive this letter.. Failure to submit an 
acceptable POC by the 10th calendar day may result in the.imposition of remedies. 

l 
) 

Robert McClintock, Quality Assurance Administrator 
ICF/1D Survey and Certification Program 

Residential Care Services, Mail Stop: 45600 
PO Box 45600 • 

Olympia, WA 98504-5600 
Office (360) 725-2419 fax (360) 725-3208 

I 
f 



Neil Crowley, Superin!f ,nt 
July 31, 2012 
Page2 

RCS will use the POC as a pa,rt of the basis for verifying whether the deficiencies have been 
corrected. If you modify your POC afl~r submission, you must immediately notify the above 
office in writing. Any POC modification must address each "W" tag number with related 

. details about any modifications. • • 

Informal Dispute Resolution (IDRl 
' . 

. You 'have an opportunity to question cited deficiencies and/or state actions initiated in • 
response to them, through the state's informal review and dispute resolution process. 
Unless you become entitled to a federal administrative hearing following imposition of a 

• federal remedy, this will be your only opportunity to challeng·e the deficiencies described on 
CMS Form 2567. • 

To request an informal dispute resolution (IDR) meeting, please send your written request to 
Rcipert McClintock, QA Administrator, PO·Box 45600, Olympia, Washington 98504-5600. If 
you request an IDR, you must still submit a POC within the time limits described above. The 
written IDR request shoulci: • • 

• Identify the specific deficiencies that are disputed; 
• Explain why you are disp1:1ting the-deficiencies; 

• Indicate the type of dispute resolution process.you prefer (face-to-face·, telephone 
conference or documentation review);and 

• . Be sent during the same 10 calendar days you have for submitting~ POC for'the 
cited deficiencies. 

• . ... 
During the ipformal process you have the right to present written and/or oral evidence ·refilling 
the deficiencies. An incomplete review and dispute resolution proce.ss will not delay the 
effectjve date of any enforcement action. 

If you have any questions concerning the instructions contained in this letter, please contact me 
at (360) 725-2419. • • 

Enclosuies 

cc:: . • Janet Ac!ai:ns,' DD[) 
ICF/1D File 

·sincerely, . .. ~-

Ro~dministrator . 
ICF/1D Survey and Ce~ification Program 
Residential Care Services . 

,\ 



D1;:PARTMEITT OF. HEALTH AND Hbl'AAN SERVlbES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

• 'TATEMENT,OF DEFICIENCIES • 
lD•PlAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
. . IDENTIFICATION NUMBER: 

50G047 

NAME OF PROVIDER OR SUPPLIER " 

RAINIER SCHOOL PAT_ C 

(X4) ID : 
PREFIX 

TAG 

W 000 INITIAL COMMENTS 

This report Is the result of an Annual 
RecertlllcaHon Survey conducted at Rainier PAT 
C.on June 19-21, 2012. A sample of10 re~iderils 
was selected from a census of100 resldenis In 
facili!Y, • 

The sutvey was conducted by: 

Janette Buchanan R.N., B_.S.N. 
Terry Patton .R,.N., B,S.N. 
Christina Bp~hatd R, N., B.S.N. 

The-~urvey team is frc!m: 

Den,artment of Social & Health Services 
Aging & Disabinty Setvlces Admlnlsbation 
Residential Care Services, ICF/11D Survey and 
Certification Program 
PO Box 45600, MS: 45600 
Olympia, WA 98504 

Telephone: 360-725-2419 
Fax: 360-725-2642 

W 440 483.470(i)(1) EVACUATION DRILLS 

The· facility must hold evacuation drills at least 
quarterly for each shift of personnel. 

This:STANDARD 'Is not met as evidenced by: 
Based on interviews and record review the 

facility failed io conduct.all r!Kjuired quarteriy fire 
drills.· •• •. 
This plaqed 32 of 32.resiqen!s at risk of 

• Inadequate response to fire or other emergency 
evacuations. 

PRiNTEO: 07/3112012' 
.FORM APPROVED• 

0MB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION' 

,A.,B.UILDING, 

()(3) DATE SURVEY 
COMP_LETED. 

il.,WING ____ ~---- 06/21/2012 
STREET ADDRESS; Cf!'(, STAJE, ZIP CQOE 

RYAN ROAD 
eucKLEV, wA e~a21 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECJ!ON 
(EAC!i CORRECTIVE /ICTION SHOULD BE 

CROSS.REFERENCED TO TilEAPPROPRIATE 
DEFICIENCY) 

WOOD 

W44D 

_:,. 

. \IV _440•Eva.cuati9n Drills 
PAT C Attendant Counselor Manageis will be 

ln,servlced on the re<jUiremen/ of m011thly fire drills· 

!and rolafng shifts completed by thelr_slaff. 

PERSON RESPONSIBLE: DDA 1 

,MONITOR: DDA2 

(X51' 
COWL.ETION 

DATE 

08/21/1~ 

) 

Any deficle_ncy statemeril·endmg wi1h aristeriok <:') denotes a deftcle_ncywhlch the Institution may be e,(c'used ftom correclipg plllVldlng ·It Is detem,ined that 
other salsguard& pJOVide-sufficlent prole<>llon to llie patlonls. (See lnstruclfons.) Exl;ept for nursing homes, the findings staled abcive an, dlaclosable 90 days . ,(' 
following the date of survey whether or ngl a plan of conectlon Is pn,vlded: For nullllng,homes, the abo\18 findings ·and plans of cotn,cllon 8'l' dlscl~ble 14 • 'i 

'following !li• date these documents anm\ede avanable to the facility. If deficlencias 818 cited, an app!J>Vad plan al correction _Is requisite to continued • 
,ampwllclpation. " • • • • 

--~------- .•-·-···· .. ···-···· .... - .. 
FORM CMS--,(02-!19) Previous Vemlona Obsolete Even! ID:41AE11 FacllllylD:W~ If continuation Ghaot'Page 1 ol 2 
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RAINIER SCHOOL PAT C 

.(X1) PROVIPERISUPPUER/CLIA 
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(X4) ID 
PREFIX 

TAG ., 

SUMMARY STATEMEITT OF !iEFICIENCIES .. 
(EACH DEFICIENCY.MUST BE PRECEpED aY FULL 

REGUIATORV OR LSC IDE!ITif'Y!NG INFORMATION) 

(X2) MlilliPlE CONSTRUCTION 

A BUILDING 

B,W!NG ________ _ 

'STREETADDRESS, CITY, STATE, ZIP CODE 
RYAN ROAD_ 
BUCKLEY, WA 98321 · 

PRINTED: 07131/2012 
'FORM APPROVEO 

0MB N0 .. 0938-0391 
(X3) DATE SURVEY 

• COMPI.ETEO 

0S/21/2012 

PROVIDER'S PIAN OF CORRECTION . 
(EACH CORRl!CTIVEACTION SHOULD BE 

~OSS-REFERENCEQ TO THE APPROPRIATE 
DEFICIENCY) 

.(X5) 
COMPLETION 

DATE 

W 440 ·continued From page .1 W 440 
Findings Include: 

The facility failed to conduct any night shift fire 
drill. for the fourth quarter Qf 2011-for the cottage 
wilh address 10j0 QC, • ·• 
Th1;1 facility failea to conduct any night:shift fire 
drill for the first quaiterof 2012 for the cottage 
with acldre:ss 1040 QC. . 

W 448 483.470(i)(2J(iv) EVACUATION DRILLS 

The facility must inv!lsflgate ail problems .. Wilh 
evacuation drills, including accidenll!, 

This StANDARD is not met as ·eVidenced by: 
Based on intervjews and record review lhil 

facflily faUed to inve.stigate why two quarterly lire 
drtUs we~ not conducted. Failure ~-Investigate 
why the fire drills did not-occur pieced residenlB at 
risk of injury or death ·in the eve.nt of a·fire or other 
evacuation em1;rgency .• 

Findings include:, 

The facllity failec:I to conduct any night shift fire 
,drllls for the fcurth quarter of :1011 for the cottage 
with address 1010. QC,. , 
Th'e facllity fa!led to conduqt ant.night shift fire 
,drill for the first quart~r of 2012 for the cottage 
with address 1 !)40 QC . 

. The DDA2 wa~ aware th8$e quarterly fir drills 
were not conducted when ihe lire drills were 
audffed beginning-of lhl\l next nionlh and had staff 
forthese cottages retrained. 

RM CMS-~7(02-W) Pte'1ouc Ven,~ Ollaolete EwntJD:41AE11 

.· 

W448 'I 
W448 .Evacuailon Drl!ls • 

ODA2 wlll lnijilement a monthly QA of evacuation drllls 

FoclHty ID: W/140000 

. PERSON RESPONSIBLE: DDA2 

MONITOR: Sup\ 
• • : / 08/03/2012 

·•· 

'c;onlii\uellon ohoet Page 2 of 2 
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( 
STATE OF WASHINGTON 

DEPARTMENT OF SOCIAL AND HEALTH SERVICES 
ICF/MR Survey & Certification Program 

1949 South State Street, Tacoma, WA 98405 N27-23 

March 15, 2011 
CERTIFIED MAIL 7007 1490 0003 4205 6961 

Neil Crowley, 'Superintendent. 
Rainier School PAT C 
·PO Box 600 . 

;,::,,i,2/·~ .. :· :,~~-u~:!<J~J:~f'..,~~,.~}~~1;~;:.:/ ... / .,..:,: .. :-,:::;., (· .. ,,,:.,: ,- ,:;, :c·,_;\::··, 
RE: Annual Recertification 

_ ,' _ . ··~ . ..§/+.7/201.1 _t~rougjl !3/30/20\1 __ . ... .. . . - . .. ------ ,,. .. ... 
Dear Mr. Crowley: 

From 6/27/2011 through 6/30/2011 ICF/ID survey staff from the Residential Care Services 
(RCS) Division of Aging and Disability Services Administration (ADSA) conducted a 

. recertification survey at your facility to determine compliance with Federal requirements for . 
, ICF/1D·facilities participating -!n the Medicaid program .. The .CMS 2567 S!ate[Tlerit. of_ 
·- ·;·" ." -;'.--Deficiencies for the· recertification survey is enclosed. •• • . '· • -.. • ,._. • ' 

\ 
\ 

{ 

Plan of Correction (POC) 

You must detail a·PoC on the enclosed original CMS 2567 form for all deficiencies. Your POC 
must at minimum address each .of the bulleted items below. • 

• How the facility will correct the deficiency as it relates to the· resident; 
• How the facility will act to protect residents. in similar situations; 
• Measures the facility will take or the systems it will alter to ensure that the problem does 

not recur; • . . 
• •. How the facility plans to monitor its· performance to make sure that solutions are 

sustained; 
• Dates when corrective action will be completed (no more than 60days from the last day 

·of the inspection); and • • . 
• The title of the person or persons responsible to ensure correction for each deficiericy. 

You must also send the original 2567 form with your POC sigi:ied and dated to the Manager 
below no later than 1 O calendar days after you receive this letter. Failure to submit ai, 
acceptable POC by the 1 Olh calendar day may result in the imposition of remedies. 

Robert McClintock, Quality Assurance Administrator 
ICF/1D Survey and Certification Program 

Residential Care Services;Mail Stop: 45600 
PO Box45600 

Olympia, WA 98504-5600 
Office (360) 725-2419 Fax (360) 725-3208 



Neil Crowley, Superi: 1dent 
August 15, 2011 
Page2 

RCS will use the POC as a part of the basis for verifying whether the deficiencies have beeri 
corrected. If you modify your POC after submission, you must immediately notify the above 
office in writing. Any POC moc,lification must address each 'W' tag number with related 
details about any modifications. • 

Informal Dispute Resolution (IDR) 

You have an opportunity to question cited deficiencies and/or state actions initiated In 
response to them, through the state's informal.review and dispute resolution process. 
Unless you become entitled to a federal administrative hearing following imposition of a 

• federal remedy, this will be your only opportunity lo challenge the deficiencies described on 
CMS Form 2567. • • 

' . ' ' 

. : . . To r!'l-quest ~n. inforry,!'1I. disput~_re~o!1:1,tiCl_n _(l[!R) _(lle~tirig~ P~'!!ie.g.5tng YRY! wr\\L~Jl~H,~~!:.1~;.;pg,;'.~:.·: i.~,;,.,,:i:-~,: 
'"'.,.-,-__.: :-,Rooeirt Mccnntoc1t;UA·Aamin1st'r'a!or; Po B'ox.liseoo;ofymfiia',~11mgtoii1is504~s6□□. 1r·· ··-· - • ·: • • • ''· 

• you request an IDR, you must still submit a POC within the time limits described above. The . • 
·written IDR request should: • • • • • • . 

' ' . :: : . ' . 

·$ Identify the specific.deficiencies that are pisputed; 
• Explain why you are disputing the deficiencies; 
• Indicate the type of dispute resolution process you prefer'(face-to-face, telephone 

conference or documentation review);and 
• Be sent during the same 1 D calendar days you ·have for submitting a POC for the 

cited-deficiencies. .,.. - ·· ;'_ . · •, - • · ~.;;. ··.. •• .. ;~ ' : • • • :_ • '.' 

During the informal process you have the right to present written and/or oral evidence refuting 
the deficiencies. An incomplete review and dispute resolution process Will not delay the 
effective dale of any enforcement action. • 

. . 
If you have any qu~slions concerning the insti'Uctions contained In this letter, please contact me 

• at (360)725-2419: 

Enclosures 

cc: Janet Adams, DDD 
ICF/1D File 

Since~{~· 

- Robert McClintock, QA Administrator • 
ICFnD Survey and 'Certification Program 
Residential Care Services 
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(X3) DATE SU!IVl:Y 
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(X4) ID 
PREFIX 

TAG 

SUMMMY STATEMENT OF DEFICIENCIES . 
(EACH DS'lCIENCY MUST BE PRE CED~ BY RJLL. 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

W 000 INm/>iL COMMENTS 

.Department of Social and Health Services 
Aging and Disability S~l)llcel!l AdministraUon . 
ICFIMR Survey and Cer1;ification Program -, 
1949 South State Stree~ MS: N27 ·23 
Tacoma, WA 98405-2850 . • 
Office Phone: (253) 476-7171 
FAX: (253) 593-2809 
483.420(,;i)(10) PROTECTI.ON OF CLIENTS 
RIGHTS • 

The facility must ensure· the rights af all clients. 
Therefore, the facility must·ensure that clients 
have access to telephones with privacy for 
incoming and outgoing local and long distance 
calls e~cept as ·contraindicated by factors 
identified within their individual program plans. 

This ST ANDARQ is not met as evidenced •by; 
f Based on observation, record review and 

' 

(X2) MULTIPLE CONSTRUC'TION 

A. BUILDING 

B.WING ________ ~ 
08/30/2011 

STREET ADDRESS, CJTY, STATE. ZIP CODE 

ID 
, .PREFIX 

TAG 

RYAN'ROAD • 

BUCKLEY, WA 98321 

PROVIDER'S PIAN Of CORRECTION 
(EACH CORRECTJVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) . 

WOOD 

W135 

' i •, . 
F, ;......'..:. •. •• , . 

. ' 
_: .. _ 

. ()(5) 
COMPLET10N 

01\n, 

l

• iriter.ilew, lt•was de~did not 
allow Residents at __ a phone· 

LABORATORY DIRECTOR'S OR PROVIOER/SUPPLJERREP~==A:,;:T;;:IVE';;;;;;S'::s1::::G7:NA:;::T:cU::::R;:,,E-__,_ ____ -:;T;;,;lT:cLE;:--~------.-. -':::'.x6)::-DI<=.,,::::_--' 

. ✓ ] . - - _;....., ..-1',,,..;.1: t//>4//i 
f ... ·"•ficienoy statement ending with an asterisk t")fialenb'f.os fidenoy which lhe lnstitull(/11 m. ay ba ex&sed. from correctl~g providing It is de\erm(ned that 

afeguards provide sufficient pmtecilon lo the patio . Sl!e lnstJiicttons.) El<cept for nursing homes, the findings stated above are dlsclosable 90 days 
19 the dale of suivay whether or not a plan of c ct ion Is provided. For nursing homes, the above findings and plans of correction are dlse!osable 14 

-~Y• following;lhe _date these documents are_,made allable to the facility. -If deficlencles·ars cited, an approved plan of correction is requisite 10 continued 
program partlc1pat10n. •. . • • 

FORM CMS4567{02·98) Pt'l"iaus Ver,lons Ob~•I• Event I0:152L11 faci!lly ID: WA<0090 If cantinuatlori sheet Page 1 of 6 



DEPARTMENT OF HEAL TH AND HUMAN SERVICES • • '"i:oRM Ari>Roveo 
0MB NO 0938--0391 CENTERS'FOR MEDICARE & ME[ ...,\ID=S=ER..._V'"'IC,.,E.,,S.,___~-----

(X2l Mut.:nPLE CONS7RUCTIO)'l rATEMENT 9F OEFICIENCIE$ 
ND PLAN OF CORREC"llON 

(Xl) PROVIOER/SUPPUl:RJCLIA • 
IDENTIFICATION NUMBER: 

(X3) DATE SURVEY 
COMPUITED 

A.BUILDING 

50G047 
B.WING ________ _ 

06/30/2011 
IAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE 

RYAN ROAD ' RAINIJ':R SCHOOL PAT C 
BUCKLEY, WA 98321 

()(4) JD 
PREFIX 
TAG 

• SUMMARY STATEMENT OF DEFICIENCIES t 
(EACH DEFICIENCY MUST BE PR!':.CEDEO BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

• ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTJVE ACTION SHOULD BE 

CROSS-REFERENCEO TO THE Al'PROPRIAT.E 
. DEFICIENCY) 

W 135 Continued From page 1 W,135 _ W ~35 Protection of Cl/ants Rights I · 
Fa~llily wHI ensure !hat a seoond !1<ln-desk phone.ts! 

available for residents to use for prival!'J',:,0.'!8 caUs. j 

which maintained privacy and no distractions. 
Only the phone at the staff desk was avallabl!! 
for Resident use. Findings include: 
~111 revealed Resident#12 at 
---.tJid not have access lo a . 

""-· , phone w_h,ere hi: could. !al~ privately. Resid;n,t #1: ==-.,.,, E~l'l:iS~~~PJ.'!.~~6.~ ~~~ cq~~lor ~ag~rs .. , , , ..... 
... r,....,..,. ... w_ as:1a11.-;n"to,h1s a1J11s,£ln,~.pf:1one,located;.at.the-,. =-~"'--.. T~-~-~~ .. ~=-.-.,,, ... , v~c. ·>·,,cw·-~---,,.. • ,v ... ' .. , 
, •• ~,,.,.,. 'siairil~fheslalf esk'!ltlo~teiffn1Fiemiffdie' -~ """,~-~---•~ =--~NITOA: Area Dlrectar ' ' ' >-~ees-

of lhe living area of the house. Resldent#12 . , . : . . I .. 
,, ·."c.·,-'.·· \."'.2S)Yi!lf! to mak!J,alf.anf!~f!l~ls lg Visit wit~ ~i~- ,;- ·,:r.,:,, :. .. ·.'. , . .. .. ' .. ; ·; -;- .. ·"'· ,., Compleiion!oati 0/1 l 

aul)t'.: There. were se. veral staff-and ·residents ;- .: ·.• • .. • . • ·' :· • • • - 1 
.congregated In the area while Resident#12 was .. 
trying to talk on·the phone, Staff were talking , 1 

·=~~i~t~=::=el.~==t~nt in > ••• __ ,,,w.,<.m~~sl--~1~"""-l!!!~r<'l 

private. Staff made no attempt-to lower their • Train an sllilf 011 sop 3.03 cI1en1 Rl~ht,; ! 
voices so Resident #12 could hear his aunt A Aasident 12 win have access to a cordless phone. 
~esldent was walJ(lng around the living .area .an~ .. fo\ P.flvaio llti~ou calls per ~(11'._ ~:~S:Jfent Flights, 

.;.. •• .. banging on the walls. Staff made no attempt ta ,11,9pt lolha opportunilyfor'persohal pnvac:y; rlghttc, 
.. quiet the Re.sident ·so Resldent#12 could hear. pllvacy·du,;i,g'ii'ealrnoni-o1pers~~;~-~~ ' 

his aunt: Resident #12 was· observed covering ancfconleien""5;'J' . • ~•· 
one ear with his hand and repeatedly stating to • . . , 
his aunt that he could not hear. Interviews with 
Resident #12 on 6/29111 and staff verified the 

• only phone available for Residents to use was the 
one.located at the staff desk. Resident#12 
stated ha wished he could talk on the phone in 

PEFISON RESPONSIBLE: Attencjant Counselor Managers 

his room where it was quiet. 
W 247 483.440(c)(6)(vi) INDIVIDUAL PROGRAM PLM/ 

Tha individual program plan must include 
opportunities for client choice and 
self-management , 

This STANDARD Is nQt met as evidenced by: . 
Based on· Observations, Interviews and record 

reviews; It was delenTiined staff at 1050 Quinault 

W247 .. 

~M CMS-2567(02"89) Previous Versions ~lete· Ellem 10;1521.p Facilily ID: WMllO~ 

.. 

MONITOR: Area Director 

.j 
compl~tion:· 09/.10/2011 l 
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IOENTIFICATION NUM~ER: • A BUILDING . 
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SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULA tORY OR LSC IOEIITIFYING INFORMATION) 
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PREFIX 

TAG 
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DEFICIENCY) 

(XS) 
COMFLETION 

DAlE 

W 247 Conllnued F.rom page 2 w 247 
W 247 I11\1illidual Program Plan 

Court-(QC), without management staffs' Thu Individual pr~raJTI-plan will lncJUde opportunities ~rl 
knowledge, locked snacks in a closet and only. 1 
they had keys to unlock il So, when Resident #11 cnent choice and self-111anagemen1; The locked cabinet. ~ . 
wanted a snack ha had to a$k staff to unlock the on 105Q noU!letttat!X)(rtained cnent snacks will be.\l!llocked.: 
closet, even though ha was capable of getting the - 9n,eirts \hilt want lhelr P,~rsonal snacks secured from I 

· • snack himself if the. ca pi net had not been locked. . other ollan!s wlll ~•v• a plan devel~Ifi by'~ l!)T that . 

~
;,.._""..,C,;..~'; ~I tqe,,\!ltl8G,a]l\l~!J2,l);meaf_otls10.4.0.QC. sta_ff,;;,.;;:; ;.;,;;;c,.T~, ,,; Fa'l~.jclure/"' ~.'1",2:l'~~~~r-"!..~~!f.,1J.'~. ,,"!:_.~:•. , . •. ~,),;';ic#;/:·'"'..·;-:;'i. • .; • '. 

~--·'"""'-· ""£~•-··· - ~-,,•·-·------·•-£ -- ·~••n•11.c~ ~n1·•=ess·•-=~-.,- • ---~--. ~___: .. ••. - - .uisfie up1ooi:l'th - ·naillJeen prepared at·ffie---····· '··· '···'..:.••··, .. •~~.:·.-.,, '"' .:•w ~ . ,•;·.~•~•~·;,:;.;': • • :..::..'.:•:-· 
... main kitchen and ga\'.e ii to Resident #7 and 10 _ . - • PERSON RESPONSIBLE: Att•n~anl Ccunseklr Manager/HPA . -

. . : .,··:: .: 6thernon-sampleResiderils.wlthoufaskhi"1ftfiem·· ··:·· ;: ···-··· - ·.---:•,····· .,. :.. .... ·: • · ••. :· ·:·. •. .. •••• 
,·:/,:•::~ :\ whaitifieyvia'nted io· eat' eve1i' though the facility' • •• • • •• MONITOR: Area Director 

had trained staff to encourage and offer choices • I • • . l • • 
during.meals. Slaff did not give Residents the • • _ I . _ _ . • ·: Completlr:n: 09/22111 

l
,~-~~F ~;-~:::;:fr!~!!~~~~ ~~~'b,¥. __ r,.,, ... -- -~""1'.l'""""'"~T-... "'"" 

. • ,iccess to snacks.and determine whatthey want • _ w 247 ln~Mdual Prt>grmn Plan 1- _, 
to eat for their meals prevents Residents from . • • • 

' ' fn~~~~!~n,~ .~h:f.~}"._'.l what to .e~l ~l~~irgs,, . ,. __ - . •. All maff will ba ~trained on olferi!'!,I meal chok:es app~p,lately ! 
.. , . . • ·.':: !. ; -i;'.". • ! : . . u~g newly developed "Wh)I ls<?1Jol9.~.':1aklng Important" ~Un1culUJ!J. I 

1. Observ°atio~ on 6/28/11 and 6/29/11at house- PllASON RESPONSIBLE: Attendani COunselor,Managar . 
evealed Resident #11 was· • • • 

·-· ·-·-· eating oookie,i'and drinking chocolate milk for his MONITOR: Area Directo'. 

morning snack. When Resident#11 was 
•finished, he asked for roore cookies. Staff went 
to a closet mark~ "dirty laundry" and opened 
the locked door using a key. Staff got out more 
cookies and relocked the door. Staff then gave 
Resident #11 the cookies. Observat\on of the 
closet revealed it cont;iined cookies, chooolale • 
syrup, ja/fl, cereal and other snack and 
condiments. None of these items were observed 
·to be in the kitchen cupboards. 1'eview of • 
Resident #11 's on 6/29/11 ftle. rEsvealed there • 
were no documentation that indica(ed Resident 
#11 should not have' free access to snack and· 
condimenis or that snack and condiments 
needed to be in a- locked closel An l!Jterview with 

'ORM CMs-2561(02-99) Previous Ven;lons, Obsolot• Even!ID;152L11 

{ 

.. Completion: 09122/11 

' • C . ' •• I 
Resident 7 and 10will ba presented mea.ls using choice.. . . 

.. maldng curriculum and dinning ""~P'." : I 
1040 slaff will be !rained on Resident 7's dining serf pt•; 

. . I • 

PJ:RSON RESPONSIBLE: Attendant Counselor Manager, 

MONITOR: Area Director I 
Completion: 09122!11 

·/ . I I 
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·11TEMENT OF DEFICIENCIES (X1) PROViDER/SUPPUER/CLlA 

FORM APPROVE:O 
0MB NO. 0938-0391 

IO PLAN OF CORReCTION IDENTIFICATION NUMBER: 

50G047 
AME OF PROVIDER OR SUPPLIER 

'lAINIER SCHOOL PAT C 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEACIENC'(MUST_Blo PRECEDE,!) BY· FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) . ' 

W 247 Continued From page 3 , 
the Attendant Cpunselor Manager on 6/30/11 
revealed he was not'aware the p snack" closet 
was being locked by the staff. 

(X2) MULTIPLE CONSTRUL'TION (XS) DATE SURVEY 
COMPLETEO 

A: BUIWING , , -------,----

a:wrNG ________ _ 
06/30/2011 

STREET. ADDRESS, CITY, STATE, ZIP CODE. 

10 
P.REFIX 

TAG 

RYAN ROAD 

BUCKLEY, WA 98321 

PROVIDER'S PLAN 0.F CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROS5-REFERENCEo TO THE APPROPRIATE 
DEl'ICIENCY) • 

W247 

COMP~TION 
DATE 

of sample Resident#7 at - . 
.. ,_... • > _ • .. -· n..a~~Q. W~t~r ahd~n.~~. ~~:'.f A ... ::f:~+~~~=-~~~k~ .. :~¥1~~ ~.:22.:~.::::::~ .. ~~,~( :~·: :~..;. _. 
.. ,-:-"' ., ./312 1 _clur1ng ·Iunch revealed·sta p acec/Too~ ··,:=c,·:- ·-,-- - : c: -- -- • • ~ • .cc.-."•"":'.'·"'" ·::·· •h···· ~ • •-·••.-,., - • .,. ----

from the kitchen cart Into serving bowls and -. . ; • • 
·- . _.. Pla:ced:!~ei s~rvirig btlwls onto a rolling·carr- Th_f! . •• • • ' • ' ' :· 
,_ :· -. ,' staff theii rdll~d the cart into the dining room and ,-.-.-' ·' •• ~ .. ;·._ :-,-,.·:-1-_;" 

served all of the Residents. Resident #7 and the 
1 o other Residents were not encouraged to asslsf 

!'."5""""'1'~~faeptti~~f~~~w~ -- - -. ·-· -e;=;,1w~---{, ~ ...... ~ .... ~tt."""'~-m'~~i*tt...:.t.~ ~.:@..:'EH~..89.~~ :~ 

putting the bowls onto the rolling cart The only 
food on the c;art was what c'ame from the main 
kitchen and there were no other food ttems from 
wliich Resident #7 or other Residents could 

_.,. ,,..: _; • choose in lieo•of-whatwas offered through the' ;' 
facility's, main kitchen: One staff did stafe, to '· 
Resident #7,and two other. Residents at the table, 
that they could have other "9hdices" . HO'll'ever, 
there were no other chol~es readily available and 
neither Resident #7 nor the other Re~idents • 
responded to the comment and did not show any 
sign they understood they could have food other • 
than what was on their plates in. front of them. 
Observation pf 1 O additional Residents who were 
in the dining room during the same meals • 
revealed there were no other types of food out 
(where Residents could see it) from which they 
could make a choice from. Review on 6/29/11 of 
Resident #Ts Comprehensive Functional 
Assessment dated 10/1 ~/1 O, revealed Resident 
#7 indicates choices by pointing to or reaching for 
!he desired items. An interview with the 
Attendant Counselor Manager (ACM) on 6/29/11 
confirmed that the bulk of the Residents who live 

iM CMS-2567(02-99) Pr!M()us VeBlons Obsolelo EventlD:152L11 

' , . ,:.! 
I •• 
i 
·-

If continuation sheet Pago 4 Qf 6 



• D.EPARTMENT OF HEALTH AND HUMAN SERVIC::E~ 
• CENTERS FOR MEDICARE & MEL _,,,,ID=SE""R=N'-"IC=E"'S~--r-~----

lsTATEMENT OF DEFICIEN,CIES 
' ~D PLAN OF CORRECTION 

()(1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATidr-1 NUMBER: 

(X2) MULTIPLE CONSTRUCTIDtl 

A BUILDING 

(X3) DATE SURVEY
COMPLETED 

( 50G047 
B. WING ________ _ 

06/30/2011 • 
NAME OF PROVIDER OR SUPPLIER 

RAINIER SCHOOL PAT C 

()(4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH OEflCIENCY MUST BE PRECEDED BY FUU 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

W 247 Continued From page .4 • 
at the house and in particular Resident#7 make. 
c;:hoices visually (need to have the item/sin front 
of them) as they do not h~ve the cognitive ability 
to-understand choices they cannot see or smell. 

, STREET ADDRESS, CITY, STATE, ZlP CODE 
RYAN ROAD 
BUCKLEY, WA 98321 

ID' 
PREFIX 

TAG 

W247 

• PROVIDER'S PLAN OF CORRECTION 
(EACH CORREdTi\iE ACTION·SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
' DEFICIENCY) • 

She also stated all the direct care staff had been , 

(XS) 
COMPLETION 

DA'fl! 

trained to. offer Residents choices and that the ~ . 
. ~-"~;J'j!i0jce54i_i:tould~tieJeadilY'availab1il;.l;D\the:.~~f,•~~~--·-'" ;"~"'-~,- '"'¾.• ·-~~-~- :.c~. =-~ 
:,~:"=~: ·Res1aent~fcoli1a s~i!'thei'ri:~.:.~~,.,.;-~~➔~.-i';~~~!~ :~~:...-z=.g :.:- -":'·•!.d£~=-~l~~~~r4:~~-' ' 

W 440 483':470(i)(1) E:VACUATION DRILLS • . W 440 , - _ . • ··-y-· ~ ,,. ~ 

• - - ,

0

The facility must hbld evacuati~;drills''~(least "· C ,' ·:--':c, .:,:
quarterly for each shift of personnel. 

.. ~z;.;;i,;:tiA - i' '1?""'/~"!t'e~-""7'';;,,: ::--~~ 

I : • · • This STANDARD is not met as evidenced by; 
Based on observations, interview and record 

review, it was determined the facility failed to 
.. ·have aJransition plan whereby, they cpuld assure 

- • • .. -· • .. .that'an .outgoing Attendant Counselol Manager • 
(ACM) provided the necessary dcicumentalion • 
that the monthly fire drills had been conducted 
per-their standard Operating Proceclure, for 1 of 7 
houses (1Q40 Quinault Court), to the incoming 
ACM. Failure lo develop a transition plan resulted 
• in the facility not !<newing if.the required fire driUs 
had been conducted. Findings inchlde: 

Revh;iw on 6/27/11 of the annual fire drill ,reports 
reveal et! that 1040 QC did not have 
documentation that a fire drill was conducted 
during the day shift during the quarter of January, • 
February and March of2011. lnterviewwiththe 
ACM on 6/29/11 verified no documentation 
verifying the drill could be found. She further 
stated that she had recently Ua!ken over the 
responsibility of managing 1040 QC and that the 
outgoing ACM liad retired and that the fire drill 
report could not be located. Therefore, she could 

FORM CMS-2567(02-9~) Previous Vel'Sloni; Obsolete Event ID; 152L 11 

( 

.. 

Area Ol~ector will establisJ, a chOOklist to en Sure that fire drills\ 
~r~ reca,~~-~-by_Ad~i.nistratl~n .pet;SQP. RSC receives drill, I . ; 

~ ensures ::appr9priate do:cume_!ltsi~~~~~~~ed, sends to area\ • ...... : . 
di~lqrfor review and signature,ionca signeq.1 • 
.'sends copy to safety and PATc' • 

secraiaiy for filing in master me. . 
' .. '· ., . 

, Pl:RSQN AEPONSBILE: Ar:• Dire"'~/ . 

' MONITOR: Asst Superintendent . -· I. 
Completion: 09/J0/11 
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m PLI\N OF CORRECT10N 

IAME OF PROVIDER OR SUPPLIER 
.. 
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IDENTIFICATION NUMBER: 
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(K4) ID • 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
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W 440 Continued From page 5 

not !ell if the fire drill had occurred. 

(X2) MULTIPLE_ CONSTRUCTION 

A~UILDING 
: COMPLETED 

,B.WING _______ ~--
06/30/201.1 • --i 

STREET ADDRESS, CITY, STATE. ZIP CODE 
RYAN ROAD 

BUCKLEY, WA 98321 

ID 
PREFIX 

TI\G 

W440 

PROVIDER'S 'PLAN OF CORRECTION. 
(EACH COR.RECTIVEACTJON SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
• DEFICIENCY) 

IX5) 
COMPLETION 

DATJl 

~--~~-~~~~~ :~1:~~-~~~~~-~%~~*--~~'.~f.~''.?~~f;~~).f.:'. ~££!,;' ~4~~_:(ii(Ji~$tf~i,~21:i~~i.~¥.5[i~~i?r\j~~;~f-~.~:-: ~~~ 
.; ~···· 

. ' . ~~~~~~~~0;:?;!_filf~l:h 

. ·-..:• :..·:,. ,-,- --,., -. ·.,;·1;:· - ·'-
··. 

~, I .: ; . .. 
; 

' ·.• ... -- ·-· ... -
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( 

3.03 Client.Rights/Griev~nce Procedure 

.Effective: 7~1-05 

1.0 .INTRO~UCTION/PURP.0SE: 

This. procedure recognizes clients' rights, a process ·for modifying the rlghq; of 
·.clie~ts, iind grievance. proced.\Jres and advocacy. 

• .. - •• ·Civil Rights,c Rights.beldpging'tp a person byvirtue·ofhis or her status as·a citizen 
,' .... , i. pr as_a·Qiember,-,9.r civil .sod~ty_ . .(b~se~.iJ').la\lV); • • ., · •:· • ·, . . ; .. . . . .- .... ·- .. ·- ~. -"-/ ... . -~ . . " 

:. Humao Rights - Rights belonging to a person by virtue of his or her humanity. 
q,~~rzjy'f#~ .,*· :i c& ·-.. :;,:;;;,s_~#Afi., ' +;@~- ·w ""™½-¥¥ii-½#i¥if¥Ai ms·; -_ s..z-rm- g. ........ r;f, vc:1 

Protection .aod Advocacy System - An agency developed as a result of.state· ani! 
federal legislatlpn to protect the legal and h!Jman rights of individuals with 

• developmental disabilities, such as Washington Protection and Advocacy system 
!WP~S);F"'c; .. ,, .. .:,.-.:. ........ ,.\".:.··;, .. ··- • • • 

- ' ••, •• • •~,-.. I • • 

3.0- GUIDELINES: 

Cilents of Rainier Schqol have the same ba~ic hµman an4 civil rights as any 
other citizen. • As clie'nts of ,a facil'ity for the developmentally disabled w~lch 
meets certain requirements established by the federal government, cllents have 
additional very. specific r'ig.hts.: Although the degree. to·which any 9f these rights 
will be exercised ma.y vary In rel.ation to each client's indiVldual disabllity and 
reqt,Jire_d trea~ment, the right itself Is never lo'st, Any law, rule, or procedure 
modifying •or intruding upon these rights will be applied reasonably and with 
sufficient safeguards. (hearings, .notices; et. al) to ·ensure that the individual is 
Jiealt with fairly. ~n· situations where it has been determined that: a client is 
incapable, pf understancli/]g his/her rights, the client's guardian· is advi.sed of 
these rights. Where no ·guardianship exists; an advocate niay assist the client In 

, the preserv.atlon and maint1:1h.ance of the client's rlg~ts. . •. 

Clients' Righti!il 

Right to be informe.dof'clients' rights ;.md responsibilities; 

Right· to.•exercise rights.,as a client·of th~ facility, and i=!S a citizen· of the 
United States, Including the right to vote, unless otherwise amended' ·by 
·court order; 

Page 1 of 5 pages 



SOP 3,03' 

Subject: Clients Rights/Grievance ,Procedures 

Right of access to the courts; right to counsel, including the· office of the 
Washington Protection &-Advocacy System; and the right to obtain. private 
legal representation; 

Right to voice grievances and to recommend changes ln procedure and 
services; 

Right to partlc;ipate in the development. of the Individual Habilitation Plan 
identifying needs; in the design of programs that mll_et those needs; and to 
participate in the selection. of .. alt(;!rnatives to the program(s) he or she 
rejects; • • • 

Right to be transferred or discharged only for good cause of the cfient; • 
• • -4. • • . . 

(,; ;,.=, --•.:~-.•'.• ~•• •~•••;• n • • 

Right to ·medical treatm~~t; 

~~Jmsm#:W.!$™w~nt't~18/me'ff-~tn~'ff.Wii:16~ah'1:P{~Weff.:K~s.-'f1ii~1~4-•7Zt_~ 
behayior~I statu?; 

Right to be Informed of an/attendant risks of treatment; 

: ~Rf~ht. t~,- ~~~~-ie .. ~;-.-t~ withd~;~,{-~~;~·ent :i~~ing a~:;··~;di~ar'ci'r .. habllifotive 
treatment; to refuse or to withdraw from research projects; 

Right to be free from drugs and physical res,traints;' right "i:o treatment to 
reduce dependency on drugs and physical restraints; . 

Right .to the opportunity· for .. personai' privacy; right ·to privacy during 
treatment, care of personal needs, and .conferences; ' 

Right that all information contaln~d in personal records will be kept 
• confidential and discussed (only with those who have-a need'to know) in a 
confidential pnd private area . 

. Right to be free from qny physical, verbal, sexual, or psychological abuse or 
punishment; • 

Right to adequate housing, food, and clothing;. 

Right to. retain and use· personal possessions and clothing; right to dress in 
one's ow~ clothing each day; • 

Right to decline search of person or personal belongings or premises; 

Page 2 of 5 pages· 



SOP 3,03 

Subject:. Clients Rights/Grievance Pro.cedures 
' . 

Right to communicate, associate, and meet privately with individuals of his 
~r her choiee; •· 

Right to send and receive unopened mail, including mail that may appear to 
contain legal documents in which case the social worker will accompany the 
cllent to the Mail Room for in~person delivery, except that PAT A client mall 
will be delivered directly to the social worker who will assist the cl!ent; 

' . . . 
. Right of access to telephones with privacy for incoming and outgoing calls; • , • 

Right of opportuAity to partic:ipclte in social, religious, and community group 
activities; • 

Right not to· be compelled to perf'orm • services for the facility;. right to be 
compensated at prevafling wa_ges, and· commensurate •with abilities for any •. • • ... · .. 
work performed for the facility; : . . 

~it"~.,,-.. -;g. --~· la""'~""·~•--!r~ll,;;:-"'""'"';;;,~.,.~ ... iii:· -i'/'~111nil"o9les~trdfi~~mrraFhitc'.i,:1i:;~&¥~?~-~t~~---,&h,; ·~~ 
• extent of his or her capabilities; and • . . 

( 

Right to p~rsonal sexual expression as defined by l:lje IHP and legal status. 
£_.-,--.: .. :f, \:.: .• .c ·.··; --:·•.'.":.".,..:.., •'~~-.<.. .. ; - .. ·_:. :' ·- '. • . - -=,: -~. ·:.:q 

• Informing/Reviewing of Client Rights 

Informing clients, parents,·. and legal guar!=llan(s) is the. responsibility. of the .. 
PAT so~ial worker on at least the following occasJcins: 

Every client, parent, and the client's legal guardian(s) will be informed or 
client's rights at the time of admission. • 

Every client, parent, and the· client's· legal guardian will pe informed of 
clienes rights during the annual development and review of ·the client's 
Individual Habilitation Plar,i (IHP). -

·A client nearing emancipation,., either because of age or legal process, and 
. any Involved family members, will be ~dvised to cons!der_possible need for a 

legal guardian to be ·appointed to provide continuing protection of the client's 
rights: • • 

Notification . 

A scicial worker's review of rights with a client Includes assessment of the 
• individual's ability· to understand, and the e.xpl_anation of rights is to be 
presented In a manner appropriate 'to the indivldua!. • 
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SOP 3.03 

Subject: Clients Rights/Grievance Procedures 

In· those situations where there is no indication- the client has. thEJ ability to 
understand his/her rights and the client has no legal guardian to represent 
hlni/her, a«,tion ls i:o be initiated by the social worker toward appointment bf 
a legal guardian: • 

All staff will actively promi;>te the growth, development, and independence of 
the client. Staff will ensure,clients'righ_ts are Jjrotected/enforced. 

~odifi~tion of Clients' Rights 

Modification of clle.nts' rights may be injtlated as a part of the lndlvidu,;11's IHP 
. process and only when tlie purpose and outcome of the modification can be 

, . . -. , .•• , • • .. ,.- ., .•.~• ... ,. seen .as a_.greater. goo,d,.t;f1i:in c!.bsenc;e of:the 11JR.2!f!Ci'!f:.ti:?.rk .. a ·"· ,, • ,, ,: . "·· ... ,.-.~ ,, ........ _, .... , ... · 
~ ~~~7.\tl;'i~;;;t~::":..!:~7~~~~~~.,,,, ........ ~~:>.t~~~~~ .. "7-.;'..~~;_:-;. .... ~.~~~~~':"'r""·~z~·-"!~, .. ';~~..k:~.: ;~:~:;r~t\*~1r;?"'~-: ._,-·_· :~-.;_;,;_, 

• • • • • • .. • ,•. - Any ~'6dific~tl~~ ~f ~lie~~i rlgti;' ;i,~ii'i;'!! -subject to· 'a -for/n~1 "i-~view"proc~ss • C's, .. •• •. 

as described, • • . · · · · . • .. 
.. ··, · ... -

Grievance Procedures . •, 

!,:"l:f~,1",f~~~~~~ie~1Vs~~~~~!YfiB~;@ttr~§effl.~,ram~r,..".7'.F'""'~ 
member, friend, or int;erested party), has. the right to grieve client 
conditions, client rights, and client treatment' Issues. Each client has the-
right that a grieved issue will be thoroughly processed, . .. .. 

- .... r•---· ••• -•r •• :;;._ - • ._ ___ ;r ~- : .. :• .. -:- . .... - ',.. .. : ·.-~---·.·. ~ . . .. . . .' '... .. . '-· .. 
0 ·-~.- .... -: ... ,.. • Tiie·-soc:iai ·worker for-·eacfi-clle~t who feels aggneved ·wur··liave the· 

responsibility' • to process the grievance until . resolution through the 
9pproprlate channels; ~nd will respond to tl:)e cUent within on~_w_prkirig .. day, 

" •. . . . 
If the client, guardian,. or concerned person Is dissatisfied with the action 
taken to resolve tlie grievance, he/she will be referred to th!;! PAT director 
who will respond within three working :days to the grlevarit. 

If the -client, guardian, or concerned _person continues to be dissatisfied with 
the action taken to· resolve the griellance, lie/she ·will be referred to the 
superintenqent. The superintenclent will respond' within five working days. 

Should there be .no agreed resolution, the grlevant will be referred to the 
Human Rights Committee (HRC) for appropriate review and resolution: The 
_committee will respond to .the grlevant within one working day followlng the 
next regularly scheduled Human Rights Committee meeting., • 

If unable·· to reach resolution of the grievance with the Human Rights 
Committee action, the grlevant may utilize legal counsel to seek judicial 
review. • 

Complete records of the grievance will be kept and filed with the 
superintendent. 

' I 

'• 
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SOP ~.03 

Subject: Clients Rights/Grievance Procedures 

Each client, personally, or through his or her representative, has 
unencumbered access to advocacy. Staff may·not circumvent this access. 
Advocacy may be obtained through Washington Protection and Advocacy at 
1-800-562-2702, Support- Servlces(Formally the. Association· of Retarded 
Citizens) at (253) 383~2643, or People First at (360) 709-9704. 

Clients, or their representatives, may choose to facilitate the grievance 
procedure either through the internal grievance procedure described above, 
through _contacting an advocacy organization, or may choose to do both. 

WPAS/DDD Access Agreement 

. .,.. . .. . In october.1996,,[)Dltand W~_/>.S. signecL9n..agreement outUriing the access 
--- _!i.~'""""'}:':;'l:;;;;,e'.:,s~itnaffederal'law1)r0vlaesro'WP'As1'\Thls'agreeroei1Fc6vers:Z:-'3/;:;:_c;,;,;,, ' • • ·,·c:-:.,,,:;a~, 

Access to records of residents; 
Access. to residents;" ••• • ., .... ::• . 
Access to investigate allegations of abuse and rieglect;. 
Miscellaneous access for outreach programs and training sessions. 

';i::2:.'±~&...£.ifhil:;@"~~~~ ... :,,.~~;£2~\:..~~~~.-·,;::, -.,,-,;s.,7".~•'1'-'s"'!:':~~~~6!a~~.:,~~¥:c-<.a,:i,a.;__.:_.3";);'-:...cc.!·,;c.,.;,._;t,.:..:i:,o:?~,~ 

All Rainier School staff will read and follow guidelines outlined in the access 
agreement (see Appendix A - Guidelines to Access Agreement). 

The social. wgrker _for_ ea_ch. cliel')t_ at Rai11_ier. Scl190! will .djstrib_u~e_ information 
regarding WPAS to· clients, •• guardians, and. fami)ies. arrcf·post printed 
information regarding WPAS as per agreement .. : • 
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WHY IS :..;HIOCE MAKING· 1·M.J.."'RTANT? 

• Choice leads to, pf;\rsonal satisfaction and quaUty of life .• 
• Choice prE\par€lS learners for independence. • . ' 

. • Choice increases- motivation to learn. • .. .• -~ --..... 
•• • · Choice may-prevent probl~m behaviors. • : ,,,.,,:•J. -~.;-'""'-..'.::~--

• Cho~ce gives yo·u power anc;l control ovea: your own hfe. ',,, • 

• There are many types, of ch~ice 
. . 

Ranging from relatively simple ones such as what cereal to eat'to complex ones 
that require individuals to weigh the 'benefits ·of m~ltiple alternatives. 

~.f~~~.~~~~.msim~;t@i~~~~~~~:L'~i~lfut~-¥~:~:::,~#~~~~tM~:~:_.'ii..;i; ' .•• ~:;, ;,,{~~-.,°;, .. -;:.-;,. ;. . ... • , : 

Ctioice is the' act pf selecl:ing~·betw°eeif 2-or' fu'ort'tci'ptim:is:~ciioi'ce""'~~, • c.:, • 

· resu_•,~i~D:;~,_e.~i~~~;~_~f; ·_;,iti~I,1i.~1,i::rti-.':Iifr:,, 0 '.?:+::l~~ :;~:;·:::-·· .. >·;:,;"~ ,.~t ••• : ··' ,,·· .. 
.. . . . 

-lkm.i¾p11fel~#rewnca.,,1?aa,;ence.is.,What,,¼Q!t.Jik~~Js!ti¼slJ;Mt~.&RWl9Il~;1:"""""""..-
. 2. Expression. of coa~rol. Control is t!ie ability to direct activities or the actio11s of • • ' : 

others; • • • •• 

,:,· .. :;- ·,·i:;. .. • f..;=;-·?~~~?·'·,·· ·,~ 5~'fc.. '?i:.f'."c:.;;;··~:--~":,;· .::•_~-(-~.' ':~;,,::.,.: ~ .. :, • . .:_',; •. -,:;:_·_ • ... ~. ( 
Preference .and control ·are. equally important outcomes· if.cli1.:1ice makfng 1sto be 
i:neanirigfui' a person needs to be given opportunities to achieve both. . . . ~ . 

CH()ICE RESPONSES 

Providing opportunities for choice making.is meaningless.unless the individual 
knows how to communic~te a response. Teaching choice making involves three 
goals: •• 

,, 1. Teach learners tiow to clearly communicate their selection tq others. 
i Teach learners that their.selection will result in a preferred outcome. • 
3. Gives ·learners even grei'lter contrql by teaching more sqphisticated choice 

• making skills expanding choice opportunities. • 

Old. favorites quickly become·boring option.s without opportunities to experience new 
things. This is why even if you think you know what a person may choose they are still • 

. provided with the option to make a choice. . . . 

By definition choice meant the opportunity to make selections free from 
coercion. 



Choice Options 

( e types of choic~ made available will influence the indiVidua'i's selection, even the • 
decision to choose at all. Options mu${: be meaningful .. They must be presented in a. 
way that is understood and that results in outcomes that are ·important to. the 
individual~ · • •• 

Implications for J>resenting Choice Oppo_rtunities 
...:. --· 

The following ·impllcatib_ns apply tq 'all choice making ~trategieS. . ~ . 

• 1. Pr~s~nt choice opportunities -within the context of rich, stimulating ·environments 
~ .,, .... ;:;,,;;~~JD.YY.~~t!'l .. tJ]~Jr1~ivid"'1:1el"'rasJr~gueQ( 9pport,uniti~ to. E?'peri_e~ce. ~~w mi;1teri~J~1 , . • • • 

~~"''--~"'act:ivities"anti'eventsr-T!ffi:greafei9:i'\e•experferlretfier:greaterl:1ie"options-f&~•"::(J:¢~~ 
:- .. , -_-.choice making __ ::.: ,. ,-: ...... : '. ......... :. • :·:::.·:--.·.:-- , .. . : • . .. · • . . : . , 

,~t"'.:f,t~f P.~~~~~:m~~i:.11~~[9~:i;:pgj~e 9p~l~n~ ,that, !eadto. preferred events and/or.'control. ": .. , .... 
• Options must be sufficiently motivating to ir:ivite a choice response. : -~ .. :· • .... 
~1~~~€~-2'<~~~~~~~~~"""'" 

. • ·choice making skills. , • · • · • . . • • . 
1 4_. Keep choice making invjting. By definition thoice means the opportunity to make • 

~ .. ': .. - selectioo free,.frorrrc:oercion_. Chqice_~~o,y_ld. neve~be used to forc~_people. to dp,, . • 
: • '·,·'"something t~at tlieyao, hof\va~E7fcfaq; :'"· :·:,,_ C -~-~-: , • .. ", ';" <, .. ,. :.'. '-•·, .. a C, .c," ·.' , 7 

• <'' ,, 

"'teaching Beginhifig '.Choice Making Skills . . ' 

. . 
• candidates for instruction in beginrtihg choic~ making skills are often described as 

• passiVe learners often fail to initia~ activities on their own or may appear as such. 
They se~m totally dependent on teacJ1ers; caregivers or .parents for telling them 
what to do next. When 1:fres1=nted y-,ith a. choice opportunity passive!" learners may 
appearapath~tic.-They_do not respond, with' a choice selecqon or. they rnake non 
rnealiingful seleotioAs,. such as always choosing.the option that is on the right 
regardless of' what option is p(esent. • • 

•· 
• Overview of Teaching Choice Making 

The primary strategy for teaching beginning. choice makillg skills is . 
(. (a) ~o prompt the learner to signal a choice mace between· likes options ·and 

, " (b)to provide the selecteq item upon each choice selection. • 
Through repeated .opportunities;- the client will learn how to make independent 
chciice selections. , • . ·: . ' • • •. 



More importantly clients\vill learn that they .have the power to. influence their • 
environment and gain access to preferred events. The following strategies will be ( 'i 
~overed in depth in thesfol(Qwing IT)aterial." • .t, : 

Preparing f(>r Choice Opportunities· • 

You must· prep!an choic~ prior to m~kirig therri ~vailable to the client. Doing this 
sets the stage _for a positive response. • •. • 

• •· select choice.options based ·on "lear,ner likes" Select.options from daily 
routine,.:items that can· be presented in small portions and items that are real.. 

. • • Identify' and d~fine a choice response. Choose a r~sponse that the learner .can 
;, .--':~;;.::,~¥0!'::fE~~ilt_p~eforrn.ed, !~ _uq_~erstqpd.qy o~er:s as:a thoic~ ... : . 
~~':'-..,,,,,.,,...s~1eet1orraflctcan•1lfert>hvsfca11y~pfmfipfea. iffiecessafyzc;,..;::~.:.,~--~- ,. . ; . .. ,~i .. ;-;;-, •• ,, 
. ·, ·, •• Choose routine activities (to present choice pairs)., d,oosJ two Qr three • • :-·., .. 
;·¢_:r,/:/,\'Uoutiiles, one fat "t§ach;'choite. Chbose-routiries where·:choice can b.e honored._(.-::./.· 

~. ?Ian how to present choice oppf'lltl:n"!ities· in si:i,all .~ortio_n"strategy.or turq •••••• 
@'~~--Wtak_~~~ •EfrLfi4f#fat ~• •ff- S,.,.C...&.i!b,.~ 2H ,.~:;;_ ~"?IJ~~¾-%-= n:_- ~ie@?fil'rn:k A 'ii.M!§F;L~<r-;,.-,,,.'W~, 

• • Assure tha~ choic~s offered can be honored. • • • • 

!~~~~,!V:"~"~9-:· ~-~!l?~~-~,~.~-~i~~ Re~p~~~e,L .: ,.,._.;:.::, • , :·;_~ ::;~ .: ::;g.:'.l...:..~; • • • • 
.. . " . 

While, preparing for cboice opportunities you will' identify ·and define a ch~ice response. 
The best response is one that . •. • , • _ . • :". •. : • • • . 

(a) the learner can voluntarily control (is not reflexive) • 
(b) is easily performed • • • .. . -. 

I ' 

( c) is readily recognizable to others as. a· choice selec:tlon and, 
( d) ·c;ali be physically prompted if neE;icled', . 

Look for behaviors·i:he clien~ can already perform. Once identified define the response 
by describing exactly how the client will indicate_their selection. The followJng is ai:1 
example: When preser:ited with two options, Jon will indicate his choice by touching . 
one of tbe items: • • 

By choosing routine daily activities you will increase tlle time offered to nJake the 
choiCE:!s as well as the retention ?f the. choice ·making skill process. • 



Teacli Choice Makin.::, 

( ... •• 1. Sample options. Provide an opportunity for the client to experiepce each option. 
Note approach/rejection response~ .. . - . • • 

2. Offer Options. Place options before _the client left/right; • . 
3. Ask. "Do you want this or this?" or,·"Which one· do yo14 want?" 

. 4. Wait. 5 to 10 seconds ·for a choice response or adjust for typical respoase time· o( 
that client. ; . • . 

S; Respond immediately if anjndependent choice response occurs. (A) Give a 
·choice, remove other options. (b} Prai~e. • • . . ' 

6. Prompt the·choice response ifan independent response does not occur. 
7. Repair: If the learner refuses an option; take optlqns away and never force. 
8. Repeat steps2 tq 7 for another choice opportunity. (a) Continue a·s long .as the . 

... . ., ",.,. cli_~_n~.aHpears.·r~ceptiY~.t_o ano!hE)r ~~oice ~rial. __ (b) Y'?rY ~~~-P.0!5-itjo!],,~f_,t,~~ .... _,. , .. '._ ... • . 
. ;,..c--""""'~\ bptlcifts;-left ot.'right,0 oii'"t'!!ach trial: ·:--"·-'1·:·:'-~ ··'."'"" •• .,,,:··\,m•-c,,.:·' •• ·\;,, • ·f"'•:..·::· · ,.,._ ;;.,..,,._. - --~~ 

~--B~ :ayJ;(~ 'tllat,s~me ~~~inni~g. c~oic~ ~~~e-r _wi i1:~ake ~mi~~~-. if.~ siieryf reje9t5 al)· .• ,.::; ' 
option after making an independent or prompt~cf choice ·selection then ·repair the. • . • 

• • •• • i: ,r; n,_ .f-n.nn ' • • ••••--'"-...1 _ _..,,,ik, t'>----i...-~ ... ,.. l, ... n -~~~1,~ea.£-.;!iil-~e.gs;;.i!il,~~m~,~~!'kr~•;;;,.i,;.,, 
choice making -a positive experience .. 

.. . 

1.,· Identify daily routines. . .. , . . . 
·2. 'Identify the types of choice options. Between activities choice and within activity 

choices. • • 
3. Select a choice format. Utilizing closed ·or opeh questions. -
4 .. Present choice options throughout the day. · • . . , , .. 
5; Modify the choices;, Are the types of choice options appropriate? Js the number 

of choice opportunities appropriate? . • . • • .• • 

·Limited Benefits 
. 

I've tried pre~enting ct,oices, but the .client just doesnJ seem interested. Is it. possible 
that certain people just do not benefit form choice making? 

. . 
No!! .All people benefit from choice making. It is our responsibility to make.choice 

.. (l1aking work. After being deni!:!d opportunities for choice making, it may take time 
L\ ,ifore some people with disabilities recognize the power of thelr"choice selections. Be 

persi~nt. We encourage you as the staff to use, refine and adapfthese procedures as 
you discover new choice rnakjng possibilities for the clients that you serve. 

I,: • 



Example of how to offer choices to a reluctant·person (Sam is:a staff 
per~on. Joe j\ves where Sam works.) • • • 
TOOTH BRUSHING: • , . ti,· 
Sam: "Would you like to brush your teeth now? 

··1 

. Joe: no response. is ·give"!· .. 

Sain: "O~ayl· J~I check back with you ih a few_ minutes to see if you are ready.,, .• : . . -

(A few, minutes pi3ss.) 

• Sam: "Okay; Would you. (ike t~ brush teeth now?" ~rings out a toothbrush ia show • • 
Joe wnat he means. • • . . . ... . . . • _ • : . 

~~;~ ~-:~·;~~~~~~;~-~:·: ,::.;:~t :.:'-:-_.::_~,_->- • -:;.:.: ~~:;r ·.·:·:~ _;;,, _.:~~: : -·:~! :::~,~ :"::'~Y:_: :.':~~; '.~r,~~-- -. .::·:--·. ':. : ·" ·'.---'::·::~: .. -. ·'.·.· --':_ 

s~~~ ;Jt's. t:i~e tci'-;9.··:f~: W6~k-;o~~; yi'.i~~lf".~e~h;t~: g~ .. thJi~i:i~~~ bet6~~ .yo~ le~v~ • • • -- .. ,_ • 
tod;;( . .,,he _ ·Qu a,r~ • one_~QU ~c. •· ~O~\;!e ,Wlli3.tJ!.g,y .ar1;;,gQiD9,.,...,\(Y.Q~1£l¥QJJ,.,:_filc~,,.. • 
join m~ now or ater? . • • • . •• . . • • • • • • . • - • ._ , 

}.~~I, ~~t:s,._u~ ~~~.~9~mto ~he ~athr9?-11\~-~d bru~_h~~-~!s.~et~:. i. •C, ,., ., , ·•_ -. -~ -· _( 
-· ·--:::' .. "':" .. -., ·:: .. .::. ~-·., ·· - "-·:-;-:. ;,: •. •,}.;,\·:·· .. -··,:."' • ~-~ ·~ -"":.:~7;·:· 7'\:''!f~ ., ... _ •. "1 ::•'". • ·.·.~.~. •,·;.•.\ .. ·~ ·~·:: •• • ..-;,, ... , •• ., ···--=-· .. ,,:,·· .. ;1r·--;• 

DINNER TIME: • " • · • ' • • • · • · 
Staff: "do you want to eat now?" .. ,. 

•:' .. 
. . ,, 

Joe: gets up and goes into the kitchen. 

Staffer Sa Hy: Off~r 2 actlial entree's to Joe and ask "Joe, which orie· "do'you want to 
'eat.for dinner?" • • 

Joe: makes a choic;:e by reaching and taking the entree he. would like to eat. .. . .' .. . 

Sally: offers choice of 2 drinks "do you want milk or Juice". 

Joe: make.? his choke reaching for the juice, 

Sally: assures condimehts are·on the taple, "do yoµ,want_Ca~up or.mustard?" . 
,· - . 

Joe: points to both: 

sally: assists Joe to use both condiments. · 



· · • THERE ARE ..._ . .lZENS·OF WAYS TO ~.=FER CH.OICES 
1. Do you want to do this now or later? 
2. Are you ready to eat? .. 
. 3. Do you want the apple or the orange? 
• 4. Do you want a shower or a ,bath? 
5. Which way do you want to go? 
5·. . What •do you want to do? 
7. . can you tell me what yoµ want? 
8. Do you want to go to the ,media r:oom or the gym? Show pictures 
9. Do you want to brush yo~r teeth ·in this bathroom or that one?' • 
10: . Oo you want to get dr~ssed first or ·eat first?· • 
11. Where do 'you want to wa\t for the van? . 
12·. Do you want to eat your snack in the kitchen or at the picnic table? . 
13. . Do you want to take your meds now or in a few minutes? , 

·. ·• • • .!4; .·.•· Is'it OK.if I helpy6u with'yoi.tr b'atti"or·wi:iiilffyou i'athei-:have.John h~lp? .~·::::' 
1.5~ •. ~r~.Y91JJea~yto.Hav.e 9-inner? .. , .. • . .~. ,·. .,. . ' 

· :t6 . .- " • _pinQ~r !~ rea_gY.}M,!:Wr(YO.~ a.i:.e?. ... , +· ... " .... : .• • •. ,; .. ,. . . ... •. .., •. , , 
· i1. • Do you wantto gci'0n an outing tonight? • • • • 

-.~ • 8.-_ . . Dq • o . waJJ.,, t ·. c; . .Q.,U.t' . • . OJ;,,.lJ.§~gjjl@i;,,,;~~ ... ---~--,..4~ 
19. Wou d you rather do some.thing else? ' • • 
20. Are:you getting tired? You could _go to bed? 

. • 21. . Do you want !<etchup?' , ,· • . , . . ,.. . . • 
'. -:. ,.:. .... , ... 22.~···•"-l~Do yc:ifr wanffriustard?.: ."'· .,,,,~; .•. ·•··'~t~ ·1(' •,: •::.:, :·'. -, : •• :::.:••·-:·'~'.;"'.~·. 

'23. • It's cold out:You rhightwanttoweara coat? • 
24. Maybe if you wait to call your mom you would have a :better chance of 
·reaching her. . .. · . • • • , • 
25. , if you eat too much you might get sick. po you want to save that for 
later? . . 

26·. .. If you go outside Without shoes ·on you might hurt your feet. Do you want • 
to put on shoes? • • • 
27. Point to the orie you want? 
iS. If you don't like that yo1,1 ·can look in the fridge-for something else. 
29. Which radio stat;ion. do you want tq listen t;o? 
30. • · Do .you want to find something else on the TV? 
31. What restaurant db you want to go to?·Look at pictures 
32. •. Do you want dressing on your salad? : , • • 
33. Do you want to wear the.pink shirt with the blue jeans or green shirt with 
the brown pants'? 

(
f _ 34;' • Do you want to,,tielp me set up for dinner? 

35. Would you like to go outside? . . 
36. Your shirt is dirty. Would you like to change into a ·cJean one? 



. ' CL.JICE MAKING COMPE1ENc,_. REVIEW 

Demonstrate how tp offer choice of the following: 

$ Taking a bath 

Pass ---- Retrain -----
• If someone chooses to eat between meals 

·Pass -----
~ . . 

/l-r.t_~_-._5:-:_.,;•.·•~-~.'.:•:..-~:;,_.~•-'\,:;_::,.,:, .... :(~, •• rr..,=•;-;.-:~,r... '.i-.{"':'Jf~.f.-•~.•.~~~~.~:•:2,•1:-.~• • • ; •-~ "'-,r • :.,• }:;•, -,,.:;'/ .'. :• •, • •• -~ .l, ..... • .. : ', .. ,. -.• ·--·.:, .• --~;--:/:;~"'-';':·;···. - . 
_ , I have received. training and have demonstrated. competency· • . .... . -~. ' . ·•.. . . . . . . ·-··· . " 

I-,~:;,~, •=-ii-"•:., :~~:.•\•~•:_••~~•!/\"~•• ••,:•~• .;: ,:-~_:// ,:_,:•:. ''"..~,-• ':•'.•" ~••••;~-

t ...... -· 

•· '• . 

sign and date 
' . 

~ -~ . - •-.-~ -i-i~~;}1T ;_·_ ·,.i,-~,. •?.:- ~:;_~-<' -~--~ .. {~:~ ·: --~ ~.t:~ - -.,,-..---.--•.- ~-:.:.-~ ~- .:.;· .•• --- ··----
:! ',;: -.... : : • 

•' 

.. ·----· -----· 
~Ut-"W .i ?,:;9•,!".,i.'.!1:,~~- ~ .... !.• 

.. - . . . . ·. 
\!"·,,· .-----~--..... .. . . 
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STATE OF WASHINGTON 
DEPARTMENT OF SOCIAL AND HEALTH SERVICES 

ICF/MR Survey & Certification Program 
1949 South State Street, Tacoma, WA 98405 N27-23 

July 15, 2010 
BY FACSIMILE 

Neil Crowley, Superintendent 
Rainier School P.A.T. C 
PO B'ox 600 
Buckley, WA 98321 

RE: Recertification Survey 06/28/2010-07 /02/2010 

Dear Superintendent Crowley: 

Included with thi~ letter you will find the draft CMS 2567 Statement of Deficiencies (SOD) 
which resulted from a recertification survey completed on 07/02/2010. 

Please be advised of your right to review this draft survey and submit any additional information 
to clarify or dispute the survey·team's findings. Your response should be faxed to the ICF/MR • 

, Quality Assurance office and arrive no later than two working days after the date the draft was 
faxed to your facility. 

In the event that there is not a dispute with the survey findings, or once any disagreements 
pertaining to the survey report have been resolved, the SOD will be considered final and the 
Plan of Correction (POC) will be due within ten calendar days of receipt of the final SOD. 

In order to meet the ten day timeline, you may write the POC onto the faxed copy of the SOD 
for review by the ICF/MR survey team and fax it back to this office, signed and dated, to: 

Residential Care Services, Mail Stop: N27-23 
1949 S. State Str13et 
Tacoma, WA 98405· 
Office (253) 476-7171 • Fax (253) 593-2809 

· After review of the POC by JCF/MR team, the original SOD will then be mailed to your facility in 
order to add the acceptable POC. A copy of the guidelines for an acceptable POC is included 
with this fax. • , 

Thank you for your attention to this matter. 

~ 
Tom Farrow, Field Manager 
!CF/MR.Survey and Certification Program 
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' cupboard and removed cookies and gran9la bars. 

The staff offered the snacks to ·sample Resident 
#9. R~lew·ofResidenl #9 ' s file revealed ttiera 
was.no indication the facility took the necessal)' 
steps to abridge her right to llav.e ae<;ess to food 
of her choice. lntatview with a facility 
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gain access. • .. 
2. Qbservalion on 7/1116 at-revealed 
that s· kitchen cupbo~s .were .locked. The locked 
cupboards contained snai:k food. Review on 
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and #6 revealed that neither Resident was on a 
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locking snacks away from them. Interview with a 
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cupboards ~re locked and that staff had to . 
unlock them In order for Residents to gel rood. 
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MONlTOR:,DDA2 

DDA 1 will do quarterly environm81Jlaf checks of llvi~ 

Unils to ensure lhatcllent rights are proleoted and d 
' ' • f. • • • 

• • Process Is pmvld 

• • • PERSON RESPONSl~LE:,DDAl l 

Qll/05/10 

MONIT9R: DDA2 ; 0n-goiog 

W 153 SlaffTreatmentof Cllenta 

Rainier School Will contmwi io report • • 
Arrt allegation• 'ol he!!lect. mistroalment or.abuse 

'. -.,; 
• as weU As lnjurles of unknown source tci tho 

administrator Cl( to other olflolals In accorda!l(lS 
wllh !ltate Jaw Throug~ e\rtabllshe<! procedures, 

'· ,. PER/lON RESPONSIBLE: DDNDDA2 on-going 

MONITOR: AOMIN 
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W 1.53 Continued Frqm page 2 
Agency {SA) from monttoring·the facility's 
system for preven!lng abuse, neglect and 
mistreatment Findings Include: • 

1: Review on 6/28/1 O of an Incident Report and 
Investigation .'dated 2/4/1 O revealed Expanded 

• Sample 'Resident #1'8 told s.talf she 'had. • 
swallowed 5 M battefies. There was no· 
evidence the faclllty reported this fo the· SA. 
Interview on 6/29/1 O with a facility administrator 
verified the invesllgatfbn was not reported to the 
SA . . • • . 

2. Observation on 111/10 of expanded sample 
Resident #13 revealed he hail a large yellow 
bruise on Iha side at his fa~ and neck. Interview 
Wi!h staff revealed he had fallen. while being 
assisted In the t;hower and suffered a ,fractured 
Ill Review on.7/1/10 of a faciliiy lricldenl Report 
and lnvestlgallon dated 6/24/10 revealed .. • 
Resident #13 had sustained a laceration which 

• required sutures and fracttired-S. a result of a 
fall in the shower. There was no evidence the 
incident w,as reported to tlie SA Interview with 
Administrative staff on 7/1 i1 O yerified the incident 
was r:iot reporte<f to the SA. 

3'. Rev{ew on 6/28/10 of an Incident Report and 
lnvesHgalion dated 2/21/10 revealed Expanded· 
Sample Resident-#15 was P.rescribed thickened • 
'liquids by·his physician. ,A day after the change 
was made Resident #15 was given and drank a 
glass of water that was not thickened. There was 
no evidence the incident was reported to the SA. 
Interview with a·facility administrator on 7/1/1 O • 

• verified the incident was not reported to·the SA. 
W 154 483.420(d)(3) STAFF TREATMENT OF 

CLIENTS • 
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(X5J 
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OATIS 

'Aainle; School will investigate procedures outlined I 
In lh' Nursing Homa Regulations {purpl• Book) to 
establish a decision Tn,a for Iha lnoluslon of medication 

em,is 1hat are 'deemed neglect • I 
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W 154 Continued .From page 3 

The facility must have evidence that all alleged 
Violations are thoroughly investig?ted. . • 

This STANDARD Is not met as evidenced by: 
Based on record review and interview verification, 
it was' determined the facility failed to thoroughly 
investigate 6 .allegations of neglect In each case. 
the facility missed key elements of the Incident 
which preven·ted theni from knowing exactly ivh~t 

, happened. Without knowing.what occurred in the 
incidents, the facility cannot make corrections 
which Will keep Residents safe. Findings lnclu'de: 

1. Review ori 6/28/1 O of an I ncldent Report dated 
and lnvestiga,tion 214/10 revealed Expanded 
Sample Resident #18 told staff she had . 
swallowed- 5 AA batteries. The investigation. did 
not verify if th is was true and did not describe any 
actions the facility took to d_etermine If the 
batteries had indeed been swallowed. The facility 
did not detennlne if there were AA batteries in 
-Resident #18 ' s possession, if there were 
batteries at the house, and did not describe if any 
measures were taken lo insure Resident #1 Bwas. 
safe .. Interview on 6/2911 O with a facility 
administrator verified the investigation was not 
thorough. • • 

2. Review on 6/28/1 0 of an Incident Report and 
Investigation dated 2/6/10 revealed Expanded 
Sample Resident #17 was dispensed the wrong 
me_dication by the Pharmacy. The lnvestigaUon 
didn • t Identify or interview the nurse who might 
have,given the incorrect medication tp determine 
whether th~y recognized·the error or if they 
followed facility mec:fication administration . 
procedures. The facility inv~tigatlon failed to 
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lnv.,;tigations cited will be re-opened and 
• made lhorough. 

• PERSON RESPONSIBLE: Investigators 
• • .MONITOR: DDA2 

(XS), 
COMPLETION 

DATE 

OB/05/10 , ' 

. ' . ,· ., 
Investigators will be re-trained on completing thorough: 

Investigation, that Include key elements which 
,Delail to the facility.Whal e~clly occurred. 

PERSON RESPONSIBLE: Investigators 

MONITOR, D0A2 °w13110 r 
- . I 

I • '. ' I 
I PAT c Director will review all Investigations, ensuring• 
, n,at Issues related to faciflty practices will I Addressed as a critical et9!'!ents of a complere I ,. 
, and thorough, lnvestlgaOon • 

PERSON REPONSBILE: DQA2 ; ' 
On-;go\ng I 
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W 154 Continue? F.rom page 4 
recognize a potential" nurse administration error. 
Interview on 6/29/1 O-with a-facility administrator 
verified .the Investigation was not thorough. 

3. -Review on 6/28110 of an lncidentReport and 
. lnvesfiga~on-dated 5/17/10 revealed Expanded 

Sample Resident #17 repeived a double dose of 
his momlrig rpedlcatibnswhen 1wQ different 
nurses gave him medications. The Investigation 
did not describe how the second nurse was able ~ 

• fo give Resident#17 his medications without first 
looking .at the MAR. lnfervlew on 6/29/1 O ,with a 

" facility adm inis!fator verifii;id the Investigation was 
not thorough.. • 

4. Review on 7/1/1 O of a facility' Incident Report 
and Investigation dated 6/24110 revealed 
Expanded. Sample Resldent#13. fell while 
showering. Resident #13 sustained a· laceration lo 
the chi(! that required sutures. Two days later It : 
was discovered hi...,.,,as fradured. The facility 

. investigation- failed to determine if !he staff 
assisting Resident #13 was trained prior to 
~fiOi"ering Resident #13 or if the current 
procedure used to shower him was safe. The 

-.- investigation faHed-to determine if the shower 
area was safe for Residents. to use. In-addition, 
the ·,nvestlgation does not document why 'the only 
witness to. the event was not jriteiViewed. 
Interview with a facnlty administrator on 7/1/1 o 
verified the ipvestigatlon was noHhbrough. • 

5. Review on 10/10/09 of an Incident-Report and 
Investigation dated 9/22110 revealed E=xpanded 
Sample Resident# 23 found 30 pllls In a 
medication cart while cleaning It. The- • 

; investigation failr:id to identify Is the medications 
wef"ll. still in their packaged, who .. lhe medication 
belonged to or if Res_i~nls received !l)efr 
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W 154 Continued From page 5 .. ., 
prescriped medications: They' also did not Identify 
which nurse/s was respons[ble fo(dispensing the 
medication or ·how the medication E!flded up 'in the· 
bottom of •the medication earl IAtervlew on 
5110/10 with a faclllty administrator verified the 
lnvestiga_tion.was r10t lhorough. , 

6. Review on 6/2B/1 0 of an lncide11t Report and 
' Investigation dated 4/12/10 revealed Expanded 

• Sample Resident #14 did no_t raceive her 4:00 P.M 
or B:00 PM prescribed, medications. The 
lnvestl~ation ~id not address that Iha 4:00 PM 
m,edlcatlons had not-been given. Rather, .It only 
npted that the e:oo PM medications were missed. 
The lnvestlg,illon also did not address the fact' 
that the nurse had signed the MAR wilhout giVlng 
the medications. Review of the MARcn·6/2B/10 
verified the nurse had Initialed that the • 
medlcatlons haq bEllln given and later crossed out 
the Initials. Interview on 7/1/1.0with a facility 

, administrator verified. !he lnvestlg!ltion did not 
address the missed 4'00 PM medications and the 
fact ti,e nurse had 11lgne<f the MAR without 
;1dministerlng the me_dic'ations: 

/'J 262 483.440(f)(3)(1} PROGRAM MONITORING & 
CHANGE ' 

T.he committee should review, approve, and 
monitor indlvldual programs designed to manage 
lnapproprlate behavior and ol!ier'programs that 

. In the opinion of the committee, involve risks lo 
client protecllon and _rights. • 

This STANDA8D is not met as evldimced by: 
Based on observation, record review and· 
inter:vlew verification, 'it was-determln8i;l the facility 
failed .to obtain consents from the Human Rights 
Comml!:tee prior to locking kitchen 9upboards at 
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J 

W262 Program Monllllring and Change . • r. 
0

Kllcben CuPboards ~• houseand- .• 
were unloc~ed. PATC 1:!ousei!were chea;,/ 
Uliaulllotk¢ ~ked ~ 8r,d Dl'~ . 
met and revlow!'(l Iha need tor cnent /Ill, #5 and • 

• #6 restrlc!ed "!'C8!l!I <o lciodisnacks; I . 
; Th~ Is~ no~* far JocMd cu~rds. 
I • . . . . 

I 

. I 
Pl:flSON Rl;SPONSl/!U:: IOT/ClMRP ... 

• ! • 
0

07/21/10 
MONITOR: ODA:! : 

I ,· 
I( conlinu;,ll_an sheet Paga 6 of_12 



DE:PARTf:AENT OF HEAL TH ANO HUI, SERVICES 
CENTERS FGR EDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
f-ND PLAN OF CORRECTION 

N,'.'ME OF PROVIDER OR SUPPLIER ' 

RAINIER SCHOOL PAT C 

(XI) PRDVIDERISU_FPLIER/CLIA 
IDeNTIFICATION NUMBER: 

50G047 

(X4) ID 
PR.FIX 

TAG 

SUMMARY STATEMENT OF DlcACIENCIES 
(EACH DlcFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

W 262 Continued From page·6 
Houi U d ■■I The 
locked cupboards contained food for Residents. 
Residents did not have access to the food .. 
Findings inclu,de: . 

1.' Observation on 6/29/10at-revealed 
staff unlocked a kitchen cupboard and offered . 
Sample Resident #9 a snack: Review on 7 /111 p of 

• Resident #9 ' s 'file revealed the Human Rights 
Committee had noi approved the restriction of • 
locking the cupboard. Interview with a facmty 
administrator on· 7/1/1 0 verified the Human Rights 
Committee had nQt approved the-restriction. 

( 
2. •• n on 7/1/10 revealed that the kitchen 
at ad three locked cupboards which 
contain snack foods. Review on 711/1 o· of 
Sample Residents #5 and #6 • s file revealed the 
Human Rights Committee had not approved the 
restriction_ of locking the cupboards:• Jnterview 
with a facility adrninlstralor an 7/1110 verified the 
Human Rights Committee had not approved th~ 

W·263 
restrtclion.. • . 
483.440(f)(3)(ii) PROGRAM MONITORING & 
CHANGE • 

The committee ~hauld insure that these p!OQf'llITTS 
are conducted only with the written .Informed 
conse(lt of1the client, par~nts (Jf the client Is a 
minor) or legal guardian. . • ' • .. 

This STANDARD Is n9t met as evidenced by: 
Based Qn observation, record-review and 
interview verifics!tiOn, it was determined the facility 
faffed to obtain guardian consent to lock kitchen 

boards at Housei 
The cupboards contained food for 

Residents. Findings include: • 
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PAT C ~laff wiU rece\va lralnlng pri B!ISIJT!ng client 

r!QhlS are not violated and d.tra proceso mil 
occur when • reslricllons are hldic.ated • 

IX5) 
COMPLETION 

OATS 

PERSON RESPONSIBLE: DDA2 • • ;Oe/05110 

MONITOR: DDA2 

DOA1 will do q.;.,ieny envfllJMlental 

checks of r,i,1ng1 Units to·ensure Ihm client rights

are protected and due Procoss ls p,,,;;ded; 

PERSON RESPONSIBLE: DOA1 

MONITOR: OOA2 on-going 

I . , 
: Wll63 Pro~ram Monitoring and Change I 

. Kllchericupbca,ds-on houselilland go.C. 
;"•re "!'locl<ed. PAT C Houses 'F•oh~ked for .• 

. unaulhorized locked cupboards .. ,ors 
• met and reviewed the need for cfiant #9, #5 and 

ue reslrlo1e<I a,,cess lo l""fl/snacka. Tuan, 1s 
curran!ly no· noed for locked cupboards. • • . ' 

P!:fjSON RSSPONSIEILE: IDT/QMRP o7/21/10 

MONITOR: DDA2 . 
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W 263 Qontinued From page 7 

·1. Observation ~n 6/2~10 al houseM 
revel:!led a staff unlocked a kitchen .cupboard an~ 
removed cookies and granola bars. The staff 
offered the snacks to sample Resident #9. 
Review of Resident #9 ' s file revealed there were 
nq consents from the guardian approving the 
locking of cupboards. , Interview with .the 
admlnlstratlve·staff on 7/1/10 verified Iha kitchen 
cupboards were locked and that the facility had 
not obtained guardian approval 

2. Obse-li o 7/1/1'0 revealed that the kitchen 
In House ad three locked cupboards • 
which contaned snack food. Review on 7/1/10 of 
the records for Survey Sample Residents #5 and 
#6 did not reveal consent for locking the 
cupboards. Interview on ·1111,0 wltn a faclfity 
administrator verified that a written consent 
. restricting access to snack foods had not been 

v zag. ~~:~~;i(b)(4) ·MGMT oi= INAPPROPRIATE 
CLIENT BEHAVIOR 

.The use of systematic lnterve(ltlons to manage 
lnapproprlat~ cllent behavior must be • 
incorporated into the client's Individual program 
plan, in accordance·with §483.440(c)(4) and (5) of 
ll)is ~ubpart: • 

This STANDARD is not met as evidenced by: 
Based on observation, record review and 
interview verification,. it was det1nnlned lhe facility 
failed to incorporate a restriction lo lock the 
kitchen cupboard into Sample Resident ' s #9' s 
Individual HabDilalion Plan {IHP). The Resident 
had to rely oo.statt to.get preferred snacks. 
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0

PAT ~ Slaff wlll receive !raining on ~umg client I. 
rights arenotvlolatadan\f duaprocess'wlll 00<:Ut 
when rsstrlollons are Indicated • 

• • PERSON RESPONSIBLE: DOA2 

• MONITOR: DDA2 OB/O&'lO 

ODA 1 win do qtiartorly environmental checks of lg 

Unlt!J lo ensure lhat client rl!lhls are protect~ I 
and due• Process Is provided . 

Pl:RSON,RESPONSIBLE: ODA! 1 

MONITQA: ODA2 Onijolng 

w 259 Mgmt of.Inappropriate cirant Behavior 

Kitchen cupbOards on house -and 
.ware unlooked. PATCHouseswere chookedfor 
unauihortzod locked cupboaids \ , , 
1111.nd-ors mot and reYiawed 111• need! 
Rent #9, #6 and , 116 restricted access lo ~ 

fo;idlsnacks. There Is currant[y no need lar !©ked 
cupboards.. 

' . . . 
PeRSON RESPONSIBLE: IDT/QMRP • 0]/21/tO 

' • I I 

MONITOR: ODA2 
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Findings Include: 

·' 1. Observation qn 6/29/10 at-eyeeled a 
staff unlocked a kitcl)en cupboard and removed 

·cookies and granola bars. Staff#1 offered thij 
'snacks to sample Resident #9. Review ot . 
Rl;lSident #9 • s file revealed the restrlcllon was 
.not addressed in the lndivipual Habilitation Pian 
(!HP}. lntervi~w with administrallile staff on 7/1/10 

• • verified the kitchen cupboards wei:e locked and 
the restriction was not part of her IHP. 

2. Observation on 7/1/10 at -revealed the 
kitchen had three tocked cu~vhich . 
contained snack food. Review on 7/1/10 of !lie 
records for Residents #6 and 1/o revealed the 
res!rictlons were not addressed In the IHPs. 
Interview on 7/1/10 with' a faeility administrator· • 
verified the kitchen cupboards were locked and 
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when resb1"!Jons are lndlcaled ,. . . . 
• PERSON ASPONSIBtE: DDA2 

. 08/05/10 
MONITOR: DDA2j . 

llOA 1 will do qua.ierly emironmenlal checks of Hving 
Units to epsura that client rights are fl!Olecled and dua 
Pf\)Cess 11; p,ovidad ' -· . r 

. PERSON ·AESPONS1131.e: ODA 1. 
• On-going 

MONITOR: DDAi' 

W368 
the restrictions were not pat! of their IHPs. 
483.460(k)(1) DRUG ADMINISTRATION • W368 ' 

·Toe system for drug adminlslr)ltlon must assure 
that all d(tlgS are administered in compliance with. . . 
the physiciiin's ord~~-

This STANDARD is not met as evidenced by: 
Based on record reyiew ii was detennlned the 
facility failei;i to insure medications were 
Mminstered per the Physician's' orders. Finidngs 
Include: . •. ' • 

• 1. Review on 6ft28/10 of. an Incident Report and 
ln11estigE1!ion dated 5/17/10 revealed Expanded 
Sample· Resident #17 was given his morning 
medli;;.,tions twice in one day. 

2. Review on 6/28/1 0 of an Incident Report and 

·Event ID: 16F511 

w 368 Drug Administration 

_Rainier School '"!II update Medication Admin!slrafion • 

Procedure to relleot needed changes, 

I 
PERSON AESPON_S!BLE: Director Of Nursing Services 

MONiTOR: AllMIN Oll/03/201 O 

Rainier, School wlll lraln all nursing S1a/f ~n newly 

updated Medioa!ion Administration Procedures 

PERSON RESPONSIBLE: AN4's 

MONrroR: Dlreclor of Nursing Services 
• 09/21/10 

FadUly ID: WA400!JO If conUnuaUon sheet Page 9 of 12 
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' lnvestigallon dated 4/25/1 O revealed Expanded 
Sample Residimt_ #19 was given pain medication 
at a dose higher fhan had been prescribed for 
him. 

3. Review on 6/28/10.of a facility Incident Report 
an_d lnvestigatlon dated 1/9/1 O revealed 
Expanded Sample Resident #13 received 
•expanded sample Resident #12' s medication 
when the nurse failed to follow tli1;1 facility 
mfi)dlcation administration protocol. • 

4. Review on 6/28/1 O of an Incident Report and 
Investigation elated 4/7/08 revealed Expanded • . 
Sample Resident #14 did not receive medications 
scneduled at 4:00 PM and 8:00 PM on 4/6/10, 

~C ~ 483.470(~(2)(1v) EVACUATION DRILLS 

1449 

The facility must.investigate all problems with 
evacuation drtlls, including accidents. 

This STANDARD Is not met as· evidenc~ by: 
Based on record review and Interview verification,· 
ii was determined the fac'ility failed to conducl an 
Investigation when a Resident refused to 
pa,rticipate in a fire drili at Chinook house. 
Findings include: 

Re~i~w of the facility fir!il· drills on 6/29/1 D 
revealed the fire drill for Chinook house dated 
5/11/-10. for the afternoon shift revealed a 
Resident was sleeping and refused to participate 
in the drill. The facility did not Investigate this 
Incident to determine 'if som1fkind of corrective 
action was needed, ln'ierview with the 
administrative staff on 7 /1 i1 O verified the facility 
had not investigated the incident 
483.470(i)(2)(iv) EVACUATION DRILLS 

' 
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For Fire Drills ctted IDT will Investigate/ 

clrctllTlslance of resident rafusal j 
j and develop a written Pl~ of/ , 
1 • ccirrection to ensure clients leave / 

. J buildirig during Hn; drill. 
PERSON RESPONSIBLE: ACM/IDT ' 

MONITOR: DDA2 

ODA 2 will review all fire drill reports j 
Monuily and ,ensura that If a • 
client relus8ll fa leave the b4Udlng j • 
that Iha IDT wlU Investigate I , 

0[n:umstances of why client 
relusad to leave and develop a plan of :. 

correcHori for lhat client. i i 
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The,facility must 'investigate all problems with. . 
evacuation drills and take ·corrective action. 

This STAN0ARD Is not met as evidenced by: 
Based on reoord review and interview verification: 

• it was detennined the facility failei:I to develop a 
plan of correction· (PoC) when a Residentrefused • 
to participate in a fire drill at Chinook house. 
Findings include: 

Review of thE\ facllity'fire drills on 6/29/1.o 
n;,vealed a Resldent.refused,to participate, in a ft~ 
drill 11eld on 5/11/10. The facility did not write a • 
PoC to insure the Resident participated fi, Mure 
fire drills. lnterviewwith a.dmlnistrative staff on 
7/1/10 verified no PoC'~d been.written .. 

W 455 . 483.470(1)(1) INFECTION !,ONTROL-. ' 

There"must be·an aclive program for the • 
preyention, control, and'i1west1gaJi(in of infection 
and communicable diseases. • • 

'This STANDARD ,~- not met as evidenc_ed by; 
Based on observation, record re\/iew, and . • 

. ,interview verification, !twas determlned'ttie facility 
failed to' Insure staff fofl(?Wed the faciflty procedure 
for. the prevention and CQnlrol Cif infections. A 
staff and res!d!!lit were otisla!rved· n\aking 
sandwlche!I fQr lunch for residents of the facility. 
without plittlpg on.disposable gloves or washing, 
their hands .between touching thEI fQo(j and •· 
dirty/contaminated objecl:11. Findings lnclu~e: • 

' . 
Observations on 6/2911 O at 
hC>USf! revealed. a direct care staff and sample 
Residen/ #5 were In the kilch~n making 
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sandwiches for other residents.· Neither the staff 
nor Resident #5 wore gloves at any time, The • 
staff and Resident #5 were observed .touching 
dirty'objects during the sandwich making.process 
(i.e. ·scratching touching hair, the counter, a used 
se~ing dish, turning on the faucets). Neither the. 
staff nor· Resident #5 washed their hands after 
touching any of the dirty obj~cts. Review on 
7 /1/1 o of the Food and Nulrilion Services staff 
cirl1mtat1on PowerPoint presentatlqn and the 1 . 
orientation handout Cleanllness Helps Prevent 

. ' Food borne Illness (no date) revealed the faci!i!y ' 
s training rnatelials ln9luded food safety practices 
which included washing hands and wearing 
.gloves. interview on 7/1/10 wit.ha facility . 
administrator. verified that staff and reslderits who 
are making sandwiches for other-,residents must 
wear gloves and change those gloves any time 
they touch anything which may be contaminate~ 
before touching the sandwiches again . 

. , 

; .' 
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(1 0)(f)(iv) A compilation of findings since fiscal year 
2010 by the Centers for Medicare and Medicaid 
Services, and Residential Care Services, at the 

Residential Habilitation Centers, Nursing Facilities, 
Supported Living, Assisted Living, Group Homes, 

Companion Homes, Adult Family Homes, and all other 
community based providers. 
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STATE OF WASHINGTON 
DEPARTMENT OF SOCIAL AND .HEALTH SERVICES 
ADSA, RCS, ICF/11D Survey & Certification Program 

PO BoX-45600, Olympia; WA 98504-5600 . 
. . 'Jul,: 6, 2015 

BYFACSil\11LE and CERTIFIED MA1L 70071490 0003 42971035 

Important Notice - Please Read Carefully. 

Harvey Perez, Superintendent 
Rainier School PATE 
POBox600 
BtickleyWA 98321_ 

RE: • Recertification Survey and Complaint Investigation 3075591 
June 22, 2015·tbrough June 26, 2015 

Dear Mr. Per~z: 

From June 22, 2015 throughJi:me 26, 2015 survey ~afffrom the Residential Care Services 
(RCS) Division of the Aging and Disability Services Administration (ADSA) conducted a 
complaint investigation/recertification survey at your facility ... Based on that survey and 
investigation. RCS determined that Rainier School PATE is out of compliance with two federal 
conditions of participation (COP) requirements forICFs/IID participating in the Medicaid Title 
xix ICF/IID program. Compliance with.all COPs, found in 42 Code.of Federal Regulations 

. (CFR) 483 Subpart 1, is required for ceitific11tion. The recertification survey and complaint 
• investigation completed on June 26, 2015, found that Ra_iniei: School PATE failed to comply 

with the following COPs: • 

WI 02-42 CFR 483.410-Governjng Body 

Specifically, the following governing body requirements were found not met: 

W104 CFR 483 .410 (a) (1) exercise· general operating direction ~ver the facility 

W195-42 CFR 483.440-Active Treatment 
' . . . 

Specifically, the following active 1reatrnent requirements were found not met: . , 

Wi96 CFR 483.440 (a) (I) Each client recetves activirtreatni.ent 



W206 CFR 483.440 (c) (1) (ii) Each program meets the individual's needs . 
W214 CFR 483.440 (c) (3) (iii) Identifies specific developmental and behavioral needs 
W229 CFR 483.440 (c) (4) (i) Objectives stated in single and separate outcomes . • 
W23 l CFR 443.440 ( c) ( 4) (iii) Objectives expressed in behavioral terms that are measurable 
W23 4 CFR 44 3 .440 ( c) (5) (i) Training programs. describe the .methods to be used 
W25 3 CFR 44 3 .440 ( c) (2) Data relates to the client's plan and assessment 
W257 CFR 483.440 (1) (ii) Revise plan when·9bjective is not being met 
W436 CFR 483,440 Furnish and maintain equipment in good repair 

The deficiencies are described in CMS Form 2567, a copy of which is attached. Toe cited 
deficiencies indicate limitations in Raini,er School PAT E's capacity to provide B;dequate 
operating direction and active treatment services to clients. Significant corrections will be 
required before the facility can be found to be in compliance. 

Remedy •. . 
Substantial compliance with federal requirements must be achieved and· verified by September 
24, 2015 (90 days from the date .on which the survey was completed (SOfyf 3012)). Failure to . 
achieve substantial compliance with 42 CFR 483.410·Governing.Body and 42 CFR 483.440 
Active Treatment may result in termination from the Medicaid 1<:;F/IID program ( 42 CFR . 
442.101 (3) (e); SOM 3005 E). 

Allegation of Compliance 
When ym1 believe the COP deficieJ:!cies have been corrected, please·provide the ICF/IID Quality 
Assurance Administrator with a written ctedible allegation of compliance. The credible . 
allegation should address the deficiencies cited under 42 CFR 483.410-Wl02 Governing Body • 
and 42 CFR 443.440-Wl95 Active Treatment The letter should desc.ribe: (1) how and when the 
corrections were made, (2) the systems that are in place to maintain compliance, .and (3) how the 
corrective action will btl monitored to ensure the de~cient practice does not recur. 

If Rainier School PATE makes a credible allegation of compliance, the'ICF/IID survey team 
will revisit to determine whether compliance or acceptable progress has been achieved. Oniy 
two revisits are permitted, one no.later tI:ian August 10, 2015 (within 45 days of the date on 
·which the survey was completed),.and ope between August tl, 2015 and September 24, 2015 
• (between the 4(jth and 90th days (SQM 3012)). The compliance decision by RCS needs to be 
finalized no later than September 24, 2015. RCS will require atleastfive working days.to • 
complete a credible allegation survey and make a decision regarding compliance. Please plan 
accordingly if you want RCS to be able to complete a credible allegation survey before 
September.24, 2015. 

If upon the subsequent revisit, your facility has not achieved substantial compliance, the 
termination or denial of payment for new admissions will be imposed. A revisit will not be 
conducted if a)etter ·of credible allegation is not received.by RCS. The COP will need to be 
found to be in substantial compliance before certification can be continued. 



( Plan of Correction (POC) . 
• At this time youmayvoluntarily submit a POC, however, the .. POC will not halt the teimination 
proceedings. The department will proceed with termination until you hav~ achi~vt;d substantial • ;' 
compliance with the Conditions of Participation (CoPs). The COPs must be verified.on-site by 
RCS as substantially implemented by September 24, 2()15. At the time you achieve substantiai 
compliance with the COPs, yoi,t will be require.d to submit·an acceptable POC for any remaining 
standard level deficiencies. If and when you po submit .a POC, it must '\Je approved by RCS. 

-. . ,. 

An acceptabie POC must contain at a minimum the following core elements (SOM 3006.5): 

1. How the corrective action will be accomplished for the sample Individuals. found 
to have been affected by the defici~nt pracJ,ice; 

2. How the facility will identify other Individuals who have the potential to be 
affected by the same deficient practice, and how it will act to protect Individuals 

• in similar situations; 

3. What measures will be put into· place or systemic changes that will be made to 
enslire that. the deficient ,practice will not recur; 

4. How the facility will. monit~r its corrective actions/performance to ensure that the 
deficient praqtice is being corrected and will ncit recur, i.e;, what program will be 
put into place to monitor the continued effectiveness· of the systematic phange to 
ensure that solutions are permanent; and 

5. When corrective action will be ·accomplisbeq.. 

Informal ·Dispute Resolution ODR) 
You may request an IDR of the deficiencies on which this action.is based. RCS must receive. 
your request for an IDR no later than July 16, 2015. To request an informal dispute resolution 
(IDR) meeting, 'please.send your written request to Informal Dispute·Resolution Program 
Manager, PO Box 45600, Olympia; Wasl]ington98504-5600. If you request anIDR, you must 
still submit a written credible allegation of compliance within the time limits described above. 
The written IDR request should: •• 

1) Identify the specific deficiencies that are disputed; 
2) Explain why you are.disputing the deficiencies; and .. 
3) Indicate the type of dispute resolution process you prefer (face-to-face, telephone 

conference or documentation review) • • 

If requested, an IDR will be scheduled. During the inf9rmal process you have the rightto . 
present written and/or oral evidence refuting the deficiencies. The IDR process will not change 
the time frames stated in this. letter, including the deadlines for achieving compliance and 
submittjng a written credible allegation.of compliance. 



Alternate Remedy 
In lieu of termination :from the Medicaid program, the State Medicaid Agency (SMA) may 
choose to impose a Denial of Payments for New Admissions ( 42. CFR 442.118; SOM 3 006). • If 
the SMA chooses to impose the denial of payment remedy; you will be notified on or before the· 
60th day, August 25, 2015, and will be advised of any ap_peal rights at that time. • 

If you have any questions concerning the instructions contained in this Jetter, please contact me 
at (360) 725-2405. • • 

Enclosure 

.Sincerely, 

erald Heilinger,Fiel Manager 
CF /IID Survey and Certification Program 

·Di'vision of Residential Care Sei;vices 

cc: CMS Regional Office, Washington State IGF/IID Team 
. Bill Moss, Assistant Secretary of AL TSA 
Kathy Morgan, Director of RCS 
Donna Cobb, Senior Counsel 
Evelyn Perez, Assistant Secretary ofDDA . 
Donald Clintsman, Deputy Assistant Secretary.ofDPA 
Janet Adams, PDA Offipe Chief • 
Larita Paulsen, DDA QM Unit Manager . 
Bruce Work, DDA Medicaid Compliance Administrator 



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

uEMENT OF DEFICIENCIES ()(1) PROVIDER/SUPPLIER/CUA 
IDENTIFICAT19N NUMBER: ( - ~-.AN OF CORRECTION 

50G046 
NAME OF PR9VIDER OR SUPPLIER 

RAINIER SCHOOL PAT E 

()(4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY F~LL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

W 000 INITIAL COMMENTS 

This report is a result of an Annual Recertification 
Survey and a Complaint investigation {3056207) 
conducted -al Rainier School Pat E from 6/22/15 
through 6/26115. The survey extended into the 
Condition ·of Participation of Active Treatment A 
sample of 12 clients was selected from a census 
of 119 clients. Th'e expanded sample included 10 
current clients. 
'fhe survey was conducted by; 
Kurt Bundy 
Gerald Hellinger 
Kathy Heinz 
Diana Klages 
Terry Patton 
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' Shana Privett 
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.Jim Tarr 

The Survey Team is from: 
ICF/IID Survey and Certification Program 
Residential Care Services Division 
Aging and Long Term Care Administration 
Department of Social and Health Services 
PO Box 45600 • 
Olympia, WA 98504-5600 
Telephone: 360-725-2405 
F'ax: 360· 725-2642 

W-100 440.150(c) ICF SERVICES OTHER THAN IN. 
INSTITUTIONS 

"Intermediate care facility services" may include 
services 'in an Institution for the mentally retarded 
(hereafter referred to as intermediate care 
facilities for persons with mental retardation) or 
persons with related conditions it. 
(1 )' The primary purpose of the institution is to 
provide health or rehabilitative services for 
mentally' retarded individuals or persons with 

W100 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE: ()(6) D/\TE 

k:iency statement ending with an asterisk ci denotes a deficiency which the Institution may be excused from ccirrecting pro\l'.idlng ft Is determined that 
er safegu?rds provide sufficient protection to the patlenls. {See instructions.) Except for nursing homes, the findings stated above are dlBclosable 90 days 

10Jlowi~g the date of survey whether or not a plan of correction is· provided. For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made aval!able to the facility. If deflclencies are cited, an approved plan of correction is requisite to continued 
program partlcl~ation. . . 
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W 100 Continued From page 1 
related conditions; 
(2) The institution meets the standards in Subpart 
E of Part 442 of this Chapter; and 
(3) The mentally retarded recipient for whom 
payment is requested is receiving active 
treatment as specified in §4()3.440_ 

This STANDARD is not.met as evidenced by; 
Based on ol:iservatlon, interview and record • 
review; the facility did not meet the Coridifion of 
Participation 'of Active Treatment Services. 
Findings Include: • . 
The facility did not.meet.the Condition of 
Participation (COP) of Active Treatment Services. 
The facility did not erisure 3 Clients received 
continuous active treatment programs that 
included aggressive and consistent 
implementation of formal and informal training 
programs and supports. 
SeeW195. 

W 102 483.410 GOVERNING BODY AND 
MANAGEMENT 

The facility must ensure that spedfic governing 
body and management requirements are met 

This CONDITION is not met as evidenced by: 
Based on observations, record review- and 

interviews the facility failed to meet the Condition 
of Participation in Governing Body by not 
ensuring their own policies.for reporting abuse, 
neglect and mistreatment to the State Agency 
were followed, and by not meeting the Condition 
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of Participation for Active Treatment. 
Findings Include: W104, W196 

W 104 483.410(a)(1) GOVERNING BODY 

The governing body must exercise general policy, 
budge~ and operating direction over tne facility. 

This STANDARD is notmet a.s evidenced by: 
Based on record reviews and Interviews the 
Governing Body failed to ensure their policies for 
reporting allegations of abuse, neglect and 
mistreatment were followed. In addition the 
facility failed to ensure protections for Clients 

. included assessing for trauma when abuse was 
suspected. These failures prevented the State 
Agency from being aware of all allegations of • 
abuse, neglect or mistreatment and ensuring 
Clients were assessed for psychological distress 
foli~wing allegati.9ns of abuse. 

Findings include: 

1. A record review of a Client to Client Alte-rcalion 
record dated 4/.16115 revealed Client#22 hit 
Client #20 on .the left side of her fllce, near the 
left eye, causing bruising and _swelling. There 
was no record that Client #20 was assessed for 
psyc,hological distress. A record review of the 
facility's Incident Manage1T1ent Map dated 
7117/14 of the D Major Category I Client to Client 
Serious section revealed there was no instruction 
to assess a client for psychological distress after 
a serious assault 

2 .. A record°review of a Client to ClientAltercation 
record dated 4/16/15 revealed that Client #22 hit 
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Client #20 on the left side of her lace, near the 
left eye, causing bruising and swelling. This 
assault was not reported to the State Agency. 
When interviewed Staff P referred to the facility 
Incident Management Map, dated 7/17/14 stated 
that this assault did not need to be reported to the 
State Agency. However. a review of the facility : 
Incident Management Map revealed that this type 
of assault.was classified as a P2 level Notable 
assault and should be reported to the State 
Agency. 

3. A record review of a'facility Incident Report 
and investigation revealed that on 3/22/15 Client 
#18 obtained frozen chicken nuggets from the • 
facility and was found by an RN trying to swallow 

• • them whole. The RN performed the Heimlich 
maneuver to distodge the chicken nugget The 
Investigation also revealed that frozen items like 
chicken nuggets were not to be left in the freezer 
but rather stored in a secured freezer. Staff P 
was interviewed on 6/24/15 and reyeafed that • 
Client#18 was on a chopped diet due to difficulty 
swallowing. Staff P also reported that the incident • • 
was not reported to the State Agency. Staff P 
referred to the facility ' s Incident Management 
Map, dated 7/17/14, and·idenlified this choking 
incident as being a Minor Hard Cough incident 
and did not need to be reported to the State 
Agency. However, a review of the Incident 
Management Map in the C Major Category I 
section, Health/Medical/Emergency revealed that 
choking episodes which do not self-resolve and 
back blows and/or abdominal thrusts are.required 
to clear the airway must be reported to the Stale 
Agimcy. The Incident Management ·Map In the L 
Major Category I under the 
Abuse/Neglect/Mistreatment section revealed that 
Instances of a client obtaining or.ingesting food 
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W 104 Continued From page 4 
not on their prescribed diets or when dietary 
directions within the Individual Habilitation Plan 
are given, must be reported to the State Agency. 

W 126 483.420(a)(4) PROTECTION OF CLIENTS 
RIGHTS 

The facility must ensure the rights of all clients. 
Therefore, the facility must allow individual clients 
to manage their financial affairs and leach ·them 
to do so to the ·extent of their capabilities. 

This STANDARD is not met as evidenced by: 
Based on observation; interview and record 

review the facility failed to encourage individuals 
to manage their financial affairs and teach them. 
to do so to the extent 9f their capabilities for 2 of 
12 Sample Clients (Clients #8 and #11). This 
failure prevented Clients from developing skills In 
handling their own money.. • 

Findings Include: 

1. On 6122/15 at3:15 PM, Cllenl#B went to the 
staff " station " located adjacent to the living area 
of the home and he was offered $3.00 dollars 
provided by staff. Client ·#8 and one staff person 
went fa' a nearby building to the vending machine 
that was in the bu!lding. He put the money in the 
machine and purchased Yogurt Pretzels. He took 
them back to the home (San Juan) where he ate 
his snack in the dining area. Client #8 was also 
observed in the Vocational Workshop on 6/22/15 
at 2: 00 PM. He was sorting clothes, placing 
clothes in the commercial washer and dryer and 
performing additional tasks as requested by the 
facility supervisor. 
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An interview on 6/22115 at 3:00 PM with Staff I 
revealed Client#B was able to l]andle some· 
money for going to the coffee shop and using 
vending machines. It was the house practice to 
provide money to Clients from petty cash on a 
daily basis or as requested by·the Client based on· 
their needs. When asked If Client #8 could learn 
so.me steps related io money resulting in greater 
independence he felt that he could. 

An interview on 6/22115 at 3:40 PM with Staff•H 
revealed Client #8 was able to travel around 
campus Independently, and worked daily in the 
vocational area. She stated she believed he 
earned money for th·e work performed. She was 
unaware if Client#B had a program for money 
managemeDt,, however, she stated she thought . 
he could handle money with some assistance. 
She stated it was their routine to provide money 
from petty cash in t11e afternoon to some Clients 
for spending money; 

.. 
An interview on 6/23/15 at 3:30 PM with Client #8 
revealed he was paid for his work. He indicated 
he picked up money from stalfwhen he needed 
it When asked if he carried his own money, he 
staled he did not When asked what he liked to 
buy with his money he stated he liked to go (JUt 
When asked if he was able to move around the • 
campus without.staff, he stated he could do that 
and went to work on campus by himself. When . 
asked how he would buy something, he slated he 
would· ask staff. 

An interview on 6/24/15 at 1 O: 15 AM wtth Staff J 
al the Vocational Workshop revealed Client #8 
had no opportunity to spend money at work 
although he felt he was capable of doing so. This 
staff stated he thought the plan for money 
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management consisted-of the allowable allotment 
for money within his SSI §ICCDUnl He was 
unaware of a money ma~agement program. This 
staff stated he thought Cllent.#8 could use money 
for his immediate needs around the campus and 
• haridle small amounts of money. 

A record review on 6/25/15 at 8:35 AM for ·client 
#8 revealed tile Individual Mabililation Plan (IHP) 
dated 2/5/15 included a service plan #1156-AC 
Whereby Staff would provide Client #8 
opportunities to go off campus for his leisure and 
shopping trips and that staff should provide 
incidental training for money management skills. 
Item# 1161 oflhe same document stated Client 

. / #8 understood the process· of exchanging money 
but was not able to identify coins or bills, by 
denomination aryd does not understand value . 
concepts. The Activity Scheduie dated 3/1/15 
time 1730-2030 indicated Client #8 enjoyed 
participating in off campus trips that included 
shopping for food items and eating oul No other • 
documentation was available or'presenfed that 
Indicated there was a formal program for money 
management for Client #8. 

An interview on 6/25/15 at 9:30 AM with Staff K 
revea_led Client #8 did have access to money that 
he could use for shopping and trips to the thrtft 
shop but acknowledged money could gei 
misplaced so•staff now managed this from the 
home. He stated in the pastClient#Bwould go 
to the machines in various buildings and the 
money had on occasion been misplaced. He 
stated !hi, facility also.had a credit card .. system 
whereby Clients were required to fill out forms for 
this with assistance and that amounts up 10 
$50.00 could be withdrawn going through this • 
process. He. was unaware the extent of training 
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W 126 Continued From page 7 
that was offered C,lients using that system, but 
added Clients were assisted as needed. He also 
stated Client #8 routinely went off campus for 
shopping trips, dinners and recreational activities 
seversil times per montti. He staled that staff 
routineJy handled the money for those trips ;md 
when Clie~ts needed money in 'larger' ampunts. 

An interview on 6/25/15 at 2:00 PM with Staff N 
revealed Client #8 did participate in a supportive 
money program within the Community Integration 
program although it did not Include identified 
objectives on which they took data to measuring. 
progress. He described the program as one that 
was Intended to. maintain existing skills in this 
cai;;~ with money management. Staff N stated he 
believed that Client #8 had considerable skill In 
this area, however, he believed additional training 
needs for Client #8 could be identified and he 
would benefit from a formal money management 
program. 

2. On 6/23/15 during observation ofClient#11 at· 
10:00 AM he was observed sorting condiments 
and creamers into a 10-hole board used for this 
purpose. Staff stated he was paid for this work 
and that he enjoyed working at the vocational 
worksbop and !=njoyed being paid. On 6/23/15 at 
3:00 PM Client #11 was observed leaving the 
building and staff stated he was going for a walk. 
They stated he liked to go alone: He returned al 
4:50 PM from his walk. On 6/24/15 at 8:30 AM 
Client #11 was again observed at the Vocational 
Workshop sorting.condiments as part of his 
program for which he earned money. 

An interview on 6/23/15 at 3:00 PM with Staff Lf 
revealed Client #11 went for walks daily after 
work and he was entirely ~apable of doing so In ., 
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W126 Continued From page B 
that he was able to travel the campus on foot and 
knew where he was at all times. She added 
Client#11 had· many skills associated with his 
active treatment program and that he was . 
learning to clean his room, showering, and wash • 
and dry his own clothes. She stated Client #11 
had been assessed for Money Management and 
she believed he had some skills for doing so. 
She stated although he currently had no program 
for money·managemen~ she believed h!! could 
benefit from money management specifically in 
the area of coin identification. 

An interview on 6/25/15 at 1 :DO PM with Sta!f 0 
:revealed Client #11 had training in money 
management in ttie past. She believed he could 
go to·the store and make a P.Urchase and hold. up 
fingers to understand the values involved. She 
stated he did not like to have to wait for change 
and he had s·ome difficulty identifying coins. She 
agreed Client 1t11 might benefit from such 
training, however, for now he received needed 
monies from staff. 

A review of the record for Client #11 on 6/25/15 at 
2:45 PM revealed the C0mprehensive Funptional 
Assessment (CFA) Item B (Power) No. 3 ·asked, • 
what are training needs in managing their own 
money? The document indicated Cllent#11 did 
not compreh.end'hls account balance and that he 
needed staff assistance so that he did not deplete 

• his account balance. In the 'Outcome Benefit' 
. section of the report #3 - Status, Item 2 indicated 

Client #11 worked consistently and seemed 
satisfied with the amount of money he earned 
from his job which was approximately $30.00 per 
month. Item 3 indicated Client #11 enjoyed 
shopping and eating out. In a review of the 
Individual Habllitation Plan (IHP) there was no 
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evidence of a program of moriey management for 
Client#11. There was no additional evidence • 
provided or produced through the record to 
indicate Client #11 to suggest could not benefit 
'from an program of money management. 
483.420(d)(2) STAFF TREATMENT OF CLIENTS 

The facility must.ensure that all allegations of 
mistreatment, neglect or abuse, as well as 

,Injuries of unknown source, a~ reported 
immediately to the administrator or to other 
officials ln accordance with State law thrpugh 
established procedures. 

This STANDARD ls not met as evidenced by: 
Based on interview and record review lt was 
determined the facility falied to ensure that 2 
allegations of possible abuse, neglect and/or 
mistreatment were reported to the state Agency. 
Failure to report allegations of possible abuse, 
neglect and mistreatment prevented the Slate 
Agency from being aware of Incidents and being 
able to investigate to ensure Clients were safe. 

Findings include: 

1. Record review of the Client to Client • 
Altercation record dated 4/16/15 revealed Client 
#22 hit Client #20 on the left side of her face, 
near the left eye, causing bruising and swelling. 
Staff P revealed, during ·a 6124/15 interview, that 
this Client to Client Altercation was not reported to 
the State Agency. Staff P revealed Client #20· 
only experienced minor injuries. In addlllon Staff 
P revealed that Client #22 ·had a Behavior 
Support Plan which staff followed. Staff P 
revealed that for these reasons the facility would 
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·w 153 Continued From page 1 0 . 
not typically report this altercatfon to the State 
Agency. Slaff P referred to the facility lncfdent 
Management Map, dated 7/17/14, and identified 
this assault as being a P2 level Notable 
altercation, therefore, according to Slaff P, this 
Client to Client altercation 'does not need to be 
reported to the Slate Agency. However, review of 
the facility Incident Managemen\ M9p reveal~d 
that P2 level Notable assaults must be reported 
to Stale Agency. 

2. Record Review of facility Incident Report 
#902737 revealed that on 3/22/15 Client #1 B 
obtained frozen chicken nuggets from the facility 
and was found by an RN hying to swallow them 
whole. Staff P revealed, -during a 6/24/15 
'interview, Client #18 is on a chopped diet due lo 
difficulty swallowing. The facility 5-Day 
lpvestigation Report dated 3/30/15 notes that an 
RN found Client #.18 choking on chicken nuggets 
and was having difficulty breathing. The RN 
directed staff to ini!Jate an emergency response 
and the RN performed the Heimlich maneuver 
which cleared Client #18 ' s airway, allowing him 
to breathe freely. Staff P revealed during a 
6/24/15 interview that this incident of Client #1 B 
choking was not reported to the State Agency. 
Staff Preferred to the facility Incident 
Management Map, dated 7117/14, and identified 
thi~ choking incident as being a Minor Hard 
Cough incident, therefore, according to Staff P, 
this Hard Cough incident does not need 'to be 
reported to the State Agency. Slaff P revealed 
Client #1 B was only i;onsidered an in-house oode. 
Review. of the facility Incident Management Map 
I~ the ,C Major Category I section for , 
Health/Medical/Emergency.section revealed that 
choking. episodes which do not self-resolve and 
back blows and/or abdominal thrusts are required 
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to clear the airway must be reported to State 
Agency. Review of the facility Incident 
Management Map In the L Major Category I 
Abuse/Neglect/Mistreatment section r_evealed that 
instances of a client obtaining or ingesting food 
not on prescribed diets, when dietary directions 
within the Individual Habilitation Plari are given, 
must be reported to the ·state AgerJcy. 

W 159 483.430(a) QUALIF'IEP MENTAL RETARDATION 
PROFESSIONAL 

Each client's active treatment program must be 
Integrated, coordinated and monitored by a 
qualified mental retardation professional. 

This STANDARD Is not met as evidenced by: 
Based on observations, record reviews, and 
interviews, the facility failed to ensure the 
Qualified lntelle~tual Disabilities Professionals 
(QIDP) were eff~ctively managing all aspects of. 
Clients ' habililalion programs: Failure to have 
QIDPs effectively overseeing Clients ' at the 
facility puts them in jeopardy of not receiving 

. services which would ensure progress .toward 
placement In a 'Jess restrictive setting. 
Findings include: See W196, .W206, W214, 
W229, W234, W231, W253, W257, and W436. 

W 195 483,440 ACTIVE TREATMENT SERVICES 

The facility must ensure that specific active 
treatment services requlre"ments are met. 

This CONDITION is not met as evidenced by: 
Based oi) observations, record reviews, and • 

interviews, the facility failed to develop and 
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implement syst/c)ms that resulted in Clients 
receiving ongoing assessments, training 
programs to meet lhefr needs, consistently 
Implemented plans, and regular oversight with 
updating of the plans. This failure resulted in 
Clients needs not belng addressed, failure to 
progress on plans without changes, and spending 
large portions ofiime not engaged in activities 
designed to increase their independence. 
Findings include: See W196, W206, W214, . 
W229, W234, W231, W253, W257, and W436. • 
483.440(a)(1) ACTIVE TREATMENT 

Each client must recelve a continuous active 
treatment program, which includes aggressive, 
consistent implementation of a program of • 
specialized and generic training, treatment, health 
services and related services described in this 
subpart, that is directed toward: 
(i) The acquisition of the behaviors necessary for 

the client to function with as much self 
d~term inatibn and independence as possibie; and 
. (ii) The prevention or deceleration of regression 
or loss of current OJ)timal functlonal status. 

This STANDARD is not met as evidenced by: 
Based on observations, record reviews, and 

interviews, the facility failed to ensure 2 of 12 • 
Sample Clients (Clients #7 and #10) and 1 
Expanded Sample Cllent(Cllent#13) received an . 
. aggressive program of services designed to meet 
their assessed needs. This failure prevented 
these Clients from having the opportunity-to learn • 
skills to increase their independence and move to 
a less restrictive living setting. 
Findings Include: 
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1. Observath;>ns for Client #1 O a-House 
(unless specified differently below) revealed: 

a. On 6/22/15 at2:00 PM Client#10 was 
observed silting on a· ~ocking love seat outside 
and appeared to be asleep. At 2:1 o PM he came 
inside the house. The observation ended at 2:17 
PM wiih Client #10 sitting at a desk. Slaff did not 
involve Client #10 in any training activities. 

o: On 6/22/15 at 3:4B PM Client #1 o was 
observed standing around In the kitchen. He then 
went and sat on a couch. Later he went outside 
and sat down for a few minutes. He spent time 
sitting in the Attendant Counselor Manager ' s 
(ACM) office al the house. The observation 
ended at 4:53 PM when dinner was served. Staff 
die! not Involve Cllent #1 0 In any training activities. 

c. On 6/23/15 at 10:35 AM ciient#10 was 
observed sitting in the ACM' s office. At 10:53. 
AM he was still sitting in the ACM ' s office • 
although she was not there. At 10:54 AM he 
came out of the office Into the kitchen and staff 
cued hlm to wash his hands in preparation for 
lunch. The observation ended at 10:58 AM with 
Client #10 walking out of the house. Except for 
washing his hands, staff did not involve Client #10 
in •any training activities. 

d. On 6/23/15 at2:55 PM Client#10 was 
observed at his home. He responded to the 
surveyor's presence ~y coming up lo tf)e 
surveyor but did not respond further to anY, 
interacllon. At 3:0o PM he went outside but came 
back in a couple of minutes later. Al 3:04 PM the 
nurse provided medical care which ended at 3:15. 
PM. At 3:29 PM Client #1 o appeared at the 
facility Coffee Shop where a cooking program 
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. W196 Continued From page ~4 
was in progress for Clients from his house .. He 
left at 3:32 PM without staff involving him in the 
program._ A~3:40 PM Client #10 was observed 
back at his house walking around. AT4:05 PM 
Client #1 O had a snack which he ate 

• independently, The observation ended at 4:25 
PM after Client #10 had walked around his house 
and g_cine outside to sit for a while. Staff did not 
involve Client#10 in any training activities. 

_e. On 6/24/15 atB:06 AM·Client#10 was 
ob!;erved sitting in a chair at his ho~se. A few 
minutes later he went outside and was observed 
walking away from ~he house. At 8:30 AM Client 
#10 returned to the house and sat in a chair. 

, Then he took off his outer shirt ahd staff took him 
into his bedroom. At 8:37 AM , several minut~s 
after the staff exited the bedroom, Client #10 
came out of the room with a new shirt on. Otller 
than changing shirts, staff did not engage Client· . 
#1 O in any training activities. 

f. On 6/24/15 at 10:19 AM Client#10 was 
observed sitting in a chair. At 10:34 AM h_e was 
.observed sitting in the ACM ' s office although the 
ACM "iNas not in the office. The qbserva!ion 
ended at 10:40 AM _wit~ Client #10 still sitting In 
the ACM ' s office even though she was not there. 
Staff did not engage Client#10 in any training 
activities: 

g. On 6I24/15.at 2:08 PM Cllent#10 entered the 
house and sat in a chair. He went to the 
bathroom for a few minutes and then came out 
and was walking around the house. Al 2:29 PM 
he went outside. Staff did not engage Client #1 O 
in_any training activities. 

, 
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W 196 Continued From page 15. 
h. On 6124/15at 5:48 PM Cliemt#10 was 
observed walking away from his house. He 
returned at 5:55 PM and satin a chair. At 6:05 
PM he went outside, but came back inside at 6:10 
PM. At 6:12 PM he sat on the " B " side of the 
house where the TV was on. The observation 
ended at 6:23 PM. • Staff did not engage Client 
#10 in any training- activities. 

-1. On 6125/15 at 7:55 AM Client#10 opened the 
door as the surveyor knocked to enter the house. 
He then sat in a chair. At 8:03 AM he left the 
house. At 8:10 AM he was observed sitting on 
the " B " side of the house where the TV was on. 
At 8:29 AM after having breakfast, he was 
walking around. The observation ended at B:53 
AM. Except for breakfast, staff did not engage 
Cllent-#10 in any.traln!ng activities. 

Review on 6/25/15. of Client#10 's file revealed 
his Individual Habilitation Plan (IHP) dated 313/15 
had three objectives related to his negative 
behaviors and four skill acquisition objectives for 
placing clothes in a laundry hamper, doing a. 
household chore, and participating in both 
on-house and off-house activities. The IHP 
stated: " [Client #1 O ' s first name] willingness to 
engage ii] his active treatment is dependent on 
his mood, his familiarity with the staff present and 
the level of attention he receives from the staff 
during any encounter" . The IHP did not give 
staff directions for how. to interact with Client #10 
during the normal course of his day apart from 
the specific objectives. 

Interview on 6/25/15 with Staff Q (who was filling 
in for the Qualified Intellectual Disabilities. 
Professional) verified that he was difficult to 
engage in activities. She revealed he does not 
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W196 Continued From page 16 
have a woil< training pro1:1ram as he would not go 
to work. 

2. Observations for Cli_ent #13 al .House 
revealed: 

' . a. On 6/23/15 al 10:35 AM Cllent#13 was . observed sitting in a chair with his legs crossed 
and up on the chair. He had a large Lego type 
block in his hand. At 10:47 AM a staff touched, 
tickled and stroked him near the heat!. At 10:53 
AM a staff got him to go wash his hands for 
h;nch. He was then taken to a couch y;here he 
laid down. At 1 o:·57 AM lh'e ot)servatlon· ended 
when he was taken to the bathroom witli wet 
pants. Other than washing his hands, staff did 
.not engage Client #13 in any training activltil:lS, 

b. On 6/23/15 at 3:00 PM Client#13 was 
observed wandering in the hallway. A staff • 
assisted him to a vibrating couch and he laid 
down. and curled up. At 3:20 PM a staff assisted 
him to sit outslda In the sun. The observation 
ended at 3:22 PM and staff had notengaged 
Client #13 in ariy training activities. 

c. On 6/23/15 af 3:42 PM Client#13 was 
obseived curled up in a chair at his house. lit 
4:00 PM he appeared asleep. At 4:05 PM staff 
did his garbage can program with him which took 
less than 3 minutes. He was then placed in a 
rocking chair and given a vib,rating object. At 
4:20 PM a staff attempted to play a game 
Involving lights with him but he did not engage in 
the activity. (Clienf#13 is blind.) The observation 
ended at 4:25 PM when the staff took him to the 
bathroom. The only training actlVity was a 
garbage program and an attempt at an activity 
which did not re131iy fit with his disabilities, staff did 
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not engage Clienl'#13 In any training activities. 

d. On 6/24/15 at 8:10 AM Client#13 was 
observed silting in a rocking chair with .his legs 
crossed a,nd pulled up onto the chair. At 8:16 AM 
staff took him to the bathroom. At 8:22 AM he 
came out of the bathroom. At 8:25 AM staff took 
him back into the bathroom. At 8:44 AM staff 
assisted him out of the bathroom and back Info 
the rocking chair. The observation ended at 8:47 
AM. Staff did ·not engage Client#13 in any 
·trai,ning activities during this observ;.tion. 

e. On 6/24,15 at 10:10AM Client#13 was 
observed silting crossed legged in a chair In the 
kitchen while staff was assisting other Clients with 
a task there. At 1 D:20 AM he was observed 
holding a toy building block. At 10:30 AM Client 
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#13 was taken to the living room where he sat in , 
a chair holding the block. At .1 D:34 AM he was 
tapping the block against his teeth. The 
observation ended at 10:40 AM with Client #13 
still sitting In the rocking chair. Staff did not 
engage Client#13 in any training activities during 
this observation. 

f. On 6/24/15 at 1:55 PM Client#13 was 
observed silting in the roc;king chair holding the 
toy building block. At 2:17 PM a staff look him to 
the bathroom. At 2:25 PM staff brought him from 
the bathroom to a chair in the livlrig room. The 
observation ended at 2:32 PM. Staff did not 
engage Client #13 in any training activities during 
this observation. 

g. On 6/24/15 at 5:50 PM Cllent#13 was 
observed silting on the vibrating couch. He was 
not engaged in an activity. At 6:05 PM he was 
observed curled up on the couch and appeared 
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W 196 Continued From page 18 W 196 
asleep, ,At 6:06 PM staff took him to the , 
bathroom, At 6: 11 PM he came out of the 
bathroom and staff es.corted him back to the 
couch. The observafion ended at,6:24 ·PM wilh 
Clipnt #13 still sitting on the coucti. Staff did not 
engage Client #13 in any training activities during 
this obsi:rvation. 

h. On 6/25/15 at 8:10 AM Client#13 was taken 
to.the living room after breakfast and he went to 
the vibrating couch and sat down, At 8:1 0 AM he 
was in the bathroom: At 8:38 AM he came out of 
the bathroom naked. When the staff observed 
him they took him to his bedroom. The 
observation ended at 8:44 AM with Client #13 still 
in his bedroom: Staff did.not engage Cllent#13 
in any training acfiXities during thi~ observation. 

Review on 6/25/15 of Client #13 ' s file revealed 
his IHP dated 6/9115 noted his visual deficits, It 
noted that " ... he is much more capable than 
Initially thought, especially when staff have high 
expectations " . He was noted lo be 49 years old 
but there was no mention of being involved In a 
work training program although access to work . , 

. training was something the 1HP Indicated would. 
be needed for a c?mlliunity placemenl 

Interview on 6/25i15 with Staff Q (who was filling 
in for the Qualified Intellectual Disabilities 
Professional) revealed that he often got 
overlooked as he appeared content lo sil She 
verified that staff saw him as being able lo do 
.more than one might first be led to believe. 

3, All observations of client #7 lncludetl him 
wearlnga-

Observation o·n 6/22/15 at ouse between ___ .,;;_,;..,.i ___ ,__ _ _;;_ _ _:_ ______ __:c......L....--...l 

FORM (:MS-2667(02-90) Previous Versions Ol)so!ete Event ID:TXFV11 • Faclllly 10: WM0110 If continuatlon ~h•~t Page 19 of 40 



)EPARTMENT OF HEALTH AND AUMAN SERVICES 
)ENTERS FOR MEDICARE & MEDICAID SERVICES. 
l\TEMENT OF DEFICIENCIES 
10 PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/OLIA 
IDENTIFICATION NUMBER: 

506046 
WylE OF PROVIDER OR SUPPLIER 

!AINIER SCHOOL PAT E 

()(4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
, (l?ACH DEFICIENCY MUST BE PRECEOED BY FULL 

REGULATORYORlSC IDEl'llll'YING INFORMATION) 

W 196 Continued From page 19 
1:15PM and 1:45 PM revealed Client#? sat In a 
wheelchair propelling himself around the living 
area of the home. He was observed manlpulatlng 
a puzzle made of wood blocks. He ate a bag of 
com chips. Staff cu~d him to throw B:Wa.'J the 
empty bag which he did independently. 

Observation on 6/22/15 at-House between 
2:30 PM and 3: 15 PM revealed Client #7 was 
observed sitting in a wheelchair propelling himself 
around the living/dining area of the home witli 
either a wooden puzzle on his lap or holding a 
small fabric sport ball. At one point he 
manipulated some plas~c building blocks. Client 
#7 slapped Slaff C on tf1e bottom. Staff C staled 
"where are your hands supposed to be." Staff 
did not engage him'in any training activity. 
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Observation on 6123/15 at-between 5 PM 
and 5:20 PM revealed Clie~at by a Window. 
H~ was wearing _a thick, long sleeve shirt !twas - • 
noted to be 89 degrees outside. There were no 
staff in the area. 

Observation on 6/24/15 at-House between 
8:15 AM and 9 AM revealed client #7 sat in his 
wheelchair holding a wooden puzzle. He had a 
long sleeved sweatshirt on and propelled himself 
around the room independently. A staff 
attempted to put sun screen on Client #7. before 

• he left for work but Client #7 refused. Client #7 
r~ached out and slapped at a peer. Staff slated 
to Client#? "that's not a nice way to play." Client 
#7 hit at the staff with a pillow and then attempted 
to kiss the staff's hand: Staff stated, ''we can 
shake hands." Staff Invited Client #7 to sit at the 
table but Client #7 refused. Client #7 hit a staff 
two time's on the arm. The staff stated "we don ' t 
do thal • Staff were overheard talking about the 
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weather and how hot it was outside. Staff did not 
engage him in any training activity. . 

• Observation on 6/24/15 at a vocational workshop 
located on campus between 10:15 AM and 
10:35 AM revealed Client#7 sat in a wheelchair. 
He was-wearing a long sleevl! shirt and a coat. 
Client #7 handed pape~ lo a peer who in tum 
shredded the paper. Staff asked Client#? to 
shred hi~ own paper but Client #7. continued to. 
give the paper to his peer. The surveyors noted 
the air conditioner was not on·. Staff were •• • 
observed wearing a short sleeved shirt and 
shorts. 

Observation on 6/24/16 ~t-House between 
1: 50 .PM an;! 2: 10 PM revealed Client #7 was 
sitting In a wheelchair by a window. Hi'! was· 
wearing a black coal . He ate a snack between 
2:10 PM and 2:30 PM. Between 2:30 PM and 
2:45 .PM he· sat by the wlndow,of the home. Staff • 
did not engage him in any training activity: 

Observation on 6/24/15which started at
House at 3:40 PM and ended at the facility gym at 
4:05 PM revealed staff brought Client #7 out of 
the bathroom and left him by the door.' He was 
observed wearing a coat Staff were asked if 
there was a plan for the afternoon. Staff staled 
"they were going to the gym " . When asked Whfll 
they were goir.ig to do in the gym, .staff stated 
"they would figure it .out when. they golthi!re.'' 
Client #Twas wheeled to the gym by staff. The 
floor of the gym was covered with dust. • 
Construction appeared to b·e going on in the • 
building. Client #7 played catch with the staff 
using a basketball. Client #7 hit the staff on the • 
bottom and the stiilf stated "no , rio, no, no, no, 
sir." Cllent #7 hit the staff again. staff stated to 
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Client #7;"where do your hands go." The 
surveyor left the observation due to the extreme 
heat and lack of air clrculatlon In t~e gym. Slaff 
did not engage Client #7 in any training activity. 

Observation on 6124/15 a~ouse between 
4:10 and 4:20 PM revealed Client #7 returned 
from the gym with staff. His coat was on and his 
face was flushed. No Staff encouraged him to 
take hls coat off. staff did not engage Client #7 in 
any training ;.ctivily. 

Observation on 6/25/15' ·ffl· ·ouse between 
8:15 AM and 8:50.AM revealed Client #7 was 
sitting in a wheelchair propelling himself around 
the house. He was wearing a long sleeve shirt. 
Staff asked Client #7 if he wanted to join his 
peers at the table. Client #7 propelled himself to a 
side table and. opened a drawer. Client #7 took 
nothing frOll\ the drawer. Client #7 started 
pointing outside. Staff asked Client #7 if he 
wanted to work on an "activity." Client #7 kissed 
the staff's hand two times. Staff stated "ok, thank 
you." Staff M looked for a "waler toy" for Client 
#7. Client #7 was obse<Ved looking out the 
window in the living area of the home. Staff M 
asked Client #7 if he wanted lo pass the football. 
Staff M tossed the ball to Client #7. Staff did not 
engage Client #7 in any t_ralnl~g activity. 

lnte<Vlew with Staff Mon 6/25115 about the 
purpose of the ball toss revealed it was . , 
considered an activity to engage Client #7 In 
socialization. • 

Record review on 6i25/15 of the !HP dale 4/21/15 
revealed objectives in the following areas: 1. 
Parficipate in socialization tp decrease slapping, 
pinching or poking at people. 2. Increase 
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socialization with peers to develop relationships 
and find new leisure ?lclivities he might be 
Interested in. 3. Increase self-care to decrease 
dependency on staff. 4. Increase physical 
strengths/ ability lo move around independently 
by walking with walker. . 

Interview with Staff O on 6/25115 revealed Client 
, #7 was working on soc.lalii:alion and self0care 

skills. 
W 206 483.440(c)(1) INDIVIDUAL PROGRAM PLAN 

Each client must have an individual program plan 
developt'!d .by an interdisciplinary team that 
represents the professions, disciplines or se1Vice 
areas that are relevant lo: 

(i) 'Identifying the cllenfs needs, as described by 
the comprehensive functional assessments 
required In paragraph (c)(3) of this secllon; and 
(ii) Designing programs that meet the client's 

neeas. ' 

This STANDARD is not met as evidenced by; 
Based on observation, record review and 

Interview lt!e facility failed to devel_op a plan for 1 
of 12 sampled Clients (#6) walking around the 
house naked. Failure of the facility to address 
this need placed the Client at risk for potential 
loss of dignity, risk for befng humiliated and being 
sexually targeted, 

Findings include: 

Observations on 6/22/15 during the Initial tour of 
house revealed Client #6 ' s room was 

located on the male s!de of the house. A total of 
4 men and 4 women were living in the hor,ne. 
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All records were reviewed on 6/25/15: 

Record review of the interdisciplinary. progress 
note dated 2/9/15 revealed Client 00 "kept 
walking out of her room naked." 

. 
Record review of the interdisciplinary progress 
notes revealed that on 5/4/15, Client 00 wa_lked 

. Into the living area of the home naked,, 

Review cif the interdisciplinary progress note 
dated 6/16/15 revealed that Client #6 kept • 
"coming out of her room naked and .lying on the 
couch in the nude on the B side. She is also 
coming out Into the common areas naked, Two 
male peers seemed to be•fixated on her. She is 
not easily redirected to her room or the bathroom 
to get dressed." 

Record review of the interdisciplinary progress 
noted revealed on 6/18/15 that Client #6 "came 
out of her bedroom and laid naked on the couch." 

Record review of the interdisciplinary progress 
note revealed that on 6/21/15 that Client 116 
"came out of her.room naked 3 times." 

Record "review of Client 116 ' s Individual 
Habilitation Plan (IHP) dated 7/1/2014 revealed 
•there was no program lo address the behavior. 
The first incident of public nudity, occurred on 
2/9/15. Since the occurrence, there were no 
changes made to the IHP. 

Interview with Slaff E o~ 6/25/15 revealed that 
she wrote the progress note on 6/16/15 -and that 
she had been made aware that Clienl.116 was 
lying on the couch without clothing by one of the 
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male clients. .. 
lntervl!lW W\th !he Staff Bon 6/2.5/15 revealed she 
was awalsl of the behavior howllver she forgot to 
mention !I at the weekly house team meefing. 

Interview on 6/25/15 with Staff R assigned to 
Client #6 and Staff Q revealed that they were , 
unaware of the behavior. The facility had not • 

• developed a plan to address the behavior of 
Client #6 entering common areas of the home 
naked. • 

W 214 483.440(o)(3)(iii) INDIVIDUAL PROGRAM PLAN 

The comprehensive functional assessment must 
Identify the client's specific developmental and 
beh~vioral management needs . 

. This STANDARD is not m~t as evidenced by: 
Based on observation, record review and 
interview the facility failed to identify Client #6 ' s 
behavioral needs when she repeatedly walked 
around her house naked. Failure.of the facility to 
Identify this behavioral need resulted in Client #6 
not having a plan to support her needs. 

Findings include: 

•

ations on 6/22115 during the initial tour of 
•. house revealed Client #6 ' s room was 

on the male side of the house. A total of 
4·men and 4 women were living In the home. 

' . 
All records were reviewed on 6/25/15: 

Record review of the interdisciplinary progress 
nole dated 219/15 revealed Client #6 "kept 
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walking out of-her room naked. " 

Record revie_w of the interdisciplinary progress 
notes revealed that on 5/4115, Client #6 walked 
into the living area of the home·naked . 

. 
Review of the interdisciplinary ·progress note 
dated 6/161, 5 revealed that Client #6 kept 
"coming out of her room naked and lying on the 
couch in the nude on the B side. She is also 
coming out into the coinmon areas naked. Two 
male peers seemed to be f1Xeted on her. She is 
not easily redirected to her room or the bathroom 
to get dressed." 

Record review of the interdisciplinary progress 
noted revealed on 6118/15 that Client #6 "came 
out of her bedroom and laid naked on the couch." 

Record review of the interdisciplinary progress 
note revealed that on 6/21/15 that Client#6 
"came out of her room naked 3 time~." 

Record review of Client #6 's Individual • 
Habilitalion Plan dated 7/1/2014 revealed there 
was no assessment of the behavior. 

Interview with St;;lff El'on 6/25/15 revealed she 
was aware of the behavior however slje forgot to 
mention it at the weekly house team meeting. 

Interview on 6/25/15 with the siaff R assigned to . 
Client #6 and Staff Q revealed that they were 
unaware of the behavior. The facility had not 
assessed the behavior: 

W229 483.440(c)(4)(i) INDIVIDUAL PROGRAM PLAN 

The objectives of the individual program plan 
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• W 229 Continued From page 26 
must !)e stated separate,ly, in terms of a single 
behavioral outcome. 

This STANDARD is n<;>t met as evidenced by: 
Based ori record review and interview the facility .. 

failed to ensure 1 of 12 Sample Clients (Client #2) 
had an objective that couid be measured in 
singular, behavioral outcomes. Failure of the 
_facility to ensure that objectives ,;re written in 
singular, behavioral, measurable terms, 
prevented staff from determining which specific 
skill set the client is learning, mainteihing or 
losing skills In. 

Findings include: 

Review of an Individual Habilitation Plan d_ated 
3/5/15 revealed Client #2 hie!d an objective that 
read ''Given three verbal cues, [Client #2' s first 
name] will demenstrate·each of fo.ur skills to cc1re· 
for clothes/shoes with an average of 3.0 for three 
consecutive months." The 4 skills include 
hanging clothes in close~ putting folded, clean 
clothes in a drawer, ptJt soiled clothes in a 
hamper and put shoes on a shelf in the bqttom of 
the closet. The 4 separate skills did not fonm a· 
continuous, sequential routine that could be run in 
a single setting. Staff recorded data for each of ,, 
the individual skills of the routine and not for the 
completion of the entire routine. •• 

Interview with the Staff O on 6/25/15 revealed 
that the program was designed to maintain a 
routine and that it wasn ' t singular, 

• W 231 .483.440(c)(4)(iii) INDIVIDUAL PROGRAM PLAN 
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The objectives of the individµal program plan· 
must be expressed in behavioral terms that 
provide measurable indices of performance .. 

This STANDARD is not met as evidenced by: 
Based on record review and interview, the facility 

failed to ensure·an obie.ctive for 1 of 12 sample 
Clients (Client #2.) was written in terms that would 
provide for accurate measurement of his 
progress. The facility put 4 separate skills 
together as a singular objective but the skills did 
not fomi a sequential routine. Client #2 did ncit 
know and perfori:n these skills.Independently so 
the facility. could not (hen use them to form a 
singular routine. Failure ta write objectives terms 
that are measurable, prevented the facility from 
determining whether or not the objeptive had 
been met. •. 

Findings include: 

• Review of an Individual Habililatlon Plan dated 
315/15 revealed Client #i2 had an objective that 
read " Given three verbal cues, [Client #2 ' s first 
name] will demonstrate each of four skills to care 
fo!'clothes/shoes with an average of 3·,o for three 
consecutive months." The 4 skills Include 
hanging clothes in Closet putting folded, clean 
clothes in a drawer, put soiled clothes in a 
hamper and put shoes on a shelf In the bottom of 
the clo!let The 4 separaf!;l skills did not form a· 
continuous, sequential routine that could be run in 
a single setting. Staff recorded data for each of 
the individual skills of the routine and not for the 
completion of the entire routine. 

lnlerviewwlth SlaffO on 6/25/15 revealed the 
data scores would not .reflect his skill level. 
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W 234 483.440(c)(5)(i) INDIVIDUAL PROGRAM PLAN 

Each written training program designed to 
implement the objectives in the indiVidual 
program plan must specify the methods to be 
used. 
This STANDARD Is not met as evide119ed by: 
• Based on record review and interview, the facility 
ff!iled to ensure that training programs. developed 
for 1 of 12 Sample Clients (Cllent#10) and 1 
Expandec;l Sample ·client (Client #13) contained 
clear and sufficient directions and details to 
provide for consistent implementation by all staff 
working with .the Clients. This fai,lur!' put Cllents 
at risk of not making progress on programs, 

Findings include: 

1. Review on 6/25/15 of Client #1 O ' s file 
revealed the Individual Habilitalion Plan (II-IP) 
stated: " [Client #10' s first name] willingness to 
engage in his actfve treatment is dependent on 
his mood, his familiarity with the staff present and 
the level of attention he receives from the staff , 
during any encounter" . Review on 6/25/15 of 
Client #10 ' s Program Book revealed he had 
programs for placing dirty clothes in the-hamper, 
participating in an off house recreational activity, 
engaging in .an on house activity, and assisting 
staff with a household ehore. Review of the 
program instructions for staff revealed _all four 
programs had identical instructions to staff. The 
cue was " [Client #1 O 's first name] help me with 
-...,,.._,..- " , the reinforcer was " lavish praise 
indicating what he is doing and spending bit of 

_ time with him as he starts the activity" , and the 
correction was " Re-cue assist as needed " . 

Interview on 6/26/15 with Staff A verified the 
instructions were not detailed and woutd m?ke it 
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difficult for all staff to implement the program 
exactly the same. • 

2. Review on 6/25/15 of Client #13 ' s file 
revealed his !HP contained objectives for tooth 
brushing, placing a garbage bag Into a larger 
container, rubbing lotion on his legs, and staying 
at an activity table for 10 minutes. Review of the 
Program Book for Client #13 revealed all four of 
the programs contained a data scoring code 
which included tactile prompts. However, none of 
. the four programs made a refereQce to tactile 
cues and what they were. The program·s also did 
not reference when the tactile cue should be 
used. 

Interview on 6/26/15 with staff A verified. the 
programs did not contain reference to what the 
tactile cue was that was to be used or when it 
was to be used. 

W 253 483.440(e}(2) PROGRAM DOCUMENTATION 

Tile facility must document significant events that . 
are related to the client's individual program 'plan 
and assessments. 

This STANDARD is not met as evidenced by: 
Based on observations, record reviews, and 

Interviews, the facility failed to ensure that . 
significant events and changes in 2.of 12 Sample 
Clients (Clients #6 and #12) and ·1 Expanded· 
Sample Client (Client#16) were documented in 
the Clients' records. This failure prevented the 
facility from ensuring there was a record of 
consideration of <::iienls ' rights being pr<;itected 
when changes were made and from having an 
accurate habililation plan. 
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Findings include: 

1. Observation of Client #12 on 6/22/15 at 1:15 
PM revealed he was l!vlng alone in Columbia 
House wnere he was attended by two Direct Care 
staff at all tlmes. Interview on 6/22/15 with Staff P 
revealed·he had been moved to Columbia house 
(from Chelan House) .in the recent past because 
_of his serious aggressive behavior. • 

Review on 6/25/15 of Client #12' s file revealed 
theie was no documentation related to the 
reasons for the move. 

Interview on 6126/15 wfth Slaff P verified there 
was no documentation in Client#12 '.s file related 
to !be reasons for the move. 

2. Observation on 6/23/15 at 3:08 PM revealed 
Client #16 slated he_ wanted to go to the cooking 
,:;lass at the facility Coffee Shop. Slaff F told him 
he couldn ' t go as eveiyone had already left. 

Review on 6/23115 of Client#16' s Individual 
Habll!tation Plan {IHP) revealed " on campus 
[Cliflnt #16.' s first name]- can self-transport; but 
prefers to have staff accompany him to knOVfll 
areas 11

• 

I nlerview on·6/23/15 with Staff F revealed Client 
#16 has dementia and he would gel lost so she 
didn 'l let him go alone. She verified the !HP was 
not accurate. . 

3.aiicins on 6/22115 during !he Initial tour 
o house revealed Client #6 ' s bedroom 
was ocated on the male side of the house. 
There were a total of 4 men and 4 women living 
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In the home. 

All records were reviewed on 6/25/15: 

Record review of the interdisciplinary progress 
note dated 2/9/15 revealed Client #6 "kept 
walking_ oufof her room naked. " 

Record review of the interdisciplinary progress 
notes revealed that bn 5/4/15, Client #6 walked • 
Into the living area of the home naked . 

. 
Review of the interdisciplinary progress note 
dated 6/16/15 revealed that Client#6 kept 
"coming out of her room naked and lying on the 
couch in the nude on the B side. She is also 
coming out into the common areas naked: Two 
male peers seemed to be fixated on her. She is 
not easily redirected to her room or the bathroom 
to get dresi;ed." 

Record review of the interdisciplinary progress 
noted on 6/18/15 revealed Client #6 "came out of 
her bedroom and laid naked on the couch." • 

Record review of the interdisciplinary progress· 
note on 6/21/15 revealed Client #6 ''came out of 
·her room naked 3 tfmes." 

Record review of Client#6 's IHP dated 7/1/2014 
revealed there was no program to address the 
behavior. The first Incident of public nudity 
occurred on 2/9/15. Since the occurrence, there 
were no changes made to the IHP. 

Interview with staff Eon 6/25/15 revealed she 
wrote the progress note on 6/16/15 and she was 
made a-.yare that Client #6 was lying on the couch 
naked by one of the male clients. . 
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Interview with the Staff Bon 6/25/15 revealed she 
was aware of the behavior, however she forgot to 
mention it at the weekly house team.meeting. 

Interview on 6/25/15 with Staff R and Staff Q, 
• revealed they were ·unaware of the behavior. The 
facility had not developed a plan to address the 
behavior of Client#6 entering common areas of 
the home naked. 

W 257 483.440(f)(1)(iii) PROGRAM MONITORING&. 
CHANGE 

. The individual program plan must be reviewed at 
least by the qualified mental retardation • 
professional and revised as necessary, including, 
but not limited to situations In which the client Is 
failing to progress tqward identified objectives 
after reasonable efforts have been made. 

This STANDARD is not met as evidenced by: 
Based on record review and interviews, the 
facility failed to ensure that one Sample Gllent 
(Client #10) had changes to his progra')lS when 
he failed_ to make progress toward the objective. 
This failure prevented. Clienf#10 from learning 
the Identified skills and becoming more 
independent. 

Findings Include: 

1. Review on 6/25/15 oflhe Qualified Intellectual 
Disabilities P.rofessional (QIDP) review of Active 

; Treatment dated·4/17/15 for Client#10 revealed 
the following: 

a. T~e data for Objective 3009 (a self-calming 
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technique) revealed his progress for January, 
2015 was 50%, for February it was 25% and for 
March it was .61 %. The pro,gram goal was 96% 
progress. Review of monthly data from August, 
2014 through January, 2015 revealed a steady 
decline in progress and showed a significant 
decline in January, 2015. The QIDP summary 
slated " Program declining, but within normal 
variation historlcally" . There was no reference 
to any changes to the program to encourage 
success. •. 

b. The data for. Objective 9002 (physical . 
aggression) revealed his progress for January, 
2015 was 2 episodes, in February ii was 5 
episodes and in March, it was 2 episodes. Data 
from June, 2014 to December, 2014 showed a 
range from 2 to 11 episodes. The QIDP 
summary slated "Within normal variation 1' • 

Interview on 6/25/15 with Slaff Q (who was filling 
in for the QIDP) ve·rified programs,had not been 
changed when progress was not being observed. 

W 322 483.460(a)(3) PHYSICIAN SERVICES 

The facility must provide or obtain preventive and 
general medical care. 

This STANDARD is not met as evidenced by; 
Based on interview and record review, the facility 

failed to ensure 3 Sample clients (Clients# 4, #7 
and #10) and 1 Expanded Sample Client (Client' 
#13) received a physical exam annually. This 
failure put Clients at risk of having medical 
conditl_OQS not being identified and treated. 
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Findings Include: 

1. A record review on 6125115 of Client #4 ' s 
health records revealed his most recent physical 
examination was on 4115/14: A6/25/15 interview 
with Staff Q verified there was. not a more current 
physical examination. 

2, A record review on 6/25115 of Client #1 o .' s 
health records revealed his most recent physical 
examination was on 4/2/14. A 6/25/15 Interview 
with Staff Q verified there was not a more current 
physical examination. 

3. A record review on 6/25)15 of Client #13 ' s 
health records reve13led his most recent physical 
examination was on 411113, A6/25/15 lnteiview 
with Staff Q verified that there was not a more 
current physical examination, 

4. A record review on 6/25/15 revealed Client #7 '· 
s health records revealed his most recent 
physical examination was 3/8/2013. lnteiview with 
Staff Q on 6125/15 revealed ·she was unable to 
locate the documentation that there was a more 
current physical examination. 

W 382 483.460(1)(2) DRUG STORAGE AND 
RECORDKEEPING. 

The facility must keep all drugs and biologicals 
locked except when being prepared for 
administration.' 

This STANDARD is not met as evidenced by; 
Based on obseivatlon, record review, and . 

inteiview, the facility failed to ensure medications 
were kept secured until they were administered 
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as prescribed. This failure resulted in 

.. medications being unaccounted for and putting 
Clients at risk of ingesting medications not 
prescribed for them. 

~indings include: 

Review on .12/15/14 of a preliminary facility 
investigation into an lnclde.nt that occurred on 
12/3/14 revealed Staff A, a facility nurse, 
transported two Senna/Docusate (treatment for 
constipatii;in) pills from the nursing office, in a 
paper bag, lo Chelan House sometime around or 

•. shortly after 2: 15 PM. This medication was to be 
. started· the next day. The facility investigation ' 

indicat{!d that Staff A put the pills, still in the paper 
bag, on the counter in the medication room upon 
arriving at Chelan House. Staff A then completed 
the.3 PM and 8 PM medication passes at'Chelan 
house. At thii; point he started the process of 
recording and documenting the Senna/docusate 
medication that had been brought to the house. 
Staff A discovered ttie paper bag was missing. 
He immediately notified the proper staff ·and 
Initialed a search. The missing medication was 
not found. • 

Observation on 2/25/15 of the medication room at 
Chelan House revea[ed itis too small to pass 
medications to Clients from within the room. The . 
medication earl, which contains Clients ' 
medications, takes up too much of the room to 
allow the nurse to be in the.medication room with 

. the medication earl and still agminister the 
medications. The door to the medication room 
was noted lo have a locking mechanism that kept 
the.door locked at all times, whether the door was 
closed or left open. So, if the door to the 
medication room was closed, ihe room would be 
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secured. Further observation of the door 
revealed It had an attached stopper which would 
allow !he d_oor to be proppfld open .. 

Interview on 2125115 with Staff B revealed he 
conducted part of !he investigation into !he 
incident. He believes the most likely explanation 
is that Staff A was administering mediqations from 
!he cart, outside the medication room. • He 
believes !he door to !he medication room was 
propped open and a Client ehtered .the room, 
un-noticed by Staff A, and took the bag of p)lls. 

W 436 483.47D(g)(2) SPACE AND.EQUIPMENT 

•. 

' The .facility must furnish, maintain in good repair, 
and teach clients to use and to make informed 
choices about the use of dentures, eyeglasses, 
hearing and. other communications aids, braces, 
and other devices i(lentified by !he • 
Interdisciplinary team as needed by !he client. 

This STANDARD is not me! as evidenced by: 
Based on observation, interview and record 

review the facillty failed to furnish, maintain in 
good repair, and :leach clients to use and to make 
available eye glasses for 1 of 12 Sample Clients 
(Client #8) in the sa,mple. This failure prevented 
the Client from having access to eye glasses. 

Findings Include: 
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On 6/22/15 a! 1 :40 PM Client# 8 did no! have ' 
glasses as he went to buy a snack on an adjacent 
building. Client #8 was blind In his left eye and by 
yirtue of standing very close to· the machine and 
seeming trying to see, there were indicators _he 
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had difficulties visually al the machine in his 
attempt to make his choice. On 6/23/15 at 7:0.0 
AM during an obseivalion..of Client #8 there·was 

• no evidence of eyeglasses in use for his morning 
meal. He was again observed at the Vocational 
Program at 9:00 AM where his work involved 
sorting clothing.from light-to dark colors. He also 
pushed the buttons for the automated washing 
and drying machines. There was no evidence of 
eyeglasses in use during these tasks. Client #8 
was observed al 3:30 PM b_ack on the home and 
he did not have glasses as h.e assisted in setting 
the table. Client #8 was observed-in the 
Workshop lauhdry al 9;55 on 6/24/15 as he was 
sorting children clothing from adult clothing-and 
hanging_ them on_ hangers. He was never 
observed with eye glasses. 

An interview with Staff Kon 6/25/15 at 9:30 AM 
revealed Client #8 was to wear glasses but they 
were being repaired at this time. When asked 
how long eyeglasses repair takes he-stated it 
could take several weeks. When asked if he had 
any-documentation regarc;ling the process in this 
case he thought that he did, however; this was • 
never presented. He was uncertain as to when 
the request had actually been made for the 
repair. When asked when the last assessment • 
for ophthalmology had occurred he was uncertain 
and although he c)lecked documentation, he was 
unable to find any consult for the glasses or a 
referral to ophthalmology. 

Ari interview on 6/25/15 at 2:00 PM with Staff N 
revealed Client# 8 had eyeglasses, however, he 
always destroyed them. When asked if any 
training had been provided for this behavior he 
staled ha didn"t know of any, however, the 
discussion had. resulted in allowing for the 

(X2) MULTIPLE CONSTR
0

UCTION 
A. BUILDING _______ _ 

PRINTED: 07/06/2015 
FORM APPROVED 

0MB NO. 0938-0391 
(X3) DATE SURVEY I, ( 

COMPLETED , 

B, WING 06/26/2015 

STREET ADDRESS, CITY, STATE, ZIP CODE 

~ RYAN ROAD 
BUCKLEY, WA 9B321 

IP 
PREFIX 

J"/\G 

W436 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVEACTIOt-,1 SHOULD BE 

CROSS•REFERENCED TO THE APPROPRIATE 
DEFICIENCY) ., 

.. 

()(5) 
COMPLETION 

DAT!! 

I CMS-2~Ei7(02-99) Previous Versions <:JbSo!ete Event ID:TICFV11 Facility ID: WA40110 • If continuation sheet Paga. 38 of 40 



( 

r 

DEPARTMENT OF HEALTH AND HUMAN SERVICES • 
CENTERS FOR MEDICARE & MEDICAID SERVICES 
\TEMENT OF DEFICIENCIES 
.~ "LAN OF CORRECTION 

()(1) PROVIDERISUPPUSRICLIA 
IDENTIFICATION NUMBER: 

50G046 
NAME OF PROVIDER OR SUPPLIER 

RAINIER SCHOOL PATE 

()(4) ID 
PREFIX 

TAG 

' SUMMARY STATEME)/T OF DEFICIENCIES 
{EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC ID,ENTl".1'ING l~FORMATION) 

W 436 Continued From page 38 
pr~vision of reading glasses. When asked if 
Client #8 had reading glasses he responded that 
he believed he did. When asked when Client #8'' 
was to wear them or where they might be located 
he stated they would be on the home and staff 
should encourage him ta wear them. Staff N 
acknowledged the confusion regarding the need 
and the practice associated with the glasses for 
Client #8 and stated he was going to have to 
re-Initiate this process tq determine the actual 
need and status of the glasses· for Cllent #8. 

An Interview on·6125/15 at 4:30 PM with Staff I 
revealed he was uncertain as to whether or not 
Client #8 required eyeglasses, b.ut acknowledged 
he had reading glasses end located them in the 
staff drawer. He stated thE! reading glasses were 
ofa 1.5 power. When asked why Client#8 was 
not wearing the glasses he stated because he 
~act a history of breaking them. He was not 
aware of any plan for dealing with. that Following 
a review of the indiVldual Habilitation Plan (IHP), 
Staff I agreed the matter needed to be 
re-assessed as there was confusion regarding 
the' intended use of eyeglasses ancllor reading 
glasses. 

On 6125/15 at 2:45 PM during record review for 
Cllent#8 Within the IHP dated 215/16 in the • 
section Adapflve Equipment Prescription 
Eyegl~sseslread identified. The reason 
listed stat i e 

removal His glasses were needed to 
greatly aid his vision, both far and near, but can 
benefit most from their use for clo~e up work. 
Reader glasses with +2. 75 strength may also 
benefit him or close up work while sealed - vs. 

ORM CMS-2567(02-99) Previous ¼mlons Obsolete E11anl ID:1XFV11 

( 

PRINTED; 07/0612015 
FORM APPROVED 

0MB 0. 0938-0391 
(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY 

COMPLETED A BUILOING ______ _ 

B.WING 

ID 
' PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE ' 

RYAN ROAD 

BUCKLEY, WA 98321 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

GROSS-REFERENCED TO THEAPPROP.RIATE 
DEFICIENCY) 

W436 

06/26/2015 

(XS) 
COMPl.ETION 

DATE 

Facility ID: WA49110 If continuation sheet Pago 39 of 40 



JEPARTMENT OF HEALTH AND HUMAN SERVICES 
~ENTERS FOR MEDICARE & MEDICAID SERVICES 
l\TEMENT OF DERCIENCIES 
ID PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

50G046 
IAME OF PROVIDER OR SUPPLIER 

IAINIER SCHOOL PATE 

()(4) ID 
PREF!)( • 

TAG 

W436 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY. MUST BE PRECEDED BY·FULL 

REGULATORY DR LSC IDENTIFYING INFORMATION) 

Continued From page 39 
the expense of RX glasses that may lireak 
frequently." In the 'schedule' section of this 
document it stated staff need to continue to· 
supervise use of the glasses at meal time, work 
task, arts and crafts, games, TV watching, etc., 
where close up eye work is needed and he is 
more engrossed in the activity due to interest 
Glasses will be maintained and cleaned by"staff 
until his tolerance and use is consistent'- store in 
A side cupboard on the house and at the job site. 
There was no evidence of program for the care, 
cleaning or use-of eyeglasses for Client #B. 
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. STATE (?°F WASHINGTON . 

DEPARTMENT OF SOCIAL AND HEALTH SERVICES 
AL TSA, RCS, ICF/11D Survey & Certification-Program 

PO l3ox·45600; Olympia, WA 98504-5600 . ' . 

January 31, 2014 
CERTIFIED MAIL 1700813D0 DODD 7188 4481) 

Neil Crowley, Superintendent . 
Rain\er School PATE • 
PO Box600 . 
Buckley, WA 98321 

RE: • Recertification Survey 
1/1;3/2014 through 1/17/2014 

Dear Mr. Crowley: 

From 1/13/2014 through 1/17/2014 ICF/11D survey staff from the Resi_dential Care Services. 
(RCS) Division of Aging an~ Long~ Term Support Administration (AL TSA) conduct'?d a • 

• recertification survey at your facility- to determine compliance with Federal requirements for 
'- .' • 1cF/IID facilities participating in·the Medicaid program. The CMS 2567 Statement of 

• Deficiencies Is enclosed. • • 

( 

Plan of Correction (POC) 

You must detail a POC on the enclosed origini'!I CMS 2567 fprm for ;ii deficiencies. Your POC 
must at minimum address each of the bulleted items below. 

• How the facility will correct the deficiency as it relates· to the resident; 
• How the facility will act to protect residents in similar situations; . 
• Measures the facility wili'take or the systems it will alter to ensure that the problem does 

not recur; • . 
'I! How·the•facility plans to monitor.its performance to make sure that solutions are 

sustained; 
• Dates when corrective action will b'e· completed (no more than 60 days .from .the last day 

of the inspection); and • ' ' 
• The title of the person or persons responsible to ensure correction for each deficiency. 

. . 
You rriust also send the original 2567 form with your POC signed and dated. to tt:,e fv1anager 
b'e)ow no later than 10 calendar days after you receive this letter. failure to submii an 
acceptable POC by the 10th calendar day, may result in the imposition of remedies.' • 

Loida Baniqued, Field Manager 
ICF/11D Survey and Certification Program 

Residential Care Services, Mail !,top: 45600. 
PO l3ox 45600 

Olympia, W,A 98504-5600 
Office (36~} 725-2405 Fax (360) 725-2642 



Neil Crowley, Sup,erinten-· ,t 
January 31, 2014 
Paget' 

RCS will use the POC as a part of the basis for verifying whether the deficiencies have been 
corrected. If you modify your POC after submission, you must immediately·notify the above· . 
office in writing. Any POC modification must address each "W" tag number with-related 

• details about any modifications. 

Informal Dispute Resolution (IDRl 

You have an opportunity to question cited deficiencies and/or state actions initiated in 
response to them, through the state's infonmal review and dispute resolution process. 
'Unless you become entitled to a federal. administrative hearing following imposition of a 
federal remedy, this will be your only opportunity to ehallenge the deficiencies described on 
CMS.Fonm 2567. • ' ' 

To request an infonmal dispute resolution (IDR) meeting, please send your written request to 
Robert McClintock, QA Administrator, PO Box 45600, Olympia, Washington 98504-5600: If 
you request an IDR, you must still submit a POC within the time limits described abpve. The 
written IDR request should: • 

• Identify the specific deficiencies that are disputed; 
• Explain why you are disputing the deficiencies; . . . . 

. • Indicate the type o~ disp.ute resolution process you prefer (face-to-face, telephone 
. conference br documentation review);and 

" Be sent during the same 10 calendar days you have for submitting a POC for the 
cited deficiencies. 

During th·e infor~ial process' you have the right to present written ancl/m oral evidence refuting 
the deficiencies. An incomplete review and dispute resolution process will not delay the 
effective date of any enforcement action. 

If you have any questions concerning thi; instructions contained in this letter, please.contact me 
,at (3.60)725-2405. 

Enclosures 

cc: Janet Aclams, DDD 

Sincerely, 

x~~-
Loicla Baniqued, Fi~d Manager 
ICF/11D ~urvey and Certification Program 
Residential Care Services 

. -
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l STATE OF WASHINGTON 
, '. DEPARTMEN_T OFSOCIAJ...'AND HEALTH SERVICES 

AL TSA, RCS, ICF/11D, Survey & Certification Prog'rain 
Pb BoxA-!i600, Olyrrjpia, WA 98504-5600 

April 12, 2013, • 
CERTIFIED MAIL (70071490 0003.4201 3384) 

Neil Crowley, -Superintendent 
Rainier Sche0I PAT E 

'PO Box60o·· 
2120 Ryan Road . 
Buckley, Washington 98321 • ' 

RI;:: Recer'tific13fion Survey 
3/25/201.3 thrbµgh '3/29/2013 

bear Mr. Crowley; 

. . . 

. ' 
Frnm 3/25/2013 thrmigh.3/20/2013-ICF./IID survey staff from the Residential Gare /,ervlces 
(RCS) Division of Aging antj L6ng-Term Support.Administra\ion (ADSA) coflducted a . • 
rec:ertific;ation survey. "!I your facility .to determine cpmpliance_ with Federal requirements for 
ICF/11D facilities participt/ting in the Medicaid program. The CMS 2567 Statement of 

. :Deficie_ncies for the recertifi'cation survey is enclosed. • 
;. 

Plan of Correction (POC) 

. You musi detail a;·POC on. the, enclosed original CMS-2567 fonn ·for all deficiencies. Your POC 
must at minimum address .each of the· bulleted ·items below. . 

•· How the facility will' correct the deficiency as ii relate$ to the resident; • 
• . 'Hov{the facility will actto protect residents in similar situations; • 
-• Measures the facility will take odhe systems ii will alter to ens~re that the prpbiil.m does 

not recur; • • • •. • • . 
• How the facility plans to. monitor its per:fonnance to make sure that solutions a.re 

I sustaine_d; • . . • " • . • . , . 
. 
1 

• Dates when corrective· action will be completed (no more than 60 days from the last day 
1 • of the irispef:!ion); 1md_ • . • . • . ; 

,, The ti_tlei, af the person or persons responsible-to ensure correctian for each deficienc;yi 
·, . ~ - ' .· • . . •• . ' •• •• . 

-• • you_ must.aiso senci'the original 2567 f~im with ypur POC sign.ed and-dated to the Managffi 
• ,. : •. .. belpw_no laterthari 1Ci'-calelidat days after you recei_ve ~his-letter. Failure to'submit an , 

-. • .. acceptable POC ,by the 1-0th .calendar day m~y tesult in the imposition of remedies. , 

Loida Bs1niqued, Field ·M,mager 

C 
ICF/IID Survey and Certification Program 

Residential Care Services, 11/1ail Stop: 45600 
• PO Box -'15600 -

Olympia, WA 98504-5600 ·• 
Qffice (360),.725-240!5 Fax (360) 725-2642 



NE!il Crowley, Superinter nt 
April 12, 2013 
Page2 

. . 
RCS will use the POC as a part of the basis for verifying whether the deficienc,ies !)ave been 
-corrected. If you modify your POC after submission, you must immediately notify-the above 
office in writing, Any POC modification must address each "W' tag number with related 
details about, any modifications. • • • • • 

Informal Dispute Resolution (IDR) 

You have an opportunity to question cited deficien~ies 11nd/or state actions initiated in 
response to them, through the state's informal review and dispute resolution process. 
Unless you become entitled to a federal administrative hearing followi_ng impos_ition of a 
federal remedy, this. will be your only opportunity fo challenge the deficiencies described on 
CMS Form 2567. • • 

To request.an informal dispute resoluticm (lDR) m:eeting, please \lend your written request to 
Robert Mcclintock, QA Administrator, PO Box. 45600, Olympia, Washington 98504-5600. If 
you request an IDR, you must still submit a POC within the time limits described above. The 
written IDR request should: 

• Identify the specific deficiencies that are disputed; 
• E?CJJlain"why you are disputing the deficiencies; 
• Indicate ~~e type of dispute resolution process you prefer (face-to-face, telephone • 

conference or documentation review);and 
• -Be sent during the same 10 calendar days you have for submitting a POC for the . 

cited· deficiencies. • • • 

During the info~mal pr.ocess you 'have tl,:e right to present written and/or oral evidence refuting 
the deficiencies. An incomplete review al)d dispute resolution p~ocess will not delay the 
effective date of any enforcement.action. . 

If you have any questions concerning the instructions contained·in this -letter, please contact me 
at (360)725-2~05. • • • -· • 

Enclos1,1res • 

cc: Janet Adams, DOD 

Sincerely, <7>~~ i~ .. , 
Loida Baniqu;d, Fifulct Manager 
ICF/IID Survey and Certification Program 
Residential Care Servic~s 
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W 000 ·INITIAL COMMENTS 

This report is the 'result of a"t1 Annual 
Recertification Survey conducted at Rainier 
School PAT-Eon 3/25/13 to 3129!13. P..'sample of 
12 resident was selected from a ce~sus of 122. 
The Expanded Sample included' 79 current 
residents. • 

. . 
The survey was conducted by: 

. Janelle Buchanan, R.N., B.S.N. 
Penny Rarick, B.A. 
Christina Borq~ardt, R.N., B.S.N. 
Claudia Baetge, M.A.' 

The survey learn is from: 

• ICF./11D Sunley and Certification Program 
Residehtial Care Services Div1sion 
Aging and Long-Term Support~dminislratioh 
Department of Social and HeaHh ·services 
PO Box 45600. • • • • . 
Olympia, Washington 9850+5600 

• Telephone: 360-725-2405 
Fax: 360-725:2642; 

W 104 i 483.41~a)(1) 00VERNll"!G B()DY 

The gov~rning bacy must exercise geveral policy,. 
budget, and operating cilrecllon pver 'the racjlifY,. 

~ .· . 

Tliis STANDARD is not met as. evidenced by: 
• Based on observations and interviews the facility 
failed to ensure staff handled and .stored food 

wooo 

W104 

properly and failed to provide a well repaired and 
maintained environment which was free. frcim _,,, 17 ... 

.. 

(EACH CORREC'riVEACTION SHOULD BE 
CROSS-REFERENCED TO THE APPROPRIATE 

, DEflCIENCYJ, 

RECEIVED 

• • JUN 14 2013 

DSHS/ADSNRCS/BAAU . ' 

Any d_eflclency statem_ent ending wilh an a_sterisk ('} denotes a defic \>mich the instiiution ,:nay be excused fuiin correcting providing it is de(ennlned that 
other safeguards provide sufficient protection to the patients. ee1nslructlons,) Except for nuislng homes, the findings slated above are dlsclosable 90 days 

{
-- ~ ··-·Mng the date of survey whether or not a plan of corf n Js provided. Fornur'Sing homes, the abDve findings and plans of correction are dlscl.osabTe 14 

followlng the date these documents are made _allable to the f~cmty. If defjc:Jencles are cited, -~n approved plan of correction Is requisite to continued 
• ram participation. • 
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SUMMARY STATEMs-iJ" OF Ol!FJCIENCll!s 
(EACH DEFIClENcYMUST BE PRECEDED BY ~LILL 

REGULATORY OR ~SC IDENTIFYING INFORMATION) 

Continued From page 1 : 
safety hazards for 5 of 8 cottages (Alpine, Asp~n. 
Omak, brcas, & qan Juan). Failure to store ana 
handle food properly could place residents atrisk 
of food borne illness af"\(l failure to.provide a ·well • 
repaired and maintained environment could place 
residents at risk' for injury, . • ··, • • 
Findings include: • . .. 
All observations were between 03/25/13, 
03/27/13 and 03/29/13 unless otherwise stated.· . 

-f: (Exterior) . . . 
1. Old ba'rbeque moss growing on the wood, 
blocking the bicycle rack area • • , 

. 2. Patio .under bedroom·wirrdows in the garden 
area was wood ·pieces ~tat:l<_ed ori the grdund: 
3. Charcoal barbeque was l_eaning up against 
the cottage·ln Ifie ~OW(ilr,be~ • . • •. •• . 
~;<(Exterior) • • . . . 
"1' .• Back'pafio area nol~d that there livere·fawn' 
chairs amj foot stool~ ~tacked cir, top .cf th~ gl~ss 
top picnic table with ·hoses'and cushions stacked 
on top of that • . 
2; Under the windows a piece of wood staclted 
.against the cottage with' several other pleces 
laying on the ground • 
3." Window screen broken. • . . . _ , 
4. 9n the sidewalk there w.a·s a pile.pf bricks on 
the side . •• 

~i:\ffl~l"{Exterior) • 
1. Torn lan'dscaping fab/ic 
2. Broken trellis . .. . . . 

. 3. • µ,rnlscaping border sections not completely 
• buried iii ground . 
4. Nalls protruding from exterior slalng (B side 
door.) • 

(Interior) , 
Refrigerator: 

PRINTED: 04/11120.13 
!:ORM APPROVED 

0MB NO 0938-0391 
(X2) MULTIPLE CONSffiUCTION (X3) DATE SURVEY 
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CROSS-REFERENCEO"TOJHEAPPROPRIATE • 
.. DEFICIENCY) 

P.ATE house refrigerator/freezer food was 
assessed for lebels·and any food not labeled 

was thrown awu:y. 
Person responsible: 

ACM 
• Monitor: 

DDA2 

Any food product that is notprepackaged 
• with expiration 'date will be labeled, 

• • identified and dated. 
Person responsible: 

ACM 
Monitor: 

DDA2 

: PATE Houses will monitor on a weekly 
basis to ensure food products w:-e 

appropriat,;ly lebeled, identified and dated. 
•. Tools: 

. . Checklist 
' .Person responsible:·. 

ACM 
Monitor: 

-_DDA2 

All items identlfi<li es safety hazards were 
. . •discarded and/or repaired. 

:· , • Persol! responsibJe: . 
ACM 

•Monitor: 
• DDA2 

An environmental observation will be 
completed monthly to identify safety 

hazards. A worl<: request will be submitted-to 
repair and/or discard safety'hazards. 

• Tools:• 
Environmental checklist 

• Person responsible: . 
ACM 

Monitor: 
DDA2 

(XS) 
COMPl.ETION 
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S/24/13 

S/24113 
·and 
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anc 
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REGULA'JORY OR LSC IDJ,NTlFYING INFORMATION) 

Continued From page 2 
1. El Palo Salsa (2 bottles): dat~ r.eceived !~bey 
no op_en date . . . : . . 
2. Smuckers. Grape Jelly;date received label, 
no open date . 
3: ½ gallon Milk {2), date received label, no 
open dale . • 
4. Rejuv Prune Juice, date received laliel, no 
open date • 
5. Spaghetti (yellow plastic container), n.o ope, 

(X2) MU!.TIPLE CONSTRUCTION 

A. BUJLOING..o·~·------'-

B. WJNG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

RYANR<lAD . 

BUCKLg¥, WA_ 98321 

PRINTED: 04/11/2013 
FORM·APPROVEO 

• ·oMB NO 09'38-0391 
(X3) DATE SURVEY 

COMPLETED 

·03/29/2013 

. ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
{EACH-CORRECTIVE ACTION SHOULD B~ 

CROSS.REFERENCSD TO Tl'IEAf'PROPRIAlE 

()(5) • 
COMPLETION 

OATE •• 

: Dl!FICIENCY) .. , .. 

W104 

•' 
date . , . • · • 
6. Grand Pannesan; date recehietl label, no 
open date 
7. Spaghetti In foU covered !iow~I, no open dat· 
a. Diet Mt. Dew, open, urilabelea : • 
Kitchen Freezer: : . • 
1. Pancakes, date receiveij label, no-ope_n dale \ 
2. Ff~hcli Toast (5),' date received l~bel, no 
open date . • • • • . 
3. 2 slices of lunchmealin ZiploC bag, no operi 
dale 
4. Waffles {24); ripped bag, dale received label, • 
nci open date - • : • , 
5. Ben & Jerry.Ice cream; no·open date· 

·6. Scandina'ilian Frozen Vegetables, date 
receive label, no open date • • . 

. 7. Waffles (3) in Zlploc bag,'unaated, unlabeled-
! 8. Ice creain bar, u~labe1ed . • , 
9. 1 tall plastic glass with ice on bottom, i 
unlabeled, .• / 

Upright Free_zer (lo*ed): : •• 

·1. Hotdog buns bag.(3), no open date 
2. Hotdog buns· bag (6), no open date 

<;>rc:a·s: (Exteriori 

1: Bike parts (screws. bolts, axe!) on patio 

FORM CMS-25~(02-99) Previous Versions Obsblete Evelll lD:2GYG11 
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DEPARTMENT OF HEALTH AND HU1,. ,N·SERVICES 
CENTERS FOR MED.ICARE &.MEDICAiD SERViCES • 

STATEMENT OF DEFICIENCIES 
• ~LAN OF CORRECTION 

(X1)-PROV!bER/SUPPL!ERICUA 
IDENTIFICATION NUMBER, 

NAME OF PROVIDER OR S~PPLIER 

RAlt~IER SCHOOL PATE 

(X4).ID 
PREFIX 

TAG"• 

W104 

. •' ·. 
s·□MMARY STATEMENT OF DEFICIENCl!~S· 

(EACH DEPICIENCY M~ST BE PREC~DED BY fUU. 
REGULATORY QR LSC IQEN"!lt'YING'INFORMATION) 

Continued From page 3 
2. Broken pfflce chair on µ·atio 
3. . Wooden ~wing With broken .slals, protruding 
rusty screws • . . . • 

• 4. Basketball pole wllh broken r-im ·lying on 
•ground· ••. • .. ·: 

5. Missing/Broken screen froin window • 
6. lipped over 2 ~eal'bikewttlJ,bike·_ciiain •. 
wrapped around red wagon wheel 
(Interior) 
Upright Freezer- (locked):-
1. Shredded'Cheddar Cfi_eese (bag not tied 
shut) . • .. • · 
2. Hot Dog Buris (1 packagej, open, undated 
Dining Room Table • .. . 
1 . Ketchup bottle, open, undated 
San Juan: ' • 
(Interior) • • 
Refrigerator. 

1. Ketchup (3 bottles), date ;ec;:eived Jal>el, no 
open date . • • .: 
2. Smuclters Grape.Jelly (2 bottles), date 
received label, no open daie • • • ·.: 
3. Syrup (2 qontainers), date received label, no:. 

(X2) MULTIPLE CONSTRUCTION 

A. BUIWING ___ ___, __ .c._ 

B. WJNG .. 

STREET-ADDRESS, CITY, STATE, ZIP COPE 
RYAN ROAD • • • • • 

Bl!CKLEY, WA· 9~21- , 

PRINiED: 04/11/20i3 
. FORM"AFIPROVl;D 

0MB NO 0938-0391 
[X3) DATE SURVEY 

COMPIEJ"ED 

03/29/2013 

ID, 
PREFIX 

TAG 

"•pfiovi'oEi<'S PLAN PF CORRECTIPN
(B\CH cl)RR/;Cf!IIEACTIDN SHOULD BE 

CROSS,REFER];NCEO TO THE APPROPRIATE 
DEFtDIENCY] 

IX5J 
COMPLEllON 

DATE 

W~04 

.. 

·.' 

.... 

'' '• 

open date - : • 
4. Onion (1/2) in ;;:'.jploc bag, elate-received label, , 
no open date· • · • ·: •. ,·. ·: : 

'• : 

Freezer: . • • .. 
•' 

·, 1. • Sausages (4), torn bag; dat~ ~e~ived l~bel, ' 
. : no open date , • • ·. • •. • , . 

2. Waffles (5) In Zlploc ~ag, dale received label, 
no open date . 
·3. ·French Toast (3), torn bag, date received 
label, no open·date • 
Upright Freezer (locked): • . 
1. Com Dogs, torn bag, no date opened •. 
2. Brown paper sealed bag, not ideiitilie\l, !ID 

:ORM CMS-2567{0i-99) PrevlDus Versions O,bsolete 

I. 
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DEPARTMENT OF HEALTH AND HL.: .. ~ SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

Pl;<JNTED:: 04/11/2013 
• FORMAPPROVEb 
0MB NO. 0938-0391 

f 
STATEMENT OF DEF.ICIENCIES 
AND Pll\N OF CORRECTION 

(X1) PROVIDER/SUPPUER/CuA 
IDENTIFICATION NUMBER: 

• {X2) MUlTIPLE CC,N~TRUCTJDN . (X3)DATESlJJWE'{ /· 
COMPLETED • !. 

50G046 

NAME OF PROVIDER OR SUPPLIER 

RAINIER SCHOOL PAT E 

(X4)1D 
PREFIX 

TAG 

SUMMARY STATEMEITT OF DEFICIEiNCJES 
(EACH DEFICIENCY MU Sf Bli-l'RECEDEO ~y F\lU. 

REGUll\TORY OR LSCmENTJFYING !NF~RMATION) 

W 104 Continued From page 4 
date frozen • • 
3 .. French Fries, date reeelved label, nci dale 
opened 
4. Shredded cheese, no label, no date frozen 
5, Muffins .(resident 's naril~), no date frozen 

' • . . 
.. 

Krtchen Cupboard: . . . 
1. Bread {3/4) loaf, date received'labal, rio open 
dafe ,. • 
2. Giant Hamburger buns (4), date received 
label, no .open date _. . .'. : , . . 
3;- Thick,lt ( 40oz), elate received label, no open 
date . • .. . ··' 
4. Vinegar (Best if used. by d;lle 1/22113) 
5. Fred fl.'.leyer Decaffeinated ·eoffee· Jar, date 
received-label,no open date. • • .. 
6. Krusteaz BlittermllR Blso~it Mbc (nofopened a 
box dated 3/25/13). • ' ' • 

W 137 483.420(a)(12) PROTECTION. OF CLiENTS : 
RIGHTS • • •.. 

' 
The facility must ensur~ tlie rights of all·cfi\lnls. 
Therefore, the facility must ensuri;, Hiat clfenls 
have the right to retain and _use-appropriate • 
personal possessi0ri:\ an_d clothing. . 

l • • ;- • 

This STANDARD ·1s riot met as evidenced.by: : . 
Based on obsetvali6ns and interviews Hie facitity 
failed to ensure ths1t 2 :qf 12 expanded.sample 

.. r0;>sidents (Resident #13 & #18) liad their own .. 
electric razors. Failure to have own e/eotrlc razors 
prevented residents from completing fasRs . 
lo"(ard independerrt grooming. 
Findings include; .. 
Qbser\lalions on 03/28/13 of Alpine _col)age .. 
residents • rooms revealed two residents did not • 
have elei;:!ria razors to complete their personal 

·.• ' 

FORM CMS•2567(02--99) PrevioUS VetsJons Obsolete Evl,nt 1D:2GYG11 

A. BUILDING ______ .__.;....;.. 

B.'WlNG ·' • 03/29/2013 
sfREEr ADDl<El!S. cljY;STATE. ZIP CODE 

RYAN ROAD ., • •. 

BUG~Y, WA 983~1 , 

ID 
PREFIX 

TAG. 

W137 

,J'bW~~~f6n~i~N~E 
CR0$S-REFEffi:NCED 10 ti-IE APPROPRIATE' 

1 

• , DERciENcY) .. 

.• 

: ,. 

€lient #13 &¥/I 8 mzon; Wi:re.iocated in 
• • th~b~oms: 

Person responsible; 
• ACM 

Mc;niton 
DDA2 .. ,. 

• ACM's ~11 check and ensure th~t au clients 
··•that sbavehave·a razor."Wben ta.'1,0IS'are 

broken or lost,, ACM•s will submit 
•• paperwork !D replace razors. ' 

, Tools: 
cJ]ecklist 

:Person ·responsibie~·· 
' • ACM 

• Mu1Jitur: 
DDA2 

. ' 

(Xo) •• 
COMPLErJON 

llAlE • 

Completed 
·3/27/13 

5/.24113 
and 

Ongoing 

FacUltyJO:WA401_io. -.If continuaifrlfl sheatPage 5 of20-



DEPARTMENT oF HEALTH Mio f-lU, .. AN sERvrc·Es· 
CENTERS FOR MEDICARE & MEDIGAtb°SERVICES 

ST'TEMEm:OF DEFICIENCIES (X1) PROVIOER/SUPPLIER/C:UA 
l~ENTIFICAllON NUMBER: 

I 

' ll-AN OF CORR{;CTION 

50(,046 

NA.ME OF PROVIDER OR SUPPLIER 

RAINIER SCHOOL PATE 

(X4)10 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFJCIENCle! • 
(EACH DEFICIENCY MUSTBEf'RECEDEQ·BY F.ULL 

·REGULATORY OR LSC IDENTIPflNG IN~MATIO~ 

W 137 c'ontinued Frain page 5 .. 
hygiene care. When asked h<ffl the residents 
completed their grooming for the day the sta.ff 
were unable to locate the electric razor.s and were 
unclear if the residents had baen .~haved·that-day: 

W 263 483.44D(f)(3)(iij PROGRAM MONITORiNG &· 
CHI\NGE • 

. 
The committee should insure that these programs 
are conducted only.With thew!itten irif~rmed . 
consent ilf the clie11t. parents (if the client is a • 
minor) or legal gi:Jardlari; • • • 

.,. 

This STANDARD is hot !Tiet as' eviitenced by: 
Based° ori· observations, record r'eviews-,'·a·nd . , . 
intel'vlews facilityfalled to ·ootain written consent~ 
prior to im p!ementation of restrictive l!rograms ih • 
regards to lockirig up !31)ilrp knives/iteinli' arid fcJod 
Items it\ 4 or.a cottages'(flyak;.orcas, omak'and 
San Juan). 'Failure to 01:?tain wrlit~ri t:1;1nsents 
denied the residen!/guardian lfiefopporturilty't!) . 

. make lnformed'declsions ab-out facility'restriclive . 
, ' • I 

. PRINIBD: 04/1112013 
. • FORM APPRbVE:D 

• 0MB NO- 0938-0391 
(X2) MULTIPLE C';JNSTRUCTION (X3) i;,iii'E SURVEY 

()OMPLETED 
A BUILOING_,;__ __ -'-.,---. • 

~.WING ,• 03l29i2013 

STREET ADDRESS;"Cm', STAlE, ZIP CODE • 

RYANROAO' 
BUCKLEY; WA .. 98~21 . 

. ID 
PREFIX 

TAG 

W137 

W263 

PROVIDER'S PLAN OJ' CORRECTION. . 
.(EACH OORR,EC\JVEACTION SHOULD BE: 

CROSS-REFERENCED TO THE l\PPROPRIATE 
' DEFIClEMCY) ' 

All _guardians for l' ATE clients will be .. 
receiving a written consent letter related to 
sharp kni\f.;, being seoured, Additionally, HRC 
will receive the-signed lett<;r (wlien returned b; 
guar~illl}),forreview. • • • 

. 
A.ii ;;.ardians for Hyak, Omek, Orcas, and San 
Juan house clients will ·be receiving a wtjttell •. 
consent letter-related to locked freezers and/or 
,caliinets. Additlonaliy, HR<:! will receiv.e ihe 

., signed letter (when returned by guardian) fur. 

.. review ... 

P.e:rson respon&lble 
QIDPIDDA 

'Monitor 
DDA! 

' DDAl ;;,.;ll randomly scl.;,,1 four cli~nt 

Q<si ,. 
COMPt.alDN 

"""' 

Completed 
3/18/13 

·4724/13 

• pr()gram_s. . . _ • • : ! 
: 

~uarter)y and review the/r CFA/IllP/BSP an 
complete an environmental checlc ofthilivin 

unit to ~spi:ethati'esidents/gllarilian ijl'~ 

afforded the opportu_nity _to make infqnne, 
·decisionS about facility restrictive prograiru 

Toob 
DDAl review forr 

PeNon respoll.Sib_l : 
.ODA 

• 5/24/13 
·anc 

Ongoini 

Findings include: : • . . . ,;, 

All observations,' record reviews and in\eiviaW!i 
were between ·03/25/:13 and 03/2!!/13 unless 

• , otherwise stated, • • • 

' • Omak, Orcas, and ~an Juan: Kitche'r1 Knives 
" 

Observati(/ns, record review~. a~d interviews 
r'aveal~d all sl]arp knlves/(tems were locked up 
and not accessible for resident use. . • _, • 

Interviews on 03/28/13 With the Haflllilatiiin 
Progiam Administrators (HPA) ' s reveale'cl 

=oRM ClJIS.2567(02-~9) Previous Versloris Obsoiete 

,, 

Monito·· 
• .. • DDA 
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DEPARTMENT OF-HEALTH AND HL . .,.N·SERVICES 
CENTERS FOR MEDICARE & MEDICAi[) SERVICES 

I STATEMENT OF DEFICIENCIES 
'AND PLAN OF CORRECTION 

(X1) ~ROVIDER/SUPPLIER/CllA 
IDENTIFICATJON NUMBER: 

_(X2) MULTIPLE CC>NSTRUCTIO_t,1 
A.BUIU)JNG _____ ,-____ •. _ 

PR~~Aiiii~JJ 
0MB NO 0938--0391 

(XI) DATE SURVEY • 
COMPLETED 

503046 •• B. WiNG . •. 03/29/2013 
NAME OF PROVIDER OR SUPPLIER 

RAINIER SCHOOL PJ\T" 

(X4)1D 
PREFJl( 

TAG 

• SUMMARY STATfcl,lEITT (JF DEF[CIFNCIES 
(EACHDEl'ICIENCY·MUST ~E PREC.OED BY FUli 

REGULATDRY OR l.SC IOEt,/TIFVING [NFORMATION) 

•W 263 Gonunued Fram page 6 • • 
guardians Jiad been notified of the restrictive 
practice but the facility had noi-yet completed the 
process of obtaining all coriserits. • . ' . 

Hyak, Omak, Orcas, and San Juan: Locked 
kltchen cupboards andJreezers • 

Observation revealed the following: 

• Omak: .Locked kitchen ;,;_biMet . 
1. Plastic container filled with creamer packets 
2. DI et jelly packe!li in brown luhch-liag • 
3. Maxwell House coffee packets In paper bag 
4.. Graham· crackers • • . . • • 
5. Sahka coffee packets in paper bag 
6. Mini-wheat cereal (1.3102,) • •. 
7. Pastries (2) 
6. Chocolate chips, 4 Ziplo'c.bags . 
9. Tree 'fop'Fiber Rich Apple :Juice,(3) 

. --10. Marshmallows • • • •• . . • 
11. Creamer ·packets i11 •plasfic container . : .. • ~ 

San Juan Cottage: Locli~d ~itoi,en·i,abinet ' 
1,. Hershey •· s Cocqa • • • • 
2. Mrir. -Dash Seasonlrig 
3. Hershey • s ~yrup • .. 
4. Jet Puffed Marshmallow Bits 
5. Signature Creamy Peanut Butt/lf 
6.· Signature Honey . 
7. Nesqick: Chocol~I~ flavor 

Myak Cottage- 1 lcicked chest frei)zer, 1 locked . 
uprighi freezer. Freezers coritained various. 
frozen too·d items and Items were inaccessible to 
residents unless they asked for staff assistance. 

• Omak Cottage-t locked upright freezer'. Freezers 
contained various frozen food Hems arid items 
were Inaccessible to resident~ unless they asked 

. ... 

FORM CMS-2567(02-99) Previous Verslons OP$olete Event ID:2GYG11 

·sTR!cET ADDRESS, CITY,' STA1E. ZIP CODE 
RYANROAO ·• • 

BUCKLEY, WA 98321 •· . ~ .. • . . . . .. 

• I .. ' 

,· ·, 

.(l!S) 
COMPL!ttlDf.l 

Dtm! 

,__ 
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DEPARTMENT OF HEALTH AND Hl>o..AN ·sBR\liCES 
CENTE'""' FOR MEDICARE & MED'tCAID SFRV/CEi:i • 

I sTAl'fMENT OF DEFICIENCIES 
') PlAN OF CORRECTION 

[X1) FROVIDER/SUPPUERICUA 
. IDENTlFICATlON NUMBER: 

(X2) 1.fiJL'l1PLE CONSTRUCTION 

A.8UllD!NG __ ·_~-~,.,_ 

PRtNTko: 04/11/2013 
FORM APP.ROVED 

OMB.NO 0938-0391 
{X3) DATE SURVEY 

COIIIPLEIEIJ 

a.WING ... 
03/29/2013 . 

NAME cir- PRoVIDER OR SUPPLIER 

•• RAINll:R sqHOOL:PA'r E 

PREFIX (E;ACH \lEFICll!NCYMUST Q1'PRl:CEil~DBYFUlL 
• ()(4) ID· I SUMMIIRVSTATEMENTOFPEFlciENCIES' 

TAG • REGIJI.ATORY OR LSC IDENTIFYING'IIIFCJRW>.'l'IQN) 

. W 263 ConUoue·d F.rom page 7 
for staff assis1ance, ' • . 
Orcas Ootiage: 1 locked upright freezer:Freezers • 
contained various frozen food itemli ar'!d,l!erns· ' • 
were lna~sible lo resltleirts unless they i;i~l<ed 
for staff assistance. . . • : .. " • 
San· Juan Coltage-1 l~c1<ed upright free,;or. . : • 
Freezers contained various fro2an food ·items and 
ttems were inaccessible to residents unless tliey 
asked fcir stalh!ssisrance. • • , •• • • • • 
Interviews with faciUty staff ,evealed· fhal food 
items had been 16cked up in .kitchen cupboards . 
and freezers to hef~ With-inventory and:conlrQl_for· • 
ovetflow items. • ; • .... • • . •. • ••• • • 

W 322 483.460(~)!3} f'HYSIQIAN 'SERVl~ES •• • • • 

The facllljy J.T!US! provide oi:oplei~ pr<,,vehfive and-
generAl medical care. •• • . .. . .. 

Tnls STANDARD is 'no\ triet as evld,;mceil'b'y: 
. Based .on record reviews and Interviews 3 of l2 
sampled'rc,sidents (R\3slderii#1;i!O and 12) • , 
revealed that. the Annual Jieal!IJ Care • ·, : . • 
Assessr\'lenls had nOfbeen cfone-withiri .the lasl 
yeat b9 a physici!lf1: ·Fsiflti(e to hiwe.an.Anil\lE11 , . 
Health ·care Assessm1ml placed reliidenls:atrls'k • 
of unldentifi~d medlcal Issue's wliicti tjlulcf l8f!d to 1 
deterior,!tfon.in their o\>erall heatth.- • • 
flndlngs Include: • . . " • . . . 

.. All record reviews and interviews were conducted 
on 03/26/13, 03/27/13 ;md 03/28/1.3. 

• Resident #1 ' s·fi1e was reviewed and revealed 
la$1 sssessm~nt was completed on 04/22!1 o. 

-

'was noted lo have·-·.. • 
start on 02108/1a·tor s. 
Ion was change,!) from ~ps. ~ to 

. liquid fofrn on 02(11/13. Resident #1 started 
,. ... 

STf<EET ADDRESS, cm', STATE. ZIP cone 
RYAN ROAD 

BUBKµ;¥, _WA '9832) .'. . ' 

ID 
PREFIX 

TAG 

. 
·ws22 

• • 'PROVID$\isrut,iOF cOAR!:c'rklN 
(EACH i:ORRECJ1VEACTIDN·SHDULD B!c: 

CRosS-R!lF1!RENCED TO THl'fAPPROPRIATE 
.. .' DEFICl~NCY) 

.... 

.. 

•' 
,•. 

•· 'I 

: . 

Resldmt#l, 1110, &#12 physicals 
·, :· .' have been completed. . . 

Person i-espPnsible: 
.. Clinical Director 

• • -Monitor:' 
Asst. SuperintcndentlDDAi 

All physicals for ~litints in PATE 
have been reviewed for dmeliness. 

• My annual phyficals that are 
• • overdue will be 

-scheduled/completed. . . . •. 

. ' 
: -l'erso11 responsible: 

' • 'l'rima,y,Cere Physician 
• : . , ·, '. Monitor: 

• Cfinicol Dircctor/DDAf 

. Attackiiii, log will be devclope<i 
• • . liy S/2A(l31U1d rovi"'Ye<i mo!\lhly • 

. • by- the CUnicol Diieetor to ensure 
; .. •. •• an physicals are completed 

annually.· . •, 
• Tools: 

Tucking log chcoklist 
Person r,es"ponsible: 

PrimllIY Core Physician 

: Glinic:;,j Directo~~~:~~ 

(X5] •• 
""""'-""O~ 

DATE 

Completoo 
4/2A/l3' 

S/24113 
mi'd 

. CJqgoing 

' -S/24113 
. an~ 

Otigohig-

FaclBlylD:WMOl10 ' 
~ •, .,. 
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DEPAR"fM!:;NT OF HEALTH AND HL. ,,;N SERVICES
CENTERS FOR MEDICARE & MEDICAiD SERVICES 

!STATEMENT OF DEFICIENCIES 
~ND PL.Aµ,OF CO~RECTJON 

(X1) PROVIDS<ISUPPUER/CLIA 
JDENTIFICATION NUMBER: ... 

50G0/J6 

NAME OF PROVl05R OR SUPPL.I Eh. 

RAlfl!IER SCHOOL PATE 

(X4)10 
PREFIX 

TAG 

• SUMMARYSTATEMENTOFDeAtlENCIISS" 
{EACH DEFICIENCY MtJSTBE PRECSDED BY ./'ULL 

REGULATORY OR ~C IDENTIFYING INFORMATION)' 

. . 
W 322 Continued From page 8 

h;aving falls on o2i11113Jlitough O=!i26/13 (8\ lime 
of review): Review of resident·" s file noted'lhat 
resident had one fall in qecember, ·otie·fall in . - . 
January, two·falls in February;<ind eight falls in 
March with the two falls In F.ebrtiary :and lhe' eight 
in March coming after the slartofthe.iiew 
medica6oli." No physician ass~ssmeni had b~en 

• done to <letermllle ift~e medfcaticin\iias or was 
not helping the r'!'si9ent'.s rnolimty. . • • •• • 
Resident #10 's file revealecl lastAimualHealth 

: Carl' Assessment ·was 9ompl_~ted ~" ·10116/2011. 
• Resident ~1? ; s file n'iv~al~d,:las\ l\rinu~I _!'{ealth : 

CareAssessmenrwas compleled on 07/18/20}1. 
W 323 483.460(a)(3)(i) Pl·WSiCi?-1.N, S_ER\i1eEs. . • , 

The facility must ~~ovide or obtain ·~nnu;il ph~icial 
exaniin~~!'ns· ci~ ~ch dient'tfiat a\ i mioim~m • ... • 
lnclu<les· an evaluation of Slislan and•hearilig.: . . . . . . 

This STANDARD is not met as ·evlderi~ed by: 
Base cl. oh •record reviews and ihtehlie\vs 7 of'12. 

sampled residents {Rssideni #1, :ll, 7, ·s, ii, 11 'and 
. 12) liad not rebeived annual/or ;iS"re!)ommerided 
audiology exams. f'ai14re to pidvlde ti timely ,• .·i 
audiology exam placed resldenfS.at risk of· • ' 
.unidentified'chan~e"s in hiiaririg and/or'c:itller : •• 
metllcai issues which couid-lead 11'.rdeter/oralion 
In their overall liealth. • • 
Fincjihgs .!n'clµde: . . .. . 

, All document reviews and interyjews wet~ . 
• conducted bef:wefln 03125/13 arid.03/29/13. " 

unle,ss otlierwise·stated. 

Record review reveaied that Resid~nl #1 's last 
hearjr'Jg evaluation was completed ln 2008 with a 
recomm8'.1ded follow-up in lliree'years. 

•. 
FORM CMS-2567(02-99) Previous Veraions Obso1ete Evenl JD:2GYG11 

{X2) MULTIPLE CONSTRUcrioN • (X3) DATE $URVEY .• : 
COMPLETED 

R'WING 03/29/2013 
STReET AooRESs; J::IIY. STATE, ZIP'CODE • 
. ffi'AN ·ii:oAi:, • • · . • · 

·euCKL~ ;iNA 98321 ••• . . . . . ~ 

10· 
• PREFIX· 

Tl',G 

W.322 

W323 

~ f'RbVlDER•~ PI.,~r;(oFcoRRECTIOI-J ' • 
'{EACHCDRRECTl\/6ACTIONSHO\JLDBE • ••• 

CROS5,REFERENCED TO THE APPROPRIATE 
DEFIC/ENCY) 

... . . 
' 

•: 

•• . Resident#!; /J6i7, 8, 9,./lc-11 based, 
•• : oil assessed· need.will be referq:d • -. 

. . : • to an Aticli_o1?&ist.. 
.. 

• ·Person respo~slble: 
' • Clinical 'Director 

• • Monitor: 
. • .(l.sst. Supeqntendent/DDA2 

•• • 'J.i1.PAT:Eclientshavebren 
reviewe1i.r..,;e,,ed by a phY.sician • 

•• .Tela~ to their hearing during 90 
day·rev{ew, Any client with an . 

·as~esSed nt':ed'viill bel'eferred to 
• • • an Audiologist. 

• « • • ' ' • 

. ... 

... . 
Person responsible: 

Primacy Care Physician 
Monitor: 

Clinical Director 

••• ()(51 .

COMPlfrnON' 
llATI! 

S/24113 
: IUid 

.Oilgoing 

S124/13 
nnd 

. ongOlng ... 

.. 
FacibtylD:WA40110 ' • If t:ontinu8ti0n sheet Page 9 of 20 



DEPARTMENT OF HEALTH' AND HL.~,-,N SERVICES 
C!:NTERS FOR MEDICARE & MEDICAiD Sffi\llCES 

I .~T.t(fEMENT OF DEFICIENCIES 
,, PLAN OF CORRECTION 

{X1) PROVIOERISUPPUiirocUA 
tDpNJIFICATION NUMBER: 

.l. • 

NAME-OF PROVIDER OR SUPPLIER 

RAINIER !SCHOOL PATE 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATI!:ME1'11'·0F J)EFICIENCIES • 
(EACA DEFICIENGY MUST B~ PRECeDJ;'.D BY FULL 

REGUlAiOR't OR LSC ID,ENTJFYING·iNFORW.TION) 

W 323 Continued From page-9 
Record review revealed tha!Reslderit#6' s·1ast 
hearing evaluation was col)'lpieted iri 2009 w~li.a 
re.coinmen'ded follow-up In three years. • . • 

Record review revealed that Re~idi;ml tt7 ' i, last 
hearing evaluaticiri was completed ih 2009 With a 
recommended',follow-up in three years.· .. • . • 

. . . . .. ·.... .· .·• . 

Record review revealed that Resident #8 •-~ .las!' 
hearing ~valuation .. ~s-coinP,leted· )h 2'009 ·v,.;th a 
recommended follow-up In lhree years. • • . 

' .: . . . . . . 

Record revle~ revealed·ihai Resid;n/#9' '.s·l~st 
hearing evaluation wa.~ cciriipl~fe~. fn·fD11 'willi, a . 
recommended follow up In six rnon!hll 'due·fo• • 
significani ·changell"wHh"nis.hearing ability. . . . . .• . ~ . . . 

. Record review r~vealed·tl]~t Resldetit #1~.; s Ja~t 
hearing evaluation was cbfJlJ?l!\[ed ih 2008 Wlth a· 
iecomm~nded follow,.up in three years,: ' : • 

. . . . . . 

R~cord revi~r'evealed 1fi~i Res!d{tlnt ~i; ·~ iast
h·eating evaluation was CC?iripleled i/12069 with a 
recommended follow-up iri three years:·· • • • 
R • 0 • 0 0 • • 0 0. 

• lnteiview with the RN4 tevealiid·· the° facliity doe~ 
hot haye an audlo!oglsl at tiiis'time. ·, • • • . 

W 336 463.460(c)(3)(111) NURSfN(il SER'ViCES . . ' . . . . . •,, . 

'Nursing services m·u~tinc\µde, '{orthos; cljenfs 
certilied as not needing·,a-med)oai care plan, if 
review' of their- health status which niust be ·on a 

' _quarterly or more frequent basi~ depending on· 
client need. • ,· • •• • . 

This STANDARD Is not met as evidenced by: • • 
Based o_n interviews andrei:ord:reviews raclllty • 

:oRM CMS-2567(02--99) PravlcUS Versf~ns Obsolete Evilnt I0:2G'(G11 

PRINTED: 04(11/2013 
FORM APPROVED 

0MB NO 0938,0391 
(X2) MULTIPLE CONSlRUCTION 
A BUILDING· __ ._·.:_'•,..:... __ _ 

(XS) DAtE SURVEY 
COMPLETED 

03/29'12013· 
snieET ADDR=SS, CJTY, STAiE. Z1P CODE • • , 

• RYAtl ROAD • . , .. 

:,o .. • 
PREFIX 

TAG 

j3uct<i.~. W.A siia~t ... •·. 
l'RciVnil!reS PLAN OP CORRECTION 

' (EACHCORREGTli/i;llCTIONSHOUlDBE.' 
• CROSS-f\E~:gl~~EAPPROl,fllATE 

. . . . . . •, 

' .. 
W323 

' . . 

," 

·, ·.:. ·-. .... : 

. '' : ':. 

•··. 

:-· 

,·' r 

.., 

... ·. 

'. 
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DEPARTMENT OF HEALTH AND HL,,,AN SERViCES 
CENTERS FOR MEDICARE & MEDICAiD SERVICES 

'

STATEMENT OF DEFlCIE'r-/CIES 
AND PIAN OF CORRECTION· 

(X1) PRO\IIDER/SUPPLIEWCLIA 
IDENTJFIQATION N'Ui.JBER: 

~OG046 : 

NAME Of'PROVIDER OR SUPPUER 

RAINIER SCHOOL·PAT E 

' .. 

{X4)1D 
PRERX 

TAG 

W336 

. S~M~RY STATlsMEITT-OF DEF1¢i~clE~ . 
(EACH DEFICIENCY MUSTBEPRECEDED BYFUU. 

REGULA10RY OR LSC IDENTIFYING INFORMATION) 

Continued From page 10 .. 
failed, to complete Quartei1y Nursing 
Assessments for 1 of 1 samplE!il residents 
(ResidMt #9) and 14 of 15 expanded sah1ple 
residet'its (Resi<)ent #34, 35,' 38, 31, :i!I, 39, 40, 
42, 43, 44, 45, 46, 47; 48),. Failure'lo c6nij:Jlete 
Quarterly Nursing Assessments placed resiilents 
at risk for lihmet nU(Sii\(j care needs: .• '.. _. 

Findings includ~: 

All intEirviews and ref:Qrd' reviews were 'completed 
· between 03/25/13' ~na· 03/29/13', • • . . • 

Record reviews revealed.QuarterlyNiirsing • 
Assessments had hot been .done. 

• · .. ' 

• Resident #9 had a quaf!et!y qurJ;ing·i3s-s~~smen\ 
completed in' 0212013: Jiowevei tie hail rfofhad ·' 
qu~rter)y: nur)llng ,issess11111rit j,etf(>rmed ln2!)12. 

-R~id~rit#34, 35, 36, ~7. ail.'s~; 40, ~2:'~aiM; 
45;46, 47, 48 had quarterly nursing ... • 
assessments compleied In 02i20·13, however 
had not had a Quarterly Nursing·Y>.ss'essnients 
perfoOTied in· 2012. . • •• . •. : . . . 
Reside:ii #34 ha,d. a Qu~rterly N_ur(ling . • 
Assessment completed hi 01/2013, however.had• 
hot had a Quarterly Nui-sing Assessm\S!nfs •. : , 
performed in 2012. • • .. 

• Interviews wil;h. nursing ~iaff re~ea(ed° the ,facility 
had failed to provide Quartet)y Narsing
Assessmen!s fo.r residents .. of Si!ri Juim cottage 
durir\g 2012. • 

.W 337 4B3.460{c)(3)(iv) NURSiNG SERVICES . . • ' . 

Nursing services must Include, for those clients 

PRINTED: .04/11/2013 
. FORM APP.ROVED 
• 0MB NO 0938-0391 

(~) MULTIPLE CONSTRUCTION 

A.BUii.DiNG_~-'--,----~ 

(X3) DATE SURVEY ' ) • 
• COMPLETED ( 

B:WING. 03/29/2013 • • 

l. 

S'!REET AlJDfuis§, ciri.'.srA'rE,ziP•cooE • •. 
RYAN ROI\!/ • • : 
SUCKLE'(, 'fl/A' 98321 

•·m .. 
PREFIX 
. TAG 

W336 

'' 

W337 

.• 

• PROVIDl,8'S pi.Ai,/ OF CORRECTION • ' 
(EACH CORRJmlJVl(,ACTION SHOULD 13~ • 

CROSS0 REFERai(:EO TO'THEAPPRO~RiATE ' 
' • . ' • • • 05Fltll!NCY) • , 

'.. .. ·. .. . .. 

: lnvolveQ, n~ing staff received 
corre::tive action and retrained in 

the'fol!owlng: 
ReviCw of the Nursing Process 

Qu~ly Rcview,section with the 
• emphBsis:on completion, 

. documentaaon and filin!l'a direct 
physica1 exm;n in conjUJlction wi!b 

theNllfsing Quarterly R~view. 

:R,,sidents·/19, 34, 35, !i6, 37, 38,. 
~9, 40, 42, 43, 44, 45, 46, 47, & . 

" . , . 48 will have,direct physical- , 
.. • -:oxBms completed, and ' 

·docmnented: and filed. All RN 
• ,staff with Primacy Care Nurse 
; . , dutieS tnllned to c0tpplete, 

docuffient and file a direct 
physical eX.µn in Conjunction wiui 
. 'the Nursing Quarterly Review._ 
· ·-::, • -;,_ This trainiDg Wm be . • 

.. • reviewed/retaught annually. , 
• Trai,)ing for nc;w PCNs will be 

. compl!'fed _during the-Nursing 
• • . Orientati.Qn process .. 

("6) •• 
COMPI.En□~ . 

DATI! 

Completed 
2/15/13 

Completed 
2/15/13 

· Compteied 
2/25/13' 

\ ithln 30 days 
ot:hirc 

., .. Nurse Managers will Completed 
. . . reviewimonitor l'or timely ' 2/28113 and 
• · .completion On a regu1'ar liasi~.. OD~ing 

.. Tools: 
.Checlilist .. 

Person respon·sible:: 
RN Manager 

~. Monitor: 
Nursing-Director/DDA2 • 

• FORM CMS-256i(02-99J Pre\1i0Us Viirsfons Obsol~te • Evei:it:ID:1G\'G11 ·• If contiriuatltill sheet Page 11 of 20 



DEPARTMENT OF HEALTH ANn'HL --l~ SERVICE$ 
CENTERS F.OR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICiENCIES 
ANO Pl.AN OF CORRECTlON 

(X1) Pf<OVll)ER/StlPPLiERICUA 
lDENTIFlCATION NUMaER: 

50G046 
NAMeOPPROVIOERORSlll'PUER 

f. • • ., 

RAINIER SCHOOL PATE 

()(4) ID 
,PREFIX 

TAG 

SUMl.lAAY JTATEMEITTOF·llEROIEN~IEtl • 
(EACH'Def'IClENCYMUSTSEPR.c'EliEDllYFUU. 

R6GLJ1,ATORY OR LSC IDENl'JFYING INFeRMATION) 

W 337 Continued·From page 11 . 
certlfled as not needing· a medical care plan, a 
review of their healtli staius wtilch· must be. · . 

• reciorded ln the client's reuord;; • • • 

J 

i;his stAl')DARD • ts not 111.it as ~viden_l,)lld,by: 
Based ~n re_c9rd review~ of 12 _samJ'.ll!'. residen.ts 
(Resident #1, 10, and 11).rev!l.al!>d. • 
·documentation Pl'dered bya.physlclariwas not 
completed oil' tesfd!lnt treatm.efl! ~heafu. ~Hure . 
to d®umerit prcMdeil an inaccurate account of . 
re$idents ' medical i:ornlitipn:.' • • 

. Flndin_gs include:• • . • • ., •. , : . . 
Resident #1 has ali order.for- ",BM (llowel -
Movement) m-· • , .ej,ef.' shift! if _n9)31\._1 for a· 
days, give prn as omered or\ MAR •. 
(MeillcatlonAdminjstrljtion Riii:6rd):•·~esjdant • 
#1 ' s !HP (Individual Habllltli~pil.f'.lan) sta,~s that 
resident con~nu'es lo have multiple Instances .of• 
abdominal·dlstention, coni!lipmion a d so • • • • 
extensive ' ... •• 

cone or gas; . e !Kl n/ceives a : • 
·suppository as ollei:led, Resli!elii has : • 

• several days with ltttreor no bowel! rflovem·ents' ••. 
fql!ciwed by episode~:~f d\~[!'hla()°;, !1~:~-~g 9:n. • . • 
increase In ~gijatlon t\tltf_.l~_~ts .!If i_lilgr,esslo~ .. ' 
towards staff, Documentation was mfs~mg mi tlie 

. folloWing dales: .. . . .. 
• . Febru~ry 2013 • • Day sli\ft: _FeB/18 & 28. 

• • • • Nightslilfl: all month • 
January 2013. • • Day shift: Jan. 17, ·1~, & 

25. • 
Evening shift: Jan. '1', 2, 3, 4, 5,6, 7, ll, 9, 10,, 11, 
12,13;14,'15,16,17,21,&'.23 .• .• 

. • . Night s~lft. all moiith 
D!liiember 2012-· , Oayshift: bee. ~. 2, 3, 

5, 9,'10, 16, 20, 21, 22, 25,~. &29 

, PRJNTED: '04/11/Z013 
FORM APPROVEO 

• 0MB NO. 0938-0391 
{X2i MLi,L11PlE CONSTRUCTION (X3) DATE SURVEY • 

COMPLE'ED A. eur.01NG ____ .,....., __ ..;; 

03i29i2013 ; 
• STREETABDRE$S, CfTY. lrrATE, ZIP cope 

ID, 
PREFIX 

TAG 

'RYAN ROAD • , 
BUCKLIN WA 9SS21 · • ,.·. . 

' . . ' . " . •, .. 
' • PRtl~ibilR'S f>LAN OF COaRECTION ., 

• {cACIJ.poRAE~I\CliON'SHOUW ue· 
.. CROSS-R!;FEReNCED TO THEAPPROPRIA'TE 

' OOFICIEN&YJ • . . 

W337 

' . ' 

• 3. PCNs will complete a QA'monit,oring 
sheet for ALL discrepancies xegnrdlng 

completi\'fl/documentlllion of lack of 
specified~ anq •""1 to !he nurse 

manager fur !hat area. For all AC 
nrus\ng ord':"' with disc,q,ancles, scnd 

wi email'to1he ACM, notingthatdtite 
· • on·1he QA monitoring fo,m and submit 
' , totliem1rsemw,agcr!Qttlmtsrea. 

An';.ew,nursing siaff w\U be trained 
• • • ."' within 45 .d~ys' pf hire.

; All nuning staff will be re-trained 
. • 'annually. 

Monitorlng/reviewiug for completion 
,, . •· will be done: on•a regularb;uds., 

' T~otS: 
, Cheqklist. 

'" Respoi1sible: 
•• RN4 

• MonttOi-: 
• DON 

: .. ',,... . ; . 
' • : :All AGMs will b'e instruclcd. to: 

·in.onitOtTl'urs,ltJg.orders twice monthly 
•. • •. for;,completionldocumentiitfon ~£ 

, • sp,;cifi<!l datn._ 
·Tools: 

.checklist 
, Responsible: , 

ACM 
Monitor: 

DDA2-

' ik,J. • 
COMPLETION 

DATE 

129/13 anit 
ngoing 

(. -· 

Sl'J,9/13 lll)d • 
ong~g 

ORM CM$,,2567(02~~) PreVlfJUS Vors!onsO~llte Event 10:iGYG11 FootntylD: WA-10110 · .. • ' ' 
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DEPA~TMENT OF .l'JEALTH AND·Ht,,.,AN siaRVIC[:~. 
CENTERS FOR MEDICARE & MEDICAID SERVICES . 

j STATEMENT OF nEFICIENCIES • 
I AND PLAN OF CORRECTION 

(X1j PRDVIDEl1/SUPPUER/CUA. •• 
JDENTll'ICATION.Nt/""ER: 

50SD46 

• NAME OF PROVIDERORSUPPLIER° 

AAlm~R SCHOQL. P,C.T E 

(}(4) ID 
PREFIX 

TAG 

• SUMMARYSTATEMafrOFDEFiCIENCIES . 
(EACH DEFICIENCY MUST BE.PRECEDED ev:ruu. 

REG~hATORY ORLSC IDENTIFY/NG INRJRMATION) 

W 337 . Continued From page 12 
Evening shift: Dec. 5, 9, 1.7, 

18, &27 . .. 
. • - . ' . • Nl_ghl shift; all mcinllt . . . 
Resident #1 has an ·orderJcir ~ Bag lia1m to peri 
. area EVl::RY AM AND·PM lo.pre\ient skl!i ••. 
breakdown. Wash with warm soapy waler priono 
~pplying, • documenta\iq(l \\'.<l~ l'l'lissing:e~ l!Je • 
following,dates:. : • • • • • • • :. 
• :;;:ebruary 2013. tiay sliift· Feb. j6. & 28 
- January 20f3:. Day slilft: Jan. 1 ;2, 5, 6, 
7, 9, 13, 24, 25, & 31 • 

' ·• , • 'Evenh\g snift·,Jan. 1, 2, • 
3, 4;.s, e, ·& 7 • • • :-. • • • • 

PRINlED: 04/11/Z013 
• • F.ORM APP.ROVED 

0MB NO d938:0391 
(X2) MULTIPLE CONSTRUOTION • (XS)ol>:~sUR~. ' 

·A_ B_UI/.DJNG_. --'--~·-'---.--
OOMPLETEO 

.. : !)3/29i2013 
STREET ADDRESsi cirv; STA'm.:.z1p·cooe 
• ~ANRD,O.D.... . •• 

. BUCKLEY,.WA 98Si1 • • . • . . , __ . .. 
'·10 
PREFIX· 
• TAG 

.. ,· 

W337 

; . 
i 

•• PRbVIDI;R'S PlAN OF CORRECTION 
{El\CH GOAA!cC,IV.EACT16N SHOULD BE 

CROSS-lll;FERl!NGEDTOJHEAPPROPRIATE 
_ . • . OEflC!ENCY) . • . 

.,·' 

• For.~Iients# I, 10 and.II_ 
PATE-Nurses trained to review/check 

BM nionitoring fl Ow sheet/nursing 
• order AM and PM iliift•daily. 

AC staff will be trained in completing· 
• Nursiqg Orders thoroughly to ensure , 

• proper l1}edica1 care'is provided. . 

All nursing staff trained lo 
review/cbCCk BM monitoring flow 

sheetiirnnring order J\¥.· and PM shift 
; . • .,. ,. dajlY.. 

All new nurses will be trained·within 
: •· 30 days of hire. 

All nurses will be re-trained/annually. 
•· : '· ·il.esp~nsible: 

• RN4 
,Monitor: 

DON 

jl(5J . 
'COMPLETION' 

DAlE 

129/2013 

/2912013 

. /29/2013 

• December·2012- • Da~shift: Derl.1,2,.4,5, 
7, 9, 12, 1s, 14, 15; 22. 2s; 2r; ill, a 3f: •• • 
• • .· • . 'Ey~ili.(19 Jlfiift; Be!;. _s :&°~t . 
Resident #1 O has an order !o -~ .Obt~in BP ·(blo-01! 
pressure, P (p~lse) weeklY:ci.b 1?atutpay All,1.' ·: ' 
Report Systollc Ejl' >60 pr <90; D\as!(!lic BP. i>.1!!P 

•• : •• ·, For client# I 0, identified nurse 
, counseled regarding schedul_ed BJ.' 

~ohlpleted ., 
4/)8/2013·. 

or <50. Pulse>100 or,;60 to.RN/Mb tRe-gi~feriid 
Nurse or Medical Doctor).·" tloritiinentati6ri'\vas • 
missing ori the'following·d~tes:: ·: •. •• ••.. · 
, February2D13.~ Dayshfft::Feb. -16th 
Resident#10 has an order-to··· )rtspi,ci and' 
perform flngemail·hygiene, .as needed; ev~w 
Saturday AM. l11spect lirid perfqll'l]· toetiai! c;/lte, • • 
as-neede.d, evi;,ry Saturday PM,.~: ' • • •• ... :. • . 
Documen!alidn was riiis.sing_ on th_e iollowit,iil ·.:· • • ! 
date~: • . . . .• • . : . • : ., . . 

F~bruary 2013 - . Day-shift: ._F."'b. 2, 16, & : 
23 . ,·· ;· ··,'. 

Evening Shift: Feb. 2, 16, & 23 . 
'Jani.i.ary2013°' Days!itrt:Jari. 5, 12, 19, 

&26 • : 
Evening shift! Jan. 5, 12, 19, &26 
' • December 2012- Day shift: Dec. 1, 8, 15, 
22,&26- , . • • • 
Evening shift: Dec. 1, 8, 15, 22, & 26-

FORM CMS,-2557(02-99) PrelJlcus Vernions qhsoletr, 

' ... 

. . •• moajtorlng ~:ursing orders. 
,. 

Aiinursin~ stafflndn,ed tq foilow 
scheduled 'monitoring ofBPs/Nursing 

• • . , • · Orders,. 
,· 

S/29/2013 and 
ongo~-. • 

, • All .RNs wiU,be trained in t)>e 5/29/2013 and • 
. • following: ongoing 

, : 1. Monitqf nursing" orders Jwic!;) • 
nioiithly for comJjlefi.on/do'clunentation 

• • , · • • of specified data:· 
2. PCNt ate tb review/monitor aJI 

~ursing orders.two times each month, 
itlitiaiing in the oppropriate box at the 

bottom ofthepage, indicating the date 
• • that ~ey reviewed/monitored the 

nursing orders for completion/ data 
. input 

' 

. ' 

U continuation sheet Paga 13 of 2Q_ 



DEPARTM!:!NT OF HEALTH AND H\..,.,c\N SERl1iC!',S 
CENTE~S l=QR MEDfCAR!: & MEOICAib:SERVICES 

r STATEMENT.OF DEFICIENCIES (X1) PROV1□1ii,JsUPPUS</CllA 
''-10 PLAN OF CORRECTION IDENTIFICATION NUMSl:;R: 

(X2) MULTIPLE CO~'TRUCTION' (X3) DATESURVEY : 
COMIPLETED.' 

.t ·: 

·50Go,jJ;' . ·a. WiN~ .. " .. . ,. 03129/211•3 • 
~A'ME oF.:PRov10ER oR·suPPUER · •• 

'½lN!Eff :~CHODL PATE 

(X4)ii:i 
PREFIX 

TAG 

SUMMARY STATEMENT oti'lESRclENCIEl, • 
{tACH QEFl9lENCY MU$T B!j Pf\EC!lQE.D BY F~~t 

Rl,GULATORY OR LSC1DENIIFYING INFORMATION) 

··,. 

W 337 Continued From page 13 
-Resideht#11 has ati order to • !nspeci.an·ct. 
perfomi lingernail hygiene; as needed; every 
other ·saturday AM.' !nspe/6t an~· perform. ioenail 

. hygiene as·needei:J;eveiy.tilher Saturday PM. "· 
• Docurrientat!On vias missl~g-oli .tM foliowing • 

dates: .. 
.. February 2013 • • . Feb. 2 (lingemail and 
toenail) • • -: • • • • :• • 
Feb. 9 '(tcienail) • • • 
Feb. 16 (fingernail ?19~ t9enail) .' . . 
Feb .. 23' (fi!igr,,rnail and \oe_nall) . :: . 
• • Januai'y 2013 - < ·:.Jan, 5; 12; 49;.'& 26 

• (fingetnall amf.toehail) ., • : . • • • . : • • ' 
: t?e~en1p1~r 2017 -: ... beci. j; a; 15; ~- 22 • 
(fingemail and toenai9 . · . • . • ,.. . 
Reslden! #11 has ari ord.er ~A ". f\ll~jlltor.f9~ /3M.' ll.' 
(bowel movements), if no BivHn thr~"days • · .. 
notifies nurse, " Doi:umeriiafi'/,n was rilissing on 

. the followlr1g dates: • • . . ••. • ' .. ' ••• 
• . Februars,,:013-· i;>9yshift:.·Feb. 9, 10; & 
?B". . ·. • . : .•• ·_· .: .. • .. , ._:, .. 
Evening shift: t=eb 1; 2, 4, 1:1, 13, :14, '15;16, 18, • .•• 

a 20, 21; 22, 23,·26; 27, &,28· , · • ,•, • • •• .• ,:• • 
January 2013- • • Day sl:iift aaii .. ,?, 30,_.& 

31 • . . . , . 
• q'i!cember 2012-:. Daysnjff: Peo. 1, 2, 3, Ii, 
8, 9, 10-; 13, 1$, 16, 1!), & 20 , • . . . ·. • , 
Evening stiift:-Oeo: :a, 4, 5, 6, 7, 8, 9, 11, .f5, 22, • • 

• 23, 24, 25, ~. 29, 29;:&31 • • ••. : .. 
. • Nigh) shift: Deo. 31 • .: . . ' 

W 424: 483:470(d)(1) OlfENTBATH~qOM~ : . . 
The lac!llty must provjae toiiet and bathing • • 
fa,cilities appropriaie rn number, site; arid ,design 
• to ·m~~t ttie neetls of ttie cfienls: ' 

Thfs STA~DARD is not ll)B! !IS evidenred by: • 

tQRM C~2567{02-99) Previous Ven.ions Obsolete · Eveni·1D;2GYG11 
'•• . 

ID 
PREFIX 

TAG 

W337 

l/'J424 

. .. 
• 

., ... 

•. 

'.roi(et paper was 
replaced/stpcked .. 

Person responsible: 
·., .. .ACM 

·: . ~onitor: .. 
.. DD-(\2' .. 

'All PATE houses ·will have toilet 
paper available in all bathrooms. 
• Bathrooms will be checked 2x's 

'p6r_ shift and at.ch.,;ge of s)rift for . 
. -toi,l~t paper and if th.ere is no . 

• • to_ilet'paper.in \he dispenser, staff 
: ... • '. · will restock it 

• ·:-: Persoii.'resptm:siblc: 
••. ::, .. • · • ACM 

• • •• . MoitjtOr:' 
. , .'DDA2·. 

',• . 

. . ft:~M's '.~ill raµdomly.che~k· 
tolloi°papei: ·dispensers five !infos. 

'q,il!'flerly .. If no ·toilet paper is-in 
:'the dispenser,.ACM will notify 

-- • • •. staff to restock it. 
'Person"responsible: 
• • ACM 

Monitor: 

.. (XS) . .' .' 
COMP\.EJlON 
: Dl\le. _. 

Complete, 
4/24/1, 

512411' 
an, 

, ·o,,goinJ 

; ·• 

.. 5/2~/J 
• an 

c;>ngoin 

I?DA2 '- .. 

Fai>l!lty10: WA40110 . • • 

t;----: 
7-: 
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. ·-
DEPARTMENT OF HEALTH AND l;lUMAN $,ERVJCES 
CENTERS FOR MEDICARE & Ml:DJCAID SERVICES 

,, ' .. 
. ' 

I STATEMENT OF DEFICIENCIE;S 
( A"'O PLAN OF CORRECTION 

(X1i PRdVIDBVSUPPLIER/CLI!>.. •• 
IDENTIFICATION NUMBER: 

(/<2) MIJLT,JPIE CONSTRUCTiON .. • .-

•A. BU/LDING..c.._ ___ ~~· ·--
,• 

\ i---·----~~--...L....:.,,...:_ _ _::50~G~0::4ll:.,.._......,. __ La;::_ • .:_;W,:::IN:.:;G.=:;:::::;:::;;;;:;;::;'::::=~:;:::;:_·:.._· ---,-L-~0!;!3~/2:.';!9/~2'!!0:!.,13~· ,--J 
NAME OF PROVIDER OR SUPPLIER -· STRm ADoi.ess, err\>, sTAn,,'zlP cooE. • •• 

RAINIER SCHDDLPA:r E : 

.- {X4) ID 
PREFIX 

l'AG 

·• • SUMWIRY STIITEMENl' OIHiEFfCIENGl/;s '. • 
• (EACH,OEFICIENCY MUS'r BE P,R!c:El)Eti .!iYFUi.J.· 
REGIJUITORY OR LSmDE!'ITIFYING'liiFORMATiON) 

: 
W 424 ConH11ued From .page 14 . 

Based bn obseniafions facility failed -to provide 
toilet paper iri 2 cif 8 cottages (Orriak'ariil San· • 
Juaii), Failure to provide toi!el ~~per preyentM • 
residents-from matrilaining good liyglenii 
fo119wing loil~tltig._· • • . • • . ... • 
The findings inplude: .• • • 

. Omak: Bathroom . . . . . 
·1. 03/28/.13 09:00AM -!-lo toilet paper in. • 
bathtoo'n,(!315) . , . • • ·': • . ••. 
2: 03/29/~·3 -10:00 AM. -Ni,> toil~! paper in 
bathroc;im(B13) •. • _-· . < · 
San· Juan: -813throom • . • • • •• • ·, • 
1. ·.'03/28/13 08:;!llAM ·-No•to(lef'.P.aiJer. in.. . . · : 
bathrobrri (A13) • . • . •. • • • :. : '. • 

ID ; 
PREFIX 

TAG 

RYAN rto,10 • • -:·· . ·:. • 
BUCKLEY, WA· 98321 : • • • • . . .. , '· . .' . -···· '• .. . , .-.. .. . 

• ·; PROVIDE/i:s PfAtfDF,CDRREC'nON • 
{l!AGH CCiRRECTI\/IIAGTION.SHOULO BE " 

CROSS•REtERENGeri ~Ol'flE Al'PROPRl!>.TE 
• • .'OEFIGIENCV) • . . ·-. . . . . 

W424 

: 1 • •• l3atlirooms have been deep 
,,,; •/ .... · \ . . cleaned. 

•· '• . .. ... • •,. 

Com~}•~ 
,4/21/13 . . 

_ . 2. 03/26/13 08:20 AM. -N(! loile! paper. !11. 

(
• • bathtooin (A15) . • . : . ·,. ._ .. · 

3. 93128/13 2:0D PM :No toilefpap.i'r in ·. 
... >. A_semee,:;,_que_st·andreferial.19 

·CMd for assessment for Otcas 
.• .Hoi\seB15,.PinakHous~Bl3 ~-

Compl~ted 
4/24/13 

( 

\. . . b'athroom (815) • . - • • • .- • • . • 
W 454 483.470(1)(1) INFEC1JOJiJ t':ON:r,R01 . .. •\ .·. . . . - \ . . . . : .... 

The facility must Pl'\>Vidf!-a s~~ita_ryenvilj1nmerit 
to avoid sources arid transmission of-infections.• 

' ' • • I • ~ ... ' 

ihis STANDARD \s·not met a's ~videriMd fiy: . 
Based on obser½i&ons t'iicililyJ~ifedf!! µ.rl;)yide . 

• sanitary bathrooms in 2 ofS ·couages ·(omak and· 
Orcas}.'F'ailure plac;e.d ·reiflde°nis,afrisfof'bei(ig .'· : .. 
exiios.~d to uhsahilaryoond·111ohs.~ic;h ~tilil • • , 

; oaui;;e ·health risks, .. .. : :. . . • 
·1 Fin~ings ,include: • . • . • : •• . : . • . •. . 
Obsetvalions· at Omak Gbttage.on 03125/13, . . 

• -03128/1? ancj 0~/29/1'3 reveatea b~ihroom .-B13 
and 0·1 fi having·an extremely.strong smell !)f· 
urine. • 

Observallons at Orcas Cottage on 03/25113 and 
03/27/2013, ·reveal~ ·biithrooril B15 had an • ' ·. . . . . . . . , .. ' • 

.• '• .. 
FORM CMS~2667(02-89) Ptevlous Version$ OQsolete • Ev'ent'iD:2GYG11 

W-454 

.. 

.. •. • -': •• • : ', . B15.• .. •• 

• , -'. . ·-;r~ison ~~spon~bl•: 
: : •. • • • : .. • • Maintenance 

•• .. · • :.; · '·. • • : 1l'Ion,itbr- , 
· . · : A&~~ S~pe&tendentiriDA2 

' .. , 
• : • Nece~saty r.;,airsf~orri,?tions· will 

' • •· be made: per assessment. . .. :_. . . . .. 
. :Person responsible:· 

: • lv.lainte~ce 
·- ,. .- •. . . MomtoF:· 

.i\sst.:§uperintendent/DDA2 

.... : .. 

.. . 
.,, ,. I •, 

5/24/13 
, and 

~ngoini 

_facl!Jy ID: WA40110 • • If contiriuation sheet Page 15 of2D • • . ' . 
. 
. :-· r ·· . 

. 

. 



. • I 

DEPARTMENT OF HEALTH ANO Hl,iv,t.\N SERVit;;El'l '. 
CFNTERS FOR.·MEOICARE & Ml:lDICAlti'SE!'lVICES 

• • 1. : 
. ;· ... 

. ,. PRINTED: 04111/2013 
. FORMAP?ROVED 

·oM\3 NO 0938-tl391 
/ • ''TEMENT OF DEFICIENCII$ • 

•PLAN OF CORRECTION 
()(1) PROVIDjeRJSUPPIJER/CLIA 

tDENTIFICATION'NUMBER:, 
CX2)MULTIPI-E CONSTRUCTION : •· 

A:euiloiNG ___ -'--~ .. ~~·· .. 
()(3) bATESOf:<VEY ••• 

C01.11'LEr,ED • . 
l. 

t;iAMEOFPRO\/IOERO°RSIJPl'UER • 

RAINIER SCHOOL. PATE . ' ... . .. 

,·. 
,. " 

: ' 
., 03/29/201:i' 

STREET ADDRESS. CIT)', STATE."ZW COPE 
• RYANR6Jib·• .• ' • 

'.ll!JOKLEY, WA 98321 
- ··' 

10 ()(4)1~ 
• PREFIX 

TAG 

SUMMARY.ST/itEl'IEl'l(.OF·l'.il;FJCIOO!;S' 
(11./\CH DEJ'ICIENCYMllSTBE PR~CEb,EO~Y FULL 

ru,ouu\'roRY OR I.SC IOENTif"{tNG INF.ORMATI0N) 
PR9'1X' 

, PR()V<l)!iR'S Ill.AN OF CORRECTION " 
(EACII <iORRi£cTIVEAc'r!ON sHOliLD ~E • 

CROSS.REFER!lNCED TO 'IAEAPPROPRfATE . . 

W 454 Conli~ued from p~g~ 15 
. extremely strong s"!ell ~f urine . .' 
VJ 455 483':470(1)(1} INFECTION CONTROL 

Th~e must be an acilve ptogramior ihe • .• 
preveniion, confrol, i!rtd.ini-esligatiiin of Infection 
anll cotnmunicabie dise'as'es;· ...... 

. :• - . '• •, . 

' 

ihls STANDAR!.? i,s· riot ni!li ~s e~idericeyd· by: • 
Ba$ed on obseryatlons aild.irltervlews•faollity. 
failed ~ ensurll ';in ac!ive pl'pgfal11 1\l s\oje, clea11, 
label'aild s-personal'e!ecllio razors in 3 of 
B cbttage~: . ·or 2 ii'arripl~~..f~ldeii'ts • • • : 
(Resident #1i)·il!)d 6 of?, !lxiJ~.n·~e~ $ai,iiJi1¢L 
~ents {RElSld£![ll it ia. ;!91 ~2; 3;3);M 
M(resident unknown); :;md ot.2 ·, • . 
expanded sall)pie IVl!idonis• (Rbq , 09(#?,P J 't~j. 
.This failure placed rcsldeijts :al·f.isk o(belog '. .. , 
exp'oseil to la' comnitinlcab!e ills~ase: ". • ... • 

' •••• ,:., • .,.· ' t 

Findings include: , • . •• . ,· •• . . . . .· ·~, . . .: -·~ . . ·: : . 
bbservatio~ ofla~ndcy{ooin in' o;ai co~age ori .. 
03/27113:reve~ed eiectr/c_tmlits v1efe :l,lelrf •. ·:· 
reotiarged and ettner la yin~ on 16p -of ·each oJti~r 

' 

. or laying ori the c'olir'iterriexfto 1h~·sliik.'Tw/l of • 
, the electric !'aZ(!TS.~ere_!'iqharg~{i ~n~.ll3yi_~ on . 
. top pf a us!id; wet cdff~e ·~11er·thetS1!Q•lX>i'lfu,lned. • • 
, coffee gr()Unds:,One electrii:raiiitwas ', ... :· 
• 'rectiarglng and laylng·jn .a ~ud;i/fdf,ivaler riexl t<i 
the co'ffee maker, On~ electrjc fazorwa~ ... :·:· ' 
reoharglng and laying in splllep coffee on the 
coun'lar, The electric razors were not labeled with 
reelqent names.· •• : 

lntetview with staff In Omak on 03i27/2013. 
bOnfi(irled s~ff wou\d be µnabie lo identify the 
corrj!ct electric razor for 1he con:ect resident when 

TAG 
" 

W454 

W455 

. 

. . 

.' •• ,•' OEFICJENC)'J •. , ', 
,• . . .. •,. .. . 

Residents #12,:28, 29, 30, 31, 32, 

: . .. .. 
... 

, 33, 20, &.78 nizon1 :will be 
individua}l¥ labeled and stored: 

New)telllll purchased will be 
• • • labeled p,;ior to l'l6e. 

·. . . . 
l'ers9n r~o.nslble, 
• • ACM 

,.Moiutori 
·, DDA2 ., ; 

ACM;s'will train all staff in • 
, . . . proP,er use'((abel, ~Jcan)·wd' 

, storage. of razors to minimize risk· 
, •• ': • •. :. .• • ofbeir!& exposed to 

. . • • ~!]lillunicable <!is~~· 
·- •'TOol!n 

.. lnscr)lice ,record fqrm 
•. • < •, •. Person responsible: 

•· • • _; .,ACM·. 

, . • : ! ·:···\' ••...• , -
. .. •: 

'. . . 

Monitor:. 
DDA2 

ACM's will randomly select .f).ve· 
: client razors qwuierly ·an,1 ensure. 

• . the razors' nri, labeled;'olean, and 
. . '. . : . si6re~·•~ay:fr9m water/ 

: • • • separated to mininii.ie risk.of 
, • .: • ·clients being exposed to a" 
• communicable di.~oase. 

: I ' 

·Tools: 
cbecldist 

Persoµ responsible: 
.DDAI 

Monitor: 
DDA2 

•. 

Completed. 
.. 4/24/13 

'5/24/.13 
• and 

Ongoing•as 
needed 

5/24/13 
,ond 

Ongoing 
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.DEPARTMENT OF HEALTH AND HUMfli-l Sl:RVICES 
• CENTERS FOR MEbJCARE & MEDICAiD SE~VJCES 
STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(Xf) PRO\/iDERISUPPJ.1ER/CUA 
IDEITTIFlCA110N NUMBl::R: 

{X2) MUJ.TIPLE CONSTRUCTION 
A. BUILOING . • • : • • 

'. ,; ".:. 

PRINTED; 04/n/2013 • 
P-O~APPRQ\'EO •. 

0MB N0 .. 0938-0391" 
(Xilf PA'rl: suffik\-' • • '· 

• .COMPLETED ·_: 
l ... ( 

, ,...._..:+ ____ _.c_:__J_ ___ ·...:s::ti'.:00~. 4~s'.._.....:.:.,..._..,.J..:a';J..'l"::·1:::NG:;..::-::·==·='=:::;::=z:::::::=-----~~J_.,_ . ._!!O~J/2~9/!1!2![01EJ'.:.:•·4'-J·'· 
NAME"OF PROVIDER OR SUPPLIER STREET AODREss, criY,"stATE. ZIP CODE • 

( 
' 

RAINIERSC!HOOLPAT·E • • 

(X4) ID' • ' • .UM.\11\RY STAl'EMEirr OF013'!c1~e$" . 
PREFI)( (EACH OeFtCIENCY Ml/$TBE PRECEDEIJ llY'FUU.' 

TAS REGUU!TORY OR I.SC IDElfllFYINGANFORMATION) 

W 455 Gonllnued From page·ie . 

W473 

electric tazor-s are unlabeled. Upon rempvlng the 
electric razor heads·lt was \:le(erminea that all 
unlahele'd-elecfrio razors had:b"een used rin • 
residents. • • • • 

ObseryaHon of laund,y fdom In San· Juan c;o!lage 
<;>n 03/27/18 reve,lled·orie electri,c:r,¢.or laying-jlt. 
the back of the sfrik. i"J1!!,electrio-raior\wili nbt · 
labeled with a: resident' s'.riatnaani:/ staff-could • 
nof !<Jentity Which nisidenPOW!ifid. \he eiectrlo •• 
. •. • . . • • • ·1 

razor. . . • • ,. 
. \ •' 

Obs.ervallon.11~CoJ!ase.citi (i31jt11,a. ·, 
revealed l!Jal ~f_~ ~nd 7/l' sel~clric . 
razors were'ln the bathroom, iil a':dta:wer • : . . 
togettie"t.'E!ecirtc razors wer.e·!abeiiid viiih • ' 
resident.hames;.howei.ier:electii'c razors weili • 
siorE1d in lh.e same drawet, aUi>)ivln'g'cross· •• •• • 
·coritamlna!lon, . • • • 
483.48~-(b)(Z)(ll)"MEAl SE:~VIC~~ 

F.ood mu~ be ~r\led al'app~piil:il~ i~inp~ralt!re: . 
. , ' ·. . ' ' ' •• . ' " ~ '• ; . 

This STANbARD Is not met.-as ev/d~Ocecl !JY: • • • 
Based on obseM\)lO!l '11f10 int~ryie~ !iietiiooity 

.failed to serve food wi!lllti 15-minutes of rei'l)oval 
from a temperaiure conirol device or t';;.111i'ct i(i .• • 

• ·n tlill apprbpria~-lood.te1t1peratur~i"on· 
otrage, 2 _of 2 S/Jmp!ed 'resli;Jei)ts • 

: (Resident #7 e!ld a) and 1,4"ilf 1-4 elipended: . • • 
' sampfeiJ i-e~dents' (Resi\fef)l #64,'65, ila;·l'iw• • 

; 71, 72, 7!3, 74, 75, 76, and. 77) and 
age, 1 of 1 sainpJed re~,g~nt-(Resldent 

and ~ 5 pf 15 expahded sample res"ldents ( 
~- 35, 36,' 37, ~8. 39,4~.41, 42,-43, 44, 45;,46, 
47, and 48). Failure to serve food pi:om/>tly . •. 
resulted_"in residents lieirig serve<ffood !hat had 

• '., • > ,•. • ~· • .: 

RYAl!1f.!,OA.-9 '. • . • • 

BUCKLE,1/, WA 98321 . . .. . . ' 
Io' • PROVlDER:S" P..U,N QF ·coim1;01'tf)N 

PREFIX t , {E:ACHC0~¢TivellDTIOr-js)ioUUl_Be 
TA~ ' CROSS-~ TO 'TlfE APPROPRIATE 

.. . ~EFICI_ENOYJ •• 
'" .. ' .. 

W455 

. : 

. . . ,., 

{)(Ii) 
COMPi.ETION 

MrE 

., '. 
If con'timiatio~ s!i'e&t Page 1i'or 20 
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DEPARTMl;NT OF HEALTH AND HlniilAN·SERVICES 
CENTERS FOR MEDICARE &-MEOIC.AiD SERVICES 

•• PRINTED: .04/1112013 · 
F.ORM APP.ROVED. 

bivlB No 0938-0391 ' r OT~TEMeNT OF DEFICIENCIES 
l lllJ\N OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA "' . (X2) MULTIPLE CONSTRUCTION • 
IDENTJACATION NlJMaER: A. l:3UJLhJNG • ' . . : ~ 

(X3) DATE SURVEY" • " 
COMPLETED ,. 

a.yvlNG 03/29/2013. 
• NAME Of PROVIDER OR SUPP[-!E~ 

RAINIEJ\ SCHOOL PAT io 

•(X4)1D • 
PREFIX. 

:, .. 
SUMMARY STATEMENT-OF liEFJGIENbilss • 

.. TAG •. 
• (EACfi bEFICleiCY MUST-laE~!\ECEOEO BY FUU. 
REGUIJ\TORY OR LS~ iDENT!PfJNG INFORMATION) 

W473 Continued From page 17 . • 
not been held al the appropriate te~p·eratur~ 
creat1n·g _a potential for fciodliome llfh$ss:. 

' . . . ,• 

. {')bservalion· at Orcas.cottage on·oa/25/13 , .• 
reveaied.luncheon food items had,b"een reihoved 
froin lh~ kitchen irisuta_teiffo.otf_cai'(;,nd plap_~d·i~' 
food i,va"rrnjng bowls. Ttie 1erriper~t_u..i:e (if !fie, fpod 
was taken ·20.mlriutes·/nlo'the se!Vlng \!me and, 

• revealed :t!ie f9llowi6g: ~hLc:ken nyijgets 13()~, •• 
choppei:I French dip.meat l!~in 100°,1!JIQUrid 

• f=rench 'dip ineat item _137-., ~"ti!'~~ :b~_arjs i~1 '.', 
; and coolect:dairy dressirjgfor s:al/ii:l 60".Twp : 

special diets, cov~red lri Jpi\; h~ifQ¥~n tehrqved . 
• from ·a temperature ccintri>lled ilevioe""liind left Ji1 . 

the dining area for over'45 'miiiutes·.pefo(e "bei~g . 
served to resiiltmts,- • • : • ·: •• • • •• : : . • • • • 

poserv~tioii .at San Jua~,cottag~-on.oalfoi13. -
revo,aled·llniqheoti fdod items had lie'en J-einoved· 

•• • fro!" 'the· 1$itcl1"en ln_sulat:1'~/opd_ \:sir! at,~ ,pl~c;:!l~ in 
the dinin_g area. f!ie te11Jpef.i\\Jre·of.t)ie fcibd.wail • · 

• .. taken 20'1"1\inutes Into the ilervii-1g lime'and . • ; 
. revealed the fellowing: Chicken F.rle'd· Steak . 
-120", corn 11fi" and the"tapioca <lfe,~ge'd¢ssert . 
55°; When these ie1J1peratares· were ·poliiti:id out 
to the 1\C3 iie· ask~8 staff to r~heal ~!lli'~fln~' • 

! lune:treM plates lh~t ba"d Ju~l'liee~ se~~ii td a · 
' r<;JSident. • •• ' • • • 

. ' . .. 
USDA gti)deUnes. recoinmei,iJ.food mlist ~e 
reheated to 165 degrees- l'.ahrenheft or above and 
held above ~ 40 degrees Fahrenhii"it finUI se"rve"cl, 
in orifer to destroy the bacteria ttiat can cause 
food borne illness. ·cold food Items shouJa·be 
held and served al .il5 degreiis, Fahrenheit or . 

• cooler. 

. 
:tJRM CMS-2567(02·99) f:lrevlcus Versions Obsolete Evanl·ID:2GYG11 

' 

STl'-E;Ef AQDR!;SS, Cm', STATE.ZIP CODE ;. 
RYA~ ROAD • . : • • . . • . • • 

• alici<l:li'f; W~•~il~~f" . , ' • .. . . • 
10· • • • PRb\llolnfli plj\NOF COAAlcC"flDN • • IX5l 

PREFIX /iii.CH COi<REC'TIVEACTION SHOULD BE . COMPLETION 
TAG CRO$S•~ENCi,o to THE(IPPROPRJATE DATJ! • 

• . . Df!!'lCIENCY) : • • , 

W473 

.. 

. . 

-PATE staff will be instructed/trained 
• to s~e food within 1 S minutes of 

.reITiova1 from food cart and/or 
: si,rving hot rood at 140-degrees. 

. , Any food that drops below 140 
• cjegre~ will oe reheated-in the 

microWaVe or oven. Staff will use a 
theanometer when needed. 

1Tools: 
Inservice recOrd fonn 
·-P~son R~spoµsible_ 
• • ·: . 'ACM 
• • Monitor 

DPl)2 

• •• • • . 'ACM )Nill ran~omi;ie!ect five.meals 
• • ' • ·qnatterlY and' ensure food is•served 

.. ,. 

. ·' '• •' 

• within !S-niinutes·of-removal-from 
food.cart; imdlor food i,;serilea" at 140 

. • . • : : . • • 1o·115 degrees. 
• • · · . :~ , • • · '• !fools: 

checklist 
PersOii -J{espOnsible; _ 

ACM ., ... .. 
: ·,, 

MOnitor: 
DDA2.. 

. . 

·. 

5/24/13 
and 

ongoing 

S/24/Ij 
. and 

Oo~ing 
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STATE OF WASHINGTON , 
DEPARTMENT OF SOCIAL ANDHEAtTH SERVICES. 
ADSA, RCS, ICF/ID, Survey & Cert.iflcatlon .Program 

PO ,Box 4~6tlo; Olympja, WA 98~04-5600 

. April 27, 2012 . 
CERTIFIED MAIL (7007 1490 0003 4205 8248} 

Neil ·cn;,wley,, Sup_e'rintendent 
Rainier Sctjool. PAT E ·• • 
PO Box600 

. Buckley, WA 98321 

RE: Annual Recertification Survey • 
. 4/11/2012'through 4/17i2012 

Dear Mr. Crowley: .,, 
.. 

From 4/1112!)12 through·4/17/2012 ICF/1D survey staff from the Residential Care Services 
;-. (RCS), Divisi6n of Aging and Disab,ility .Services Administration (AGSA) conducted a . 

recE?rtification S(lrvey at your facility to determine compliance with Federal requirements for 
ICF/1D facilitie$ participating ,iri the Medicaid progr!,lm. The Cfl/lS 2567 Statement of 

. Deficienci~s for tbe recertification survey is· enclci~ed, •• 

Plan of Correction {POCl 
,. ; 

You llJUSt detail a eoc on ttte enclosed original CMS 2567 form for all deficiencie:,,; Your POC 
must at minimum address each of,the bulleted items below, • ' •. 

• • How the facility Will. ctirrect the defii:iency as it relates tb Jhe resident; • 
• How the facility,wm act tci protect residents in similar situations; 
• Measures.the fadlily will take or the systems it.will alter to ensure·thaphe p(oblel)l do_es 

not recur:; • 
• How the. facility plans to monitor its P.Srfortnance to make sure that solutions a'r@ 

sustained; 
\ • ,Dates Wl'\en corrective action will .be ,completed (no more than 60 ·days from the fasl.dijy 
'\ of the inspection); and . 

• The. title of the-perspn or peri,ons responsible to. ensure correction for each deficiency. 

Yqu must also send the 9rigihal 2567 form with your POC signed and dated to the Manager 
below.,no later than 1 O calendar days after you receive this letter. Failure to submit an 
acc;eptable P,OC by the 10th calendar day may result in the lmpos1tkm of remedies, . . . . 

Robert M~Clintock, Q'uality Assur.ance Administrator 
ICF/1D Survey and Certification f>rogram , ., . 

1 

J' 
l 



Residential Care.Services, Mail Stop: 45600 
PO Box45600 

Olympia, WA 98504-5600 
Office (360) 725-2419. Fax (360) 725-3208 

• RCS will use the.POC as a part of the basis for verifyil)g whether the deficiencies _have been 
corrected. If you modify your POC after submission, you must immediately notify the above 
office in writing. Any POC !YlOdificaticin must address each 'W' tag number wit.h related 
details about any modifications. 

Informal Dispute Resolution IIDR) 

··You have an opportunity to question cited deficiencies andlor state actions-initiated in 
. respOl)SE! to them, through'the state;'s informal review and dispute resolution process. 

Unless you become enlitlei:l to a federal administrative hearing following imposition of a 
federal remedy, this will be your only opportunity to challenge the deficiencies described on 
CMS Form 2567. • 

To request an informal dispute resolution (!DR) meeting, please send your written request tci 
Robert McGlintock, QA Administrator, PO Box 45600, Olympia, Washington 98504•5600. If you 
request al) !DR, you must still submit a POC within-_the time limits described above .. The written 

•• I DR request, stiould: • 
! .-

• Ide~tify th'e_ specific deficiencies that are disputed; 

. • Explain why you are disputing the deficiencies; 
·• Indicate the type. of dispute resolution process you prefer (face•to-face, telephone 

conferenc:;e or documentation review);and • 
~ Be sent during the same 1 o calendar days you have for submitting a POC for the cited 

• 'deficiencies. 

During the informal -process you have the right to present written and/or oral evidence refuting 
the deficiencies. An incomplete review and dispute resolution process will not delay the 
effective date of any enforcement action. ' 

If you have any questions concerning the instructions contained in this letter, please contact me 
at (36.0)725-2419. 

Enclosures 

cc:· Janet Adams, DDD 
IGF/ID File 

Si/.~ '{,f::£-,'!-d-'----
Robert McClintock, QA Administrator 
IGF/ID Survey and Certification Program 
Residential Care Services 

.2 



DEPARTMENT OF HEAL TH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

ISTATeMENT OF DEFICIENCIES 
( • ••, P.LAN OF COR!IECTION • 

(Xl) PROVJO.ER/SUPPllERIOUA 
IDENTIFICATION NUMBER: 

( 

50G046 
NAME OF PROVIDER OR SUPPLIER 

RAINIER SCHOOL PATE 

()(4) ID • 
PREFIX 

TAG 

I 

SUMMARY STATI;MEl>rrOF DEFICIENCIES 
{EACH OEFICIEnov MUST DE PRECEDED BY FUI.L 

REGULATORY-OR LSG IDENllFYINq INFORMAllOII) 

W 000 INITIAL COMMENTS 
I 

This report is a result of Iha annual recerUficat)on 

I ~uivey conducted at Ralnler .School Pat E on 
. 4/11/12, 4/12/12, 4113/12, 4/16/12 and 4/17/12 . 

I .•• 

I 'fhe survey was conducted by: 
Kathy Heinz 

. 1 Janette Buchanan 
'ferry Patton 

• I Mark .White 

J The su~eyors are from: 

• · ··I Resldenflal Care Services .• 
ICF/I0 Survey and Cer!lncallon Program 

• P.O. Box 46600. • 
Olympia, WA 96604-5600 

-W 126 483.420(a)(3) PRO'fECTION OF CLIENTS 
RIGHTS 

The facility must ensure Iha rights of all cllents. 
I Therefore, Iha fa<:lllty must.allow and encourage 
individual clients to exercise their rights as clients 

I of the facility, and as citizens of the Unite<! Stales, 
Including the right to file oomplalnls, and the rl9h1 
to due process. 

l 
• ; This ;3T AND ARD Is not met as evidenced by: 

Based on observation, record review and 
, interview, the facility violated resident rights by 
I failing to Insure one of twelve sample residents 
• and two of lWo expanded sample had appropriate 
: -access to their property. • I Findin9s include; . • 
Ob$ervaHon 1ln 4/ 16/12 at-ouse revealed 
Resident #6 asked staff #1 for a pop. Slaff #1 
unlooked, the house ma~ager ' s office door and 

f'RINTEO: 04/26/2012. 
FORM APPROVED 

0MB NO 0938-0391 
(X2) MULllPLE CONSTRUCTION 

A.BUILOINC, 

(X3) OATI; S\IRVEY 
COMPUITED 

B,WING __ ---'-' :...· ----- 04/17/2012 
STREET AOORESS, CITY, STATE. ZJP CODE 

ID 
PREFIX 

TAG 

RYANROAD •• 

BUCKLEY, WA 98821 

PRO\/JDER'S Pt.AN OF CORRECTION 
.(EACH CORRECTIVE ACTION SHOULD ae 

CROSS-REFERENCED TO THEAPPROPRII\TE 
DEFlCIE,NCY) 

' 
W 000 TI1c Orcas IDT assessed client #4 needs and 

W126 
.. 

personal possessions belonging to client #4 were 
unsecured. The Hyak IDT 8'Sessed client #13 & 

#14 needs and submilled a Service Care Plan 
(SCP) which included a risk/benefit analysis . 
related to locking the pen;onal property. The 
SCP has been submitted HRC for review and 

approval for those resnictloas identified in the 
SCP . 

Person rtsl!Onsible, 
QlDP/DDAl 

Monitor: 
DDA2 

PATE staff will recclvc training on how to 
• ' " ensore cliCrits have access fo personal 

possessions. If personal posS6SSions are secured,. 
ensure appropriate approvals are obtained. 

IDT's will complete an environmental check of 
all PATE living units for any client secured 

possessions and ensure that the ~ccurcd 
possessions 

have risk/benefit analysis and HRC 
approvals. If any additional needs are identified 

to secure posSL"SSions which ate not all"Cady 
addressed in the IHP/BSP, an Ad•hoc/SCP with 

risk/benefit analysis will be submitted to HRC 
for review and approval for those re.strict ions • 

identified in the Ad-hoc/SCP. 
Person responsible: 

QIDP/DDAl 
Monitor: 

DDA2 

DDA! will ,andomly select five clients quarterly 
and rqview !heir C!IA/lBP/JlSP and complete an 
environroenJal check of the living unit to ensure 
that client rights are protected and provided due 

process. 
. Person responsible, . 

DDAl 
Monitor: 

DDA2 

(Xii} 
CQMPlEllON 

DAlE 

Complct<d 

6/04/12 

Ongoing 

( 
-· "" 1eficlancy sta!omonl ending wnf en asle1isk.(') denotes a deflcl•n~whl n:sUtullon may be excused tfom com,ctlng provJdlng Rfs.dolermlnod that 

• .afeguenls ptovk!• sumaiant protecUon to lhe pa!ienls. (Sae lnstruclt . Except for nlimlng homes, !he findings staled abovaaro dlsclosable 90 da)'O 
• llng tho dale of su111ey whether or not a plan of com,ctron Is provid . For nuralng homes, lho above findings and plans or correcllon or~ dlsclosable 14 

days following Iha date these.documents aro made avallallla Jo the foclfily. If deficloncles ere cited, an approved plan of correction I• reqtrtslte to a>ntlnued 
p1ogrem partlclpal!on. 

FORMCMS-2587(02-gQ) Pruvious Vere1ons Ohi.olele Event IO;QlGl.11 Facllltyl0:WMOl10 M coallnu•Uon sh,of Page 1 or 4 



0EPARTMENT OF HEAL TH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVlCES 

'TEMENTOF DEFICIENCIES 
PlAN OF CORRECTION 

(Xi) PROVIDERJSUPPLIERJCL!A 
IDENTIFICATION NUMB!;R! 

50G04G 

NAME OF PROVIDER OR SUPPUER 

RAINIER SCHOOi. PATE 

• (X4) lD 'I 
PREFlX 1 TAG ~ 

SUMMA.RY STATEMENT OF DEFICIENOiES 
(EACH DEACIENcY MUST BE PRECEDED BY FUU 

REGULATORY OR lSC lDENTIP(ING INFORMATION) 

W 125 I Confinued From page 1 
[ then unlocked a closet door in !he mahager 
ortice .. Staff#1 handed Resident #6 a soda that 

I belonged to Resident#14. Soda ·belonging to 
resident #13 was .also obseived in the locked 
closet Store receipts revealed Resident #13 and 
#14 purohased the soda with their own money. 

J Staff#1 stated resident #14 • s soda was locked 
I In the Cl0$et because Resident #14 would drink 
all of his soda. Staff#2 stated that resldenl#14 

I would also drinl<: all of his soda lf he was allowed 
to keep !I In his room. . 
Resldentt/4 's eyeglasses ~eked In a 
cabinet in the living room at--.,ouse. 
Resldent114 did not have a•key to lilts cabinet and 
could not wear his own glasses;unless' staff 
chose lo unlock the cabinet. • 

The facillly had no documentalion of the reasons 
. i for lhese properly restrlcllons or the proc\)Ss by 

which the restrlcUons were authorized and 
created.' ' • 

W 262 483.440(1)(3)(i) PROGRAM .MONITORING & 
!CHANGE • 
I . 
I The committee should review, approve, and 

• . monilot individual programs designed to manage 

I fnapproprlala behavior and other programs that, 
In the opinion oMha· committee, involve risks to 
cllent protection and rights. 

! 
Thls STANDARD. Is not met as evidenced by: 
Based on record review and inlerview the faclHty 

failed lo insure the human rights com'mlltee 
reviewed and approved restrictive procedures the 
facfllty was implemenHng for one of twelve and 
two of two expanded sample Residents. Fallure 
j of the facirity to insure th~ human rights 

(X2) MULTIPl.e CONSTRUCTION 

A, BUIUlli'IO 

O.WIMG _______ _ 

STREET ADO RESS, CITY, STATE, 21P CODE 
RYAN ROAD 
BUCKLEY, WA 98321 

PRINTED: 04/26/2012 
FORM APPROVED 

0MB NO 0938-0391 
vm oilTE$RVEY 

COMPLETED 

04/17/20'12 

10 
PREFlX 

TAG 

PROVIDER'S PLAN OF COAAECTION , • 
coMP!f'rrnON • 

OATIS 

W125 

W262 

(EACH CORRECTIVE ACTION SHOUI.D BE 
• CROSS·Rl,FERENCED TO THE APPROPRIATE 

DEFICIENCY) 

., 
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DEPARTMENT OF, HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES I STilTl!MENTOF PEFICIENCIIES (XI) PROVIDER/SUfPUERIOLIA 

"'')_PlAN Of CORRECTION • IDENTIFICATION NUMBER: 

NAME OF PROVIDER OR SUPPLIER 

RAINIERSGH00L PATE 

(X4)1D I 
PREFlX 

TAG .I 

I 

W 2621 Continued From page 2 
' 

50G046· 

committee relliE\Wed and approved. restrictive 
I procedures prevented the committee from 
. determining if !he reslrlcfions were warranted. 
l Findings Include: • 

1 Store receipts dated 4/4/12 and 4/11/12 revealed 
Resident #13 and #14 purchased soda with their . 

I owi:i money. The soda was then locked fn a closet 
located In a locked office. Residents #13 and #14 

I did not have keys to the office or !he closet .. The 

I human rights committee had not approved lha 
• restriction the fac!lity h\ld lmplement~d to control 
• • the amount of soda Resident #13 and #14 

I consumed. , 
Eyeglasses belonging to Resident 114 wilt 

1 locked in a cabinet ln the llvlng room at 
• • 1 House Where Resident#4 couldnotaocess 

• them unless-staff opened the cabinet for him. 

I The Faolllty • s Human Rights Committee had not 
• , reviewed and approved·lhls reslrictlve procedure. 

W 263 , 483.440(f)(3)(ii) PROGRAM MONITORIN6 & •• 
:CHANGE • ' 

, I 
. I The committee shduld Insure that these programs 'I are conducted only with the written Informed 

, consent'of the client, parents (lf·the client ls·st 

' 
minor) or legal guardian. 

I 

I 'fhis ST ANOARO _I& not mel as evidenced by: 
Based on record review end on Interview the I facJlity·falled to Insure guardians consented to 

1 reslrlclive procedures that had been imP,Jemented 
by the facility for one of twelve sample residents 
and two of two expanded sample residents. 
Failure of the facility lo obtain guardian approval 
for restrictive procedures Jeopardized lhe rights 
of vulnerable residents . Findings include: j Store receipts dated 4/ 4/12 and 4/11112 

FORMCl,IS-2507(02-llll)PtO\/Jous Vetsions Obsolo!a Evon! ID,QTGLl1 

. PRINTED: 04/28/2012 
• FORM APPROVED 
0MB NO 0938-0391 

{X2) MULTIPLE CONSTRUCTION 

A.BUILDING 

()(3) DATl!SURVEY 
COMPl.ElEO 

B.WING ________ _ 
04/17/2012 

STREET ADDRESS, CITY, STATE.ZIP COPE 
RYAi/ROAD 
BUCKLEY, WA 98321 

iO 
PREAX 

TAG 

W262 

W263 

PROVlO!iR'S Pl.AN OF CORRl:CTION 
(EACH CORRECTIVEAOTION SHCIJLO BE 

CROSS,REl'MEl'ICED TO nlE APPROPRIATE: 
OEflCIENC\') 

The ~T assessed client #4 needs :and 
pers'=iasseasion~ be~g of client #4 

_ were unsecured. Tne-lD'f assessed 
clicot 1113 & #14 needs and submitted a 

. Service Care Plan (SCP) whlch included a 
·nsk/bencfit analysis rel.ale<! to locking ll)e 

' personal property. The SCP has been 
submitted HRC for review and approval for 

those restrictions identified in the SCP. 
l'Cl'SOll responsible: 

QIDP/DDAl 
Momtor: 

DDA2 

PATE staffwlll receive trai!\ingonhow to· 
ensure clients have access to pe,sonal 

> possessions. ff personal possessions are 
secured, enSUJ:<\ appropriate approvals are 

obtained. IDT's will complcle an 
environmental check of.-all PATE living units 
for any client secured possessions and ensure • 
that I.he secured possession.<; have risk/benefit 

lllialysis and HRC approvals. ff any 
additional needs llID identified to :iecu.re 

possessions which are not already addressed 
• in rhe rHP/BSP, an Ad-hoc/SCP with 

riskibcncfit nnalysis will be submitted to 
HRC for xevicw and approval for those 

restrictions identified in the Ad-hor/SCP. 
• l'el:SO!l respm,sible: 

• QIDP/DDAI 
Monitor: 

DDA2 

DDAl wm randomly select five clients 
guartcrly and review their CFA/lllP/BSP and 

compjCte an environmental ch~ck of the 
Hving nrut lo ensure t),at client rigbts<ire 

pto!eo!cd and provided due process. 
Person responsible: 

DDAl 
Monitor: 

, DDA2 

• IX&I 
COMPLEllDN 

VATE ' 

~ompleled 

6/1)4/12 

Ongoing 
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DEPARTMENT OF HgALTH ANO HUMAN SERVICES 
CENtERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT 01' OEFIG!EIICIEe 
/' "1 PIAN OF CORRECTIOII 

(X1) PROVIP!lll/SUPPllEll/CLIA 
IDENTIFlOATIOi'I NUMBER: 

L 

5DG046 

I ~AME OFPRO\IIDJiR OR SUPPLIER 

• RAINIER SCHOOL PAT e • 

i • ()(4)10 l 
! PREFIX 

S\!MldARY STATEMElffOF DEFICIENCIES 
{EACH DEFIC!ol!CY MUST BE PriECEDED BYFUll 

flEGUl.ATORY OR lSC lDE!ITIFVmG IIIFORIMT!J:!11} , ! TAG 
I 

I 
W 26~ Continued From page ~ 

.. 

· · I revealed resident #13 arid #14 purchased soda 
with their own money, The soda was then locked 

• In a closet localed In a looked office. Residents 

. 

1

1 #13 and #14 did not have keys to ihe office or the 
closel Thefl;I we're no wrlt!en consents from Iha·, 

, guardians alloVling lhe faollll)! to lock up the soda 
I lhat was purc)lased by the Residents. 

I Eyeglasse~ belonglng lo Resldanf #4 w~t· 
. locked ina cabinet in the llvlng room at-
' House where Resident #4 could not access 

I !hem uiile$$ staff opened the cabinet for him. 
Resident #4 • s guardian had not reviewed and 

I approyQ!j ttiis restclctwe procedure,• . , 

I 

I 

I 

' I 
I 

I . 
' ., 
f 
I 

I ' 

I 

I 
' 

.I 
I 
1 

~RM CMS,251l7(0:t.!19J ~OVIOUS V•Mlons Ob,olol• 

PRINTED: 04/26/2012 
.FORM APPROVED 

0MB NO 0938..0391 
(X2JMUlTlPLE GONSl'RUCTION 

A.llUIWING 

(X3J DATE SURVEY 
COMPlll'l$l 

B,WING ___ .....:,. ____ _ 
04/17/.2012 

Slllei:T /IOORESll, Cll'Y, \STATE, ZIP CODE 
RYAN ROAD 

lD 
PREFIX 

TAG 

aucKLEY, WA 98321 
•PROVIDE!fS PLAN OF CORRECTIDII 

(eACII OORRECTivi: ACTION S!JOUL!) ee 
CROSS-REFERENCED TO THE APPROPRIATE 

DEFIOIE/JOY) . 

The _IDT assessed clicntl/4nc-cds and personal 
W 263 ~ belonging of c!ientl/4 wen: unseonted. 

'rhe-IDTassesS<d clicttt;/13 &#14needs imd 
submitted allemce Cai:e Plan (SCP)which included 
a rlsk/benr:fit an:dyslt tclated to locking the pemmal 

property. Tho SCP has been submitted HRC and 
client/pareut/gu.mditm. for review .mtl approval for 

those-re.strlctions identified in the SD'. 
,. • Person responsible: 

QIDP/DDAl 
l\fonilnr: 

DDK/. 

PATE stallwil1 n:c~iyc tmin.int:: on. bow to cnshtc 
. clierits have nccess to pmonlll possession.fl. If , 
personal possessions are sccured..i ensure i\ppropriato 

-, •JlPl'l"l'h are obtalncd. lDT' s Will ooroplote nn 
' environmental cheek of all PATE living uuil!afor 

ttu.y ~lient .secured possc:ssions lllldcusure that the 
secun:d posse;,sl°"' havo risk/btnclit 8llll\YSis, HRC 

uod cli<atlparontlgilanllim approvals. Jhny 
: addition.al n\!t'fh axe identified to SC(!Ure possessions • 

• "1tlch nro not already addressed In !ho llll'/BSI', on 
Ad-hoc/SCP with risl<il,enefit aniuysis will be 

,;uhmitt~ to HRC for rovie.w, aad 
cllentJparentlgiJmdimlfot npproval'ofthosc 

=trlctions ldcn!UiO<! in lho Ad•hoc:/SCP, 
Person r~tmslblt! 

QIDP/DDAI 
Monitor: 

DDA2 

DDAI will randomly select fi;e cll.,;,ts quru;te,rly lOld 
• review theirCI:NllIPIBSP und (:omplete an 

environmental check of the living unit to ensure that 
client nghts ""'prolecied, provided dne 11ro=1, ruid • 

wciUen i:nfomlcd consent-is iJbtai.ned priot 10 
·securing client pqs.sessi0Il$ . 

PcrSou responsible: 
DDAI 

Monitor: 
DDA2 

Complct<o 

.6/04/m 

: 

Ongo g 
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' STATE OF WASHINGTON . 
DEPARTMENT OF SOCIAL AND HEAL TH SERVICES 

IOF/MR Survey & Certlfloallon Progr.arn • 
1949 South State Street, Teoome, WA 98406 N27•28 

April 4, 2011 
·certified Mail !700il 3410 000180698725) 

Neil Crowley, Superlnfendent 
• Rainier School - PATE 

PO BoJG600 
Buckley, WA 911311 

·, 
RE:- Recertification Survey 03/22/2011-03/29/2011 

Dear Superint~ndent: 

Fr9m 3/22/2011 through 3/2B/201j lCF/ID. surveY, staff froin the Resltlential Ca(e 
pervloes (Rq!;l) Division of. Aging: and Disability Services Admlnlstrallon (ADSA) 
conducted a.recertification survey at your facility to determine compliance with Federal. 
requirements for !CF/ID fadil!tles partioipatlng In the Medicaid program. The CMS.2567 
ptatement ~f Deficiencies for the survey. is encl?sed. • • 

Plan of Correction IPOCI 

You must detail a POC on the·enclosed ~rlglnal CMS 2567 form for all de!lclencles. 
Your POC must at minimuni address each of the bulleted items belpw. 

How the facility will correct the deficiency as it relates to the resident; 
• How the facility will act to protect ·resldentf\ In similar situations; ·, 

Measures the facility wlll lake or the systems it wlll alter to ensure that the 
problem does not recur; • . : 
• How the facility plans-to monitor Its performance to make _sure that solutions are 
sustained; . .• • · 
• Dates when corrective action will be completed (no,more than 45 days from the 
last day of the inspection); arid . • 
• The title of the person or persons responsible to ensllre correction for .each _ 
deficiency. 

. ' 
You must also send the original 2667 form with your POC to the Manager below no 
later than 1 o calendar days after you receive this letter. Failure to submit an acceptable 
POC by the 10th calendar day. may. result in the imposition _of remedies. • 

... ' 



·Neil Crowley, Superintendent 
April 4, 2011 
Page2 • 

Robert McCllntock, QA Administrator 
ICF/MR Survey and Certification Program 

Residential Care Services, Mail Stop; N27-23 
• 1949 S. State Street • 

. Tacoma, WA. 98405 
Office (253) 476-7171 Fax (253) 593-2809 

DSHS will use the POC as a part of the:basis for verifying whether th~ deficiencies . 
have been corrected. lf'you mpdify your POC after submission, you niust Immediately 
notify the above office in writing. Any POC modlflc•alion must address-each "W" tag 
number with related details :,ibout any modifications. 

Informal Dispute Resolution {IORl 

¥pu· have an opportunity to question cited deficiencies and/or state actions -lniti~ted in 
response to them, through the stat.e's informal review and dispute resolution procesi;. 
Unless you become entitled to a federal administrative hearing following Imposition of, a 
federal remedy, this will be your only opportunity to challenge the deficiencies described 
on CMS Form 2567. 

To request an informal dispute resolution.(IDR) meeting, please s~n~ your written 
request to Robert McClintock, QA Administrator, PO Box 45600, Olympia, Washington 
98504-5600. If you request an IDR, you must still s·ubmlt a [='OC within the time limits 

. described above. The written IDR request sho1'1Id: 

• Identify the specific deficiencies that are disputed; 
Explain why you are disputing the deficiencies; 
Indicate.the type of dispute resolution process you prefer .(face-to-face, 

tel~phone conference or documentation revlew);and . 
• Be sent during the same 1 O calendar days you have for submitting a POG for the 
citea deficiencies. • • 

During the informal process y~u hav~ the right to present wrllten and/or oral evidence 
refuting the deficiencies. An incomplete review and dispute resolution process will not 
delay the effective date of any enforcerneni action. 

If you have any questions concerning the Instructions contained in this Jetter, please 
contact me at 360.725.2419. 

' • ' Enclosures 

Slnc~rely, 

/· fo/2J1~ • ru Robert McClintock, QA Administrator 
!CF/MR Survey and Certification Program 
. Residential Care Services • 

cc: Janet Adams, .DDD 
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This report is a result of an Annual 
~ecertification Survey conducted at Rainier 
School - PATE from 3122111 lhrough 3129/11 
completed by Gerald Heilinger, Kathy Heinz, 
Terry Pattbn and Mark White from: 

D.S.H,S. . 
Aging and ~isability Services Administration 
ICF/MR survey and Certification Program 
1949 South Stale Street, MS: N27-23 
"Tacoma, WA 98405-2850 
Office Phone: (.:/53) 476,7171 
FAX: (253) 593';!809 

Revised· on June 20, 201'1 
483.42D(d)(1) STAFF TREATMENT OF 
CLIENTS 

The facility must develop and implement written 
policies and.procedures that prohibit 
mlstreatment, neglect or abuse of the clien~ 

This STANDARD is not met i:is evidenced by: 
1. • Based on observation, record review and 

lnieiviews, it was determined the faGility failed to 
insure Resident #1 0 ' s plan of supervision was 
carried out following an incident ·where. Resident 
#1 o attempted to sexually assault a female peer 
(Expanded Sample Resident #21 ). Resident #1 0 
was to have line of sighf supervision when in his 
home, and a State Agency surveyor observed 
him in liis home with no staff present to watch . 
him. Failure to insure Resident #10 was under 
constant supervision placed other Residents at 
risk of being sexually assaulted. Findings include: 

LABORATORY DIRECTOR'S OR PR07.VJDERJSUPPLIER REPRESENT 
•• ~ - • . --- .r 
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r ·•.,.~-:iency statement ending with an asterisk (ol) denotes a d~ticlenc·y which Institution may be 8xcused'fro·m correcting providinQ It is deteITTlined that 
\ ;egu8rds provide lf):Ufficient protection to the patients. (See ir:istruction Except for nursing homes, the findings stated above are di~closable_9p days1 
rtiw ___ .__ . .., .. the date of survey whether or not a plan of correction is pro\/lde or nursing homes, the above findings and plans of correction are disclosable 141 
days following the date these documents are made available to the fa rf deficiencies are cited,· an approved plan Of correction ls requisite to continued 
program participation. 
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W 149 Continued From page 1 ' 
Review on 3122/11 of a facllity lnve'stlgatlon dated 
314/11 revealed Resident #10 was masturbating 
in the common area·of his home. Staff#1 

• directed Resident #10 to leave the common area 
of the home: Resident #10 left the area and 
entered a bathroom occupied by a female peer 
(#21) who had Just finished ,showering and was 
naked Staff #2 discovered Resident #1 O 
grabbing the arm of Resident#21 with one hand, 
holding his erect penis in the other and trying to 
push himselt into her. Review of an . 
interdlsciplinary note completed by a qualified 
mental retardation professional dated 3/4/11 and 
an AD HOC dated 3/8/11 that was held as a 
result of the incident, revealed staff were to 
provide line of sight supervision for Resident #1 o 
while he Is in common areas of hls home. 
Observ;1tion. by a swveyor on 3/25111 at -
house at 2 pm, revealed Resident #10 sitting in a 
common area of the home. There were·no staff 
present Interview with the Attendant Counselor 3 
at2:05 pm revealed she had left the common 
area where Resident #1 o was sitting to talk with a 
maintenance worker. 

2. Based on observation, record review and 
Interviews, ·,11 was determined the facility failed to· 
insure nurses and direct care staff followed the. 
faclllty' s Medication Administration Procedure, 
when, expanded sample Resident #14 received 

. expanded sample Resident#15 • s -
Failure of the facility to insure nurses·and direct 
care staff follow the medication administration 
procedure .resulted In Resident #14 receiving_ the 
wrong medication which could lead to medical 
c~mpllcations and serious harm. Findings 
include: 
Review on 3/23/11 of the Incident Report dated 
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PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 
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1. Employee who faillld to follow #10 
resident plan of supervision was given 

correction .action. 
2. llmployees involved who fajJed to fullow 

the facility's Medication Administratioo 
Procedure were given corrective action. 

Pe.non responsible: 
DDA21RN Manager 

• Monitor: 
DDA2/Nutsing Director 

!.;FATE employees will be tntlned 9n µte 
different types/levels of resident supervisioru . 

• 2. Nu!Sing will review/modify resident 
identification proced~ideutG who 

receive-medication. 

• Person respowle: 
• ACM's/DDAl/RN Manager 

Monitor: 
Nursing Director/DDA2 

!. DDAl will complete five observations per 
quarter to ensure that staff are following 

plans of supervision for clients who require 
above avcmg~ level of supervision to protect 

health/safety. ACMIDDAl will provide 
training 2lld/or corrective action us needed. 

2.. RN Manager will complete frve 
observations per quarter to ensure that 

nursing personnel are follo.wmg facility 
Medication Administration Procedures. RN 

Manager will provide training and/or 
corrective action as needed. 

Person responslbk: 
RN Manager 

Monitor: 
Nursing Director/DDA2 
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Continued From page 2 
3/21/11 revea)ed that at7:10 pm on 3/2 
Licensed -e admi • 
325 mg.. .Smg, 
150 mg., an 00mg. ta es o pan ed 
Sample Residen i+ . These medications were 
not ordered for Resident #14. The medications . 
had been ordered for Expanded Sample Resident 
#15.. . . 
Review on 3/24/11 of the facility' s Medication 
Administration Procedure shows that direct care 
staff are required to bring all Residents receiving 
medications to the medication cart and idenfify 
the Resident to the nurse. Then the nurse must 
also Identify the Residents by their picture before 
the medications may be adminlsterell....Jll.
addltlon, if the Ra~ldenl is receiving -
the staff is required to Initial on the Resident• s 
Medication Administration Re~ that the 
correct Resident received the-
The Incident Report shows a staff verbally 
identified Resident #14 to the nurse. The nurse 
gave Resident #15' s medications to Resident 

• #14 without comparing a .picture of the Resident 
to the actual resident. The nurse asked the staff 
lo initial the MAR for Resld~rifying that 
Resident #15 received the - The direct 
care staff reports she initialed the MAR without 
looking at the name of the Resident • . 
lnterv.iew on 3/24(11 with the Registered Nurse 4 
confirmed Resident #14 was sent lo a hospital 
for evaluation and treatment due.to the potenllal 
serious harm which may have resulted from the. 
adm-nis ratio of these medications, particularly 
the • 
483.420(d)(2) STAFF TREATMENT OF 
CLIENTS 

The facility must ensure ·that all allegations of 
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W 153 Co_ntinued From page 3 
mistreatment, neglect or abuse, as well as 
injuries· of unknown source, are reported 
immediately to the administrator or to other 
officials in accordance with Stale law through 
established procedures. 

This STANDARD is not met as evidenced by: 
Based on review of the facility' ~ system to . 

.. prevent abuse neglect and mistreatment (Task 2) 
and interview verificl;ltion, it was determined the 
facility failed to report two ircidents of sexual 
abuse to the Complaint Resolution Unit (CRU). 
In one Incident, Resldent#10 was attempting to 
sexually penetrate a female peer as she stood 
naked in the bathroom. In the second incident, 
Resident #20 was found with his hands in the 
pants of his ro□m!llate as his roommate was lying 
in bed. The facility did not report these incidents 
because their Incident Management Map, which 
is part of their incident management system 
indicated they did not need to be reported. 
However, sexual incidents of this.nature could. 
involve abuse, neglect or mistreatment and must 
be reported. Failure of the facility to see sexual , 
incidents as having potential abuse, neglect or 
mistreatment involved caused them to not report 
the incidents to the CRU. This failure also 
prevents the State Agency from reviewing the 
incidents and determining if the facility took 
adequate corrective and protective measures. • 
Findings Include: • 
1. Review on 3/22/11 of a facility investigation 
dated 3/4/11 revealed Resident #1 O was. • 
masturbating.in the common area of his home: 
Staff #1 directed Resident #1 O to leave the 
common area,of the home. Resident #10 left the 
area and entered a bathroom occupied by a 
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The Complaint Resolution Unit 
(CRU) was notified of the two 

incidents of unwanted sexual touch 
dated 3/4/11 and 5/19/10. 

Person responsibl.e: 
ACM 

Monitor: 
DDA2 

Rainier School will review DDD 
policy 5.13 and modify Rainier 

Sc'b,ool Incidet;1t Management map 
to ensure it indicates that all 

incidents of unwanted sexual touch 
are reported to CRU. 

Person responsible: 
Incident Coordinator/ACM 

Monitor: 
DDA2 

, ACM/IDDA1/D_DA2 will review. 
incident reports·to ensure incidents 

of unwanted sexual touch are 
reported timely to CRU and 

• provide training and/or corrective 
action as needed. 

Person responsible: 
DDA2 

Monitor: 
Asst Superintendent 
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W 153 Continued From page 4 
female peer (#21) who had just finished 
showering and was naked. Staff#2 discovered 
Resident #10 grabbing the arm of R~sident #2"1 
with one hand, holding his erect penls in the 
other, and trying to penetrat<:) her sexually. 
There was no indication OIJ ihe incident report 
that the incident had been reported to CRU. 
Interview on 3/29/11 with the facility' s Incident 
Coordinator confirmed the incident had not been 
reportei! to_the CRU. 

, 2, Review on 3/23/11 of a facility Incident 
Reporl/lnvestigatio'n dated 5/19/10 revealed • 
expanded sample Resident #20 was found with 
his hand inside of the front of expanded sample 
Resident #19 ' s pants and underwear. Resident 
#19 was lying. in bed at tlie time. Staff reported 
that Resident #19-appeared to be upset, got out 
of his bed and left the room'. There was no 
indication in the Incident Report that this incident 
had been reported to-CRU. Interview on 3129/11 
with·the facility's Incident Coordinator confirmed 
the incident had not beeh reported to the CRU. 
Review on 3/24/11 of the facility ' s Incident 
Management Map (version 2) dated 5/30/08 
rf!!vealed incidents iDvolving ,; t!nwanted sexual 
contact other than assaultive penetration between 
persons, one of which is unwilling or incapable of 
providing· informed.consent," ,ire categorized as 

, ciient to client indecent liberties and do not need 
to·be reported to the CRU: Interview with 
administrative staff on 3/24/11 verified they do not 
·report incidents that are categorize.d as indecent 
liberties to the CRU. 

W 189 483.430(e)(1) STAFF TRAINING PROGRAM-

The facility must provide each employee with 
Initial and continuing training that enables the 
employee to perform his or her duties effectively, 
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W 189 Continued From page 5 
efficiently, and competenUy. 

This STANDARD is not met a.s evidenced by: 
B;ise<:l 9n observ<1tion, record review, and 
interview, it was determined two. facility nurses 
failed to follow the facility• s procedure for 
transporting controlled drugs from one area of the 
faci[ity to another. In each case staff appeared to 
be unaware of the facility procedure for 
transporting controlled drugs. Failure to assure 
staff are aware of and following the facility' s 
procedures related to transporting controlled 
drugs could result in .drugs being lost in areas· 
where they may be found by Residents. Findings 
Include: 
On 3/23/11 at 4;00 pm Nurse 1 was observed at 
Tyee House removing medications from her 
poaket and placing the medications In the 
medication cart Nurse 1 explained these were 
controlled drugs which she had signed out in the 
Nursing Office and carried to the house In her 
pocket for administration to Expanded Sample 
Residents #16, #17, and #18. Review of !h·e 
Controlled Medication Dispensing Record 
showed Nurse 1 had received these controlled 

• • f e PAT-E Nursing Office: 
3 mg. tablet for Resident #16, 

mg. tablet for Resldent#17, and a 
51325 mg. Acetaminophen tablet for 

Resident #18. 

3 
3 

On 3/24/11 at 8:00 am Nurse 2 was observed 
administering medications to Residents. He 
siated he ca!Tled the controlled drugs for the 
Residents from the Nursing Office to the houses 
using a small black bag with a zipper along the 
edge which he had attached to his belt Nurse 2 
stated the black bag was a Diastat case. 
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Employees in~olvcd who failed to 
follow facility procedures 

regarding transporting controlled 
drugs from on area to another were 

given corrective action: 
Rainer School will review/update 
Medication Proced!UC regarding 
transporting of controlled d111gs. 

Person responsible: 
Nursing Direeior 

Monitor: 
Nursing Director/DDA2 

All nurses wU! be trained on 
revised Medication Administrntion 

procedure regarding transporting 
of controlled drugs. 

Peawn responsible; 
RNManagc"1' 

Monlfu_n 
Nursing Dircctor/DDA2 

RN Manngor will complete five 
observations per quarter to ensure . 

thnt nursing personnel are 
following nursing policies 

regarding transporting ~ntrolled 
dmgs. RN Ml!Illlger will pro~de 

training and/orcorrection action as 
needed.· 

Person responsible: 
RNManagcr 

Monitor: 
Nursing DireclorODA2 
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Continued From page 6 
The facility Medication Administration Procedure 
shows conti:olled drugs are to be carried from the 
Nursing Office to the house by the medication 
nurse in a ".secured cacrylng device" and a 
Dlastat case should not be used. The Registered 
Nurse-4 stated·medicatlon nurses are not to carry 

· controlled drugs in their pockets and they are to 
use secured devices to carry the coQtrolled drugs. 
On 3/30/11 the Acting Director of Nursing 

• confirmed the facility procedure prohibits use of a 
Diastat case to carry controlled drugs, 
483.460(a)(3} PHYSICIAN SERVICES 

The.facility must provide or obtain preventive and 
general medical. care.. • • 

This STANDARD is not met as evidenced by: 
Based on record review and interviews, it was 
determined the facility failed to insure the 
Phl(sician completed annual healthcare 
assessments for 7 of 13 Sample Residents (#2, 
3, 5, 6, 7, 11 & 13). Failure to have annual health 
care assessments prevents the facility from 
insuring Residents ' health needs are tracked 
over time and they receive needed care. 
Findings include: 
1. Review on 3/25/11 of Resident #2 ' s 
habllltation file revealed the most current annual 
health care assessment available was dated •. 
5/4/09. Interview on 3/25/11 with the Program 
Area Team (PAT} Dir.ector verified ttiere was no 
more current assessmenl 
2. Review on 3/25/11 of Resident #3 ' s· 
liabilitation file revealed the mo$t 6urrent annual 
health care assessment available was dated 
8117/09. Interview on 3/25/11 with the PAT 
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Residents 112,3,5,6,7,11,&13 are 
scheduled for physicals and 

healthcare assessments will be 
completed· 

Person:rcsponsible: 
PATE Doctor 

. Monitor: 
Clinical Director 

All physicals and healthcare 
assffiisments for clients in PATE 

have been reviewed for timeliness. 
Any annual physicals that are 

overdue wlll be 
scheduled/completed. 

Person'responsible: 
PATE Doctor. 

Monitor: 
Clinical Director/DOA! 

All current healthcare assessments 
for clients in PAT B will be 

completed and available for IDT 
review no less than 14 days prior 

to the scheduled IHP meeting. 

Person ,;esponsible; 
PATE Doctor 

Monitor: 
Clinical DirectoriDDAI/DDA2 
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W 322 Continued From page 7 • 
Director verified there was no more current· 
assessment 
3, Review on. 3/25/11 of Resident #5 ' s 
habilitation file revealed the most current annual 
health care assessment available was dated 
3/22110. lnterviewon.3/25/11 with the PAT 
Director verified there was no more current 
assessment 
4. Review on 3/25/11 of Resident #6 ' s 
habilitation Ille revealed the most c;urrent annual 
heal!~ care assessment available was dated-
6/17/09. Interview on 3/25/11 with the PAT 
Director verified there was no more current 
assessment. 
5. Review on 3/25/11 of Resident #7 ' s 
habilltation file revealed the most current annual 
health care assessment available was dated 

·2112110. Interview on 3/25/1 lwith the Habilitatiqn 
Plan Administrator (HPA) verified there·was no 
more current assessment 
6. Review on 3/25/11 of Resident #11 ' s 
habilitationiile revealed the most current annual 
health care assessment available was dated 
4/27/09. I ntervlew on 3/25/11 with the HPA 
verified there was no niore current assessment. 
7. Review on 3/25/11 of Resident #13 ' s 
habilitation file revealed the most current annual 
health care assessment available was dated 
8/17/09. Interview on 3/25/11 with !lie PAT 
-Director verified there was no more current 
assessment 

W 368 483.460(k}(1) DRUG AD.MINISTRATION 

The system for drug admihistration must assure 
that all drugs are administered in compliance with 
the physician's orders. 
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W 368 Continued From page a . W 368 
This STANDARD is not met as evidenced by: 
Based on record review and interview, It was 

detennlned that medications administered to 
Expanded Sample Residents 14, 22; 23, 24, and 
25 were not given as ordered by the Physi9ia.n .. 
Failure to administer medications as ordered by 
the Physician could result in serious harm or • 
death. Findings include: • , 
Review on 3/23/11 of the Incident Report dated 
117/11 revealed that Exp~le Resident· 
25 received 18 doses of-with 
Acetaminophen between 11/25/10 and 12/2/10. 
~an ' s Order dated 11/25/1 o is for. 
-and does not include Acetaminophen. 
On 3/24/11 the Registere.d Nurse 4 confirmed 5 
nurses had given Resldent25 lhewrong 
medication. 
Review on 3/23/11 of the Incident Report dated 
2/9/11 revealed that: Expanded Sample Resident 
22 did not receive the medications ordered for 
8:00 pm on 2/Bf11. Those medications not given . 
as ordered were·~oo mg., 

~a nophen 650 mg.,. 3 • 
3 The Registered 

Nurse 4 confirmed that the medication nurse had 
removed the medications from their packaging, 
placed the unlabeled medications in a medication 

·, cup, then put the medication cup in a drawer in 
•• the medication cart The medication nurse did 

not give the 111edications and they were found in 
the medication cart the next morning by another 
nurse. 
Review on 3/2,3/11 of the lnciden_t Report dated 
219/11 revealed that Expanded Sample Resident 
23 did not receive the medications ordered for 
8:00 pm on 218/11. Those medications not given 
as ordered were Calcium Carbonate and 
Simelhicone, The Registered N{!rse 4 c:onfinned 
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Monitor: 
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RN i-.fanagcr will complete five 
observations per qunrtef to ensure 

• Iha! nursing- personnel axe 
, following administering of 
medication .. ordered by the 
physician. RN Manager will 

prdvide training and/or correction 
action as needed. 

Person responsible: 
RNManager 

. Monitor: 
·Nursing Dircctor/DDA2 
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that the medication nurse had removeq the 
medications from their packaging, placed the 
unlabeled medicati.ons in a medication cup, then 
put the medication cup In a drawer in the 
medicafion cart. The medication nurse did not 
give the medications and they were· found in t~e 
medication cart the next morning by another 
nurse. . 
Review on 3/23/11 of the lncid~nt Report dated 
3/10/11 ·revealed two nurses administered 
medications to Expanded Sample Resident 24 
without using the Medication Administration 
Record at 8:00.pm on 3/1/11 and 3/2/11 and 
08:00 on '3/1/11. T~e Registered Nurse 4 
confirmed that 2 nurses administered 
medications to Resident 24 by memory and dicJ. 
not use the Medication Administration Record. • 
Review on 3/23/11 of the Incident Report dated 

• 3/21/11 revealed that at 19;10 on 3/21/. 
Licenseta e ad • 
326 mg, .5 mg, 
mg, an 0mg to Expan e ample 
Resident 14. The Medication Administration 
Record shows these medications were not 
ordered for Resident 14. On 3/24/11 the 
Registered Nurse 4 confirmed that Resident 14 
had been given the wrong medications. 
483.470(1)(3) FLOORS 

The facility musf have exposed floor surfaces and 
floor 9overings that promote maintenance of 
sanitary condUions. 

This STANDARD is not met as evidenced by: 
Based oh observations, It was determined the 
facility did not insure that Aspen House floors • 
were in good repaJr. This f~ilure results in floors 
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which are a potential tripping hazard for 
Residents and present problems in keeping the 
floor sanitary because of the cracks in the tiles. 
Findings ·include: 
Observation on 3/22/11 of the service hallway at 
Aspen House revealed the· floor was in disrepair. 
The section In front of the laundry room had a 
hole In the tiles and the tiles were cracked. 
Another section· of the hallway had tiles that were 
cracked. • 
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. STATE OF WASHINGTON . . 
DEPARTMENT OF SOCIAL AND HEALTH SERVICES 

ICF/MR Survey & Certification Program 
1949 South State Street, Ta9orn.a, WA 98405 N27-23 

By Facsb11ile 

Neil Crowley, Superintendent 
Rainier School - PAT E 
P OBox600 
Buckley, WA 98321 

April 1, 2010 

RE: . Recertification Survey 03/23/201°9-03/29/2010 

Dear Mr. Crowley: 

Included with this letter you will find the draft CMS 2567 Stateineirt of Deficiencies (SoD) which~ulted from a • 
recertification survey completed by-Surveyors on 03/29/2010. . ' 

. . 
Please be advised of your right to review~ draft survey and submit any additional information to clarify or dispute 
the survey team's findings. Your respoµse should be faxed to the !CF/MR Quality Assurance office and arrive no 
later than two working days aft~r the date the diaft was faxed to your facility .. . . 
J'n the event that )here is not a dispute with·the survey findings, or once any disagreemenis pertaining to the survey 
report have been resolved, the SoD will be considered final and the Plan of Corre\>tion (PoC) will be due within.ten • 
calendar da~s of receipt of the final SoD. •• 

. . 
In order to meet the ten day timeline, you may write the PoC onto the faxed copy of the SoD for review by the 
I8F/MR. survey team and fax it back to this office, signe~•and dated, to: 

Residential Care, Services, Mail Stop: N27-23 
1949 S. 'State Street 
Tacoma, WA 98405 
Office (253) 476-717.1' Fax (253) 593-7809 

. -
After review of the PoC by !CF/MR team, the original SoD will then be mailed to your facility in order to.add the 
acceptable PoC. • A copy of the guidelines for an ,wceptable PoC is included with this fax. 

Thank you for your.attention to this matter. 

. • ~cerel'l'7: _ : 

• \ ~\_VWV--.... r 

Tom Farrow, Field Manager 
ICF/MR Survey and CertificationProgra1]1 
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W 000 INITIAL COMMENTS 

This report is the result of Hie annual . ' 

• Recertification Survey conducted at Rainier 
Schoof PATE from 3/23/2010 through 3/29/20~0 
completed by#12564,. #19986, #21833, and 
#12891 from: •. 

D.S.H.S. 
Aging and Disability Services Administration 
ICF/MR Survey and Certificatio~ program 
1949 South State Street 
Tacom, WA 98405-2850 
MS: N27-23 •• 
Offrce phone: (253) 476-7171 
FAX: .(253) 593-2809 . 

" 1104 483.410(a)(1)GOVERNING BODY 

The governing body must exercise general policy, 
budget, and operating direction oveir .. the facility .. 

This STANDARD. is.not met as evidenced by: 
Based on observation and interview verification, ii 

• was determined the facility failed 'to insure that all 
houses where Residents lived.were clean, in 
good repair and free from potential hazards. 
Shasta House had food in the refrig~rator and 
freezer that was not covered, moldy or not dated. 
Staff took dishes out of the saniUzer that were wet 
and stacked them up in the cupboard. 'f:he walls 
around the trash can had food on them. The 
heating system vents were dusty .. The ceiling 
tiles in .the dining room were in disrepair. 
Findings includ·e: . 
Observations on 3/23/1 O through ·3/25/1 O at • 
Shasta House revealed there were holes in· the 
ceiling tiles and air ret~rn vents in the dining and 
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The walls arouod !he !rash can were cleaned 
removing food particles. The heating system 

vents lliroughout tho house were cleaned. 
Ceiling tiles in.the dining room were 

repaired. Sliasti staff were trained on proper 
food storage and sanitization of dishes . 

. .Person responsible: 
ACM 

Monitor: 
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Shasfi! house ACM will develop a cleaning 
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All other PATE have established cleaning_ 
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Person responsible: 
ACM 

' Monitor: 
DDA2 
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• • living area~ were covered with dust Bow[s of food ;;;;;:z·~------:;:;;:;.;;---------h~;;,__J 
LABORATORY DIRECTOR'S·OR PROVIDER/S~P:L,REP~.JAT-IVo·~ SIG~ J 5:!.ITLE ()56) DAIB 

. ./ __., . _..,,.,± J/7<_,/20_ 
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.1afeguards provide sufficient protection to tlfe pa!lenta. {See lnstruc • . •. Except for nursing homes, the findings-stated above are .dl~_closable 90,dayi 
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days following the date these documents are ma.de available to the. facUfty. If deficie,:icies are cited, an approVed plan of (!Ofrection is requisite to continued 
program participation. • • 
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• W 104 Continued From pag~ 1 
were left uncoyered in the refrigerator, packag_es • 
of food were not sealed and one container of food 
contained moldy salad. Food ln'ttie freezer was 
covered with ice crystals.and food no longer In Its 
original package was not dated. A staff and a 
resident were observed stacking wet cups on a 
cupboard for future use. The wall behind the 
kitchen garbage can was covered with food 
splatters. Interview with direct care-staff on 
3/24/10 and 3/25/10 verified the above mentioned 
observations. 1 

• 

W 125 483.420(a)(3)· PROTECTION OF CLIENTS 
RIGHTS 

The facility must ensure Iha rights. of all clients. 
Therefore, the facility must allow and encourage 
individual clients to exercise their rights as clients 
of the facility, and as citizens of the United States, 
including the right to file complaints, and the right 
to due process. 

This.STANDARD Is not met as evidenced by: 
B11sed on observation, recprd review and 
interview verification, it was determined 2 of? 
Residents ' (#15 & #16) personal possessions 
were locked In a pabinel Residents did not have 
a key to the cabinet.so they had to rely on staff to 
get access to their possessions. The facility had 

, not done a risk/benefit analysis related to Jocki~g 
the personal property and. had not properly 
abridged their right lo have free access to !heir 
personal possessions. Fin~clude: 
Observation on 3/23/10 .al-House revealed 
a non-sample Resident trying to open a cupboard 
,;:ontaining ovo·• sand.video.game equipment 
Interview with direct care. s!,iff on 3/24/10 
revealed the cupboard conlainecf.DVD's and 
video game equipment belonging to Residents 

~ . . 
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an environmental observation monthly and 
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, concern Bl'C identified O!runclcan, in bad 
iepaii, and/or potentially hazardous, worl< 

orders will be completed and/or areas· 
cleaned. • 

Shasta house ACM ·w111 review cleaning 
schedules and environmental observations 

and ensure that all areas of concern o,e • 
cotreetcd. 

•• Person responsible: 
ACM/RSC 
Monitor: 

DDA2 

Pmonal possessions belonging of;;;,· 
itl 6 client's were unsccure<l Th 

IDT assessed elient#15 & #16 needs and 
submiued an Ad-hoc which included a 

risk/benefit analysis related to looking the 
personnj propecy. The Ad-boo bas been 
submitted HRC for review and approval 

for thoset<Strictions identified in the Ad
• • hoe. 
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QMRPIDDAI 

Monitor: 
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PATE staff will recclvo training on how to 
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• possessions, If personal poss0$sions are 
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units for any client secured possessions 
and erl8ure that: ihc secured possession, 
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who lived at the •home. Review on 3/25/1 0 of 
expanded sample Resident #15 and #16's files 
revealed there were no consents. authorizing the • 
facility to lock up their personal' possessions. 
Interview with Administrative staff on 3/25/10 
verified 'there were no consents authorizing the 
facility lo lock up their personal possessiol)S,· 

W 227 483.440(c)(4) INOIV!DU'.°'L PROGRAM PLAN • 

The ind!vldiml program plan slates the specific 
objectives necessar,> to meet the client's needs, 
as identified by the compreh,enslve assessment 
required by'paragraph (c)(3) of this seption. . ._. 

This STAND.ARD .is no\ met as evidenced by: 
Based on observations, interviews and record 
verification, it was determined the facility failed·to 
develop a training obj!a)Ctive for 1 of 8 Sample 
Residents.(Residerit#10). Resident#10 was . • 
observed to frequently scream In a loud, piercing 
voice throughout the day. There were no · 
observable· consistent reactions by the staff for 
this behavior. Findings include: 

Observations of sample Resident #1 0 at -
House on 3/24/1 O from 7:30 to 8:00 am, from 
9:16 to 9:30 am, from 11:15 to 11:40 am and·on 
3(25/10 during breakfast.an,! on the van ride to 
work revealed she.spent the majority of the tlme 
screaming. While on the van ride, a ·non-sample 
resident stated the screaming "was loud". 
Interview wi'th Direct Care Staff on 3/24/10 
revealea " hat is wflat she does". Review·on . 

• 3/25/1 o of Resident #1 O's record revealed there 
was no B_ehavlor Support Plan. and the·lndividual 
Habilitation Plan dated 5/29/1 0 did not have a 

• specific: plan addressing the behavior, Interview 
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with administrative staff on 3/25/1 O verified.there 
was n6 specilic plan-addressing.this behavior. 

W 249 483.440(d)(1) PROGRAM IMPLEMENTAT!ON 

As soon as the Interdisciplinary team has 
fonTiuJated a client's incjlvidual program plan, 

• eacl:t client must receive a contlnumis active 
treatment program consisting of need!ld 
interventions and services in sufficient number 
and frequency. to support the achievement cif the 
objectives identified In the.individual program 
plan. 

This STANDARD Is "riot met as evidenced by: 
Based on observation, record review and· 
interview yerificatlon, it was determined the facility 
failed to implem~nt training programs for 2 of 13 
·sample Residents· (#3 & #6) and 9 of 9 expanded· 
sample Residents (#17, #1_8, #19, #20, #21, #22, 

•• #23, #24 & #25). Staff did not follow Resident #3's 
. . Behavior Support Program (BSP) when· she was 

·in her-bedroom. ·Nurses did not follow "Procedure 
for Client Medlcatic;n" when they spooned· 
medications into 11 Residents mouths. Findings 
ir:iclude: _ 

1. Observations of Sample Reslderit #3 on 
3/24/10 from 10:08 am to 10:38 am and 2:43 pm 
·to 3:13 pm, ahd on 3/25/19 from 10:00 am to 
10:22·am and from.2:00 pm to2:21 pm revealed 
she was in her bedroom lying on her be~ with a 
blanket over her. Only on the last observation on 
3125/10 did: a staff enter her room, and then they 
turned the· light on (without asking tier • • 
permission), asked her to join them in the front 
room (no activity was mentioned) and then left, 
With the interaction lasting less than a minute, 
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'' 
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Resident #3 stayed In the bedroom, Review on 
3/26/1 o of• Resident #3's Behavior Support Plan 

. (BSP) date,! 8/10/09 revealed staff were to offer 
Resident #3· "the opportunity to-join in meaningful 
actiyities often (at least every 20 minutes, unless. 
she is alre<1dY involved In an activity)" . An 
interview with facility administrators verified staff 
should have been following Resident ~•s BSP, 

2. • Observatio~s on 3/23/10 at-house 
during a medication administration pass for 
expanded sample Residents #17; #18, #19 and 
#20, revealed the nurse·placed medication into a 
medic;;ation cup with 'a spoonful of apple sauce. • 

. She then scraped the medication and apple 
sauce onto a spoon and placecf the spoon into 
their mouths. Review ·on 3/24/10 of Expended· 
Sample· Resident #17 through #20's 
Comprehensive Functional Assessments (CFA) . 
revealed the Residents were capable.of feeding. 
themselves using either a fork or spoon. Review 
on 3/24/1 O of the facility's Procedure for Client 
Medlcalion dated 1/7110 revealed there are 
lns!ructions for nurses "to not spoon feed . 
-medications to cllenls who are· able to feed 
themselves". Interview with !he Nµrse Manager 
(Registered ·Nurse JV) on 3/26/10 verified, that the 
riuri;es.should have followed the-facility's 
procedure and not spoon. fed medications to the 
Resident. 

3. Observa\ions on 3/24/10 at-house at 
3:27 pm revealed the nurse. gave medications to, 
Sample Residenf #6 !!Rd Expanded Sample 
Residents #22, #23, #24, alid #25 by spooning 
the medications into their mouths as they stood at 
the medication cart. Observation on 3/25{1 O at 
11:02 am revealed'a·nurse gave medications to 
Residents #24 and #25 by spooning the . 
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Nursing staffwli6 administered 
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·- wei-e counseled on reviewing 

tnedication scripts/programs to ensure 
clients receive appropriate l«vcls of. 
11.Ssistnnce dllrlng administratioo of 

. medication. 

Per.mu responsible: • 
Psychologist/ ACM/RN Mw,ager 

Monitor: 
DDA2' 

PATE AC s~ will receive training in 
client DSl''s within two weeks or 

approval/implementation. 
Nursing stoff,will rc<:eivc training to 

revieW' medication ~-cripts/proirams io •• 
ensure clients receive appropriate 

levels of a."sistonce during 
., administrulion o,f£1!ediClilion. 

• ' P~on responsible; 
Psycholog!st/ACM/llN Manager 

Monitor: 
• DDA2 
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programs are implemented correctly. 
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medications into their mouths as they stood at the 
medication cart. Record review on 3/25/10 of the. 
Comprehensive Functional Assessments for 
S,imple Resident #6 and Expanded Sample 
Residents #2.2, #?,3, #2.4, alld #25 revealed they 
were able to use el:jting utensils spontaneously. 
Interview with the Nurse Manager (Registered 
Nurse IV) on 3/26/1 O verified that the nur~es 
should have followed the facility's procedure and 
not spoon fed medications to the Residenl . 

4. Observation at Shasta h9use during the . 
moming·medlcatlon,pass·on 3/25/~0 revealed th!il 
nurse spooned expanded. sample Resident #21 's 
medications into her mouth. Review on 3/25/10 of 
the CFA dated 4/21/10 revealed Resident#21 
can "take medication ind~pendently Ji given the 
correct dose". Interview with the Nurse Manager. 
(Registered Nurse IV) on 3/26/10 verified that the 
nurses should have followed lh_e facility's 
procedure and not spoon fed medications to the 
Resident. 

W 262. 483.440(f){3)(i) l'ROGRAM MONITORING & 
CHANGE • 

The committee should review, approve; and . 
• monitor individual programs designed to manage • 

inappropriate behavior and .other programs that 
in the opin fo~ 6( the· committee, involve risks to 
client protection and rights. • 

•· 

This STANDARD Is not met as evidenced by; • 
Based on observation, record review and 
interview verification, It was determined the facility 
failed to obtain consent from the facility Human 
Rights Committee prior to ;1

1
up Residents' 

personal possessions. At ouse, there 

lM CMS~.2607(02-00) Ptevious Verafon$ Obsolete . 

PRiNTED: 04/01/2010 
FORM APPROVED 

0MB NO 0938'-0M1 
()(2) MULTIPLE CONSTRUCTION ()(3) DATE SURVEY 

COMPLETED 
A.BUILDING .. --------
B. WING ________ _ 

, 03/29/2010 
STREET ADDRESS, CITY, STATE, ZIP CODE 

RYAN.ROAD 
BUCKLEY, WA 98321 . 

ID 
PREFIX 

TAG 

W 249 Personal _possessions be!Qnging o:■• ~ 6 
• client'swc,eunsccured. The T 

assessed client #15 & #1 needs and 
submitted an Ad,.boo which J,,cluded a 

risklbenofit nnulysi.< related to locking the • 
personal property. The Ad-hoc has been 

submitted HRC forw;iew and •PP.roval for 
tboso n:sll:ictions identified ill 1hcAd-hoc. 

l'er,on fflponidble: 

w2s2 

QMRPtDDA! 
Monitor: 

DDA2 

PATE staff will reccivetrolningon bow to • 
ensure' clients have o.OCess to personal 

possessioQs. IfpersOnal possessions are 
• secured, ensure appropriate approvals are ' 

obtained. lDT's will complete an 
anVironmontafcheck of nUPAT E living uruts 
for any client scoured possessions and ensure 
that the seoureo possessions have risk/benefit 

amtlysls and HRC approvals. If any 
addilionlll needs are identified to secure 

possessions which are not already addiesscd 
in the IHPIBSP, an Ad-hoc with risk/benefit 

analysis will be.submitted to HRC for review 
and approval for those restrictions identified 

•• io the Ad-hoc. • 
Peno~ res11onslble:·. 

QMRPtDDAI' 
• Monitor: 

DDA2 

DDA) wm t!llldomly select five clients 
quw:tcrly and review d1eir CF A/JHP/BSP and 

complete an e!)Vironmenlal chcck of the 
living unit to onsure th~t client rights are 

protected and provided due process. 
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i>DAI 
Monitor: 

DDA2 

'· ()(51 
COMPLETION 

·oATE! 

liomplclcd 

6/l'l/10 

.. 

P,,going 

If conlinuatlon sheet Page ·6 of 9 

,_ 



( 

DEPARTMENT OF HEAL TH AND HUM SERVICES 
CENTERS FOR MEDICARE & .. EDICAID SERVICES 

1
$TATEMENT OF DEFICIENCIES. 
ANO PLAN OF CORRECTION 

(X1) PROVIDERJSUP,Pi.lER/CLIA 
IDENTIFICATION NUM8ER: 

50G046 

NAME OF PROVIDER OR SUPPLIER 

AAII-IIER S.CHOOL PATE 

()(4) ID 
PREFIX 

TAG 

W262 
.. 

,. 

vv 263 

SUM!lARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED ay FULL 

REGULATORY OR U\C JDENTIFYIMG INFORMATION) 

Contlriued From page 6 
was a cupboard in the living area in which • 
Residents' personal belongings were locked up. 
Finoings lnclud- • • • 
ObseJVa!ion at ouse on 3/23/10 revealed 
a non-sample Res dent trying to open a • . 
cupboard containit)g DVD ' sand video game 
equipment. Interview with direct care staff on 
3/24/1 O revealed the cupbo.ard conlalned DVD'.s 
and video game equipment belonging to 
Residents who llved at the home. Review on 
3/25/10 of eXpanded sample Resident #15 and 
#16's files revealed there were no consents 
authorizing the facility to lock up their personal 
possessions. Interview with Adminisfralive staff 
on 3/25/1 o· velified there were no consents 
authorizing the facility to kick up their personal 
possessions. 
4B3.440(f)(3)(ii) PROGRAM MONITORING & 
CHANGE • • • 

' The committee should Insure that these programs 
are conducted only with the writ(en informed· 

. consent of the client, parents (If th!l client is a 
minor) qr legal guardian. . 

This ·sTANDARD. is not niet as evidenced by: 
Based on obseJVation , record .review and 
inteJView verification, it was deter.mined the. facility • 
failed to obtain consent from the parents or legal 
guardian prior to~ up Residents' personal 
posse.ssions. At_.-iouse•there was a 
cupboard located in the living area in which 
Res)dents' persona! belongings were locked up. 

' Findings Include: .. 

• Observation at louse on 3/Z3/1 o .revealed 
a non-sample Resident trying lo open a 
cupboard containing DVD'.s and v~deo game 
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property. Tho Ad-hoo luci b,cen •ubndtted 
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.approval for those restrictions Identified in th,e 

Ad-hoc. 
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.rer/ion responsible: 
QMRP/DDAI 

l\-fonilor: • 
DDA2 

PAT B stnff will receive tnlining on holV to 
ensure cHeots have access to personal 

possessioD.S. If personal possessions llro 
secured, ensure appropriate approvals mo 

. obtained.' IDT' s wlll complete~ 
environmental 9heclc of all PATE living units 
for any client !ecured possessions and cn:rure 
that the secured possessions have risk/benefit· 

analysis, HRC and i:licnt/pai:ent/guerdion 
approvals. If any ~dditional needs are 

identified to secure posgcssions: which are not 
already addressed in the IHPIBSP, an Atl-hoc 
with risk/benefit analysis will be submitted to 

HRC for revfew,,and client/parent/guardian for 
• apPrt>val of those restricli.ons identifie,:/ ln the 

Ad-hoc. 
Peraon rl!sponslble: 

QMRP/DDAI 
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consent ls obtained prior to securing client 
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equipment Interview. with direct care staff on 
3/24/1 o revealed the cupboard .contained DVD's 
and video game equipment belonging tci 

• Residents who lived at the home. Review on 
3/25/10 of exp~nded sample•R<;!sident #15 and 
#16's files revealed there were no consents from 
guardians or P"!rents authorizing the facility to 
lock up their•personal possessions. Interview with 
Administrative staff on'3/25/10 verified there were 
no consents authorizing the facility to lock up their 
personal possessions. • 
483.470(f)(3) FLOORS 

The tacility must have exposed floor surfaces and 
floor coverings that promote maintenance· of 
sanitary conditions. • . • . • 

This STANDARD is·n,ot'met as evidenced by: 
• Based on observations ~nd, Interviews it was 
determined the· facility failed to ensure the floors 
of Hyak House were in good repair. The floors on 
A-side dining room and service areas were pitted, 
scraiched and cracked. Findings include: 
Observation on 3/24/1 oat Hyak House revealed • 
the floor in the service hallway was cracked and 
in disrepair. The floor in the dining room on· the 
A- side of the house was pitted, scratched and in 
disrepair. 'lntervie,w on 3/24/1 O with a facility 
administrator verified the floors were In disrepair .. 

N 440 483.470(i)(1) EVACUATION'DRILLS 

The facility must hold eviilc.uation drills at least 
quarterly for each shift of personnel, 

This. STANDARD is not met as evidenced by: 
Based on record review and interview verification, 
it was determined the facility failea to conducts a 
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ilyak House flooring in the A-side 
dining room and smvice hallway has 

been assessed for repairs necessary. 
that promote maintenance of sanitary 

conditions.· 

Pers·on responsible: 
QAManager 

Monitor: 
DDA2 

funnier School will· replace Hy.ale 
house A-side ·dining I"Oom and service 

hallway flooring, 
Rainier School will work with the 

Office of Capital Programs to award a 
con Imel before August.20 IO for 

flooring repairs or replacement in the 
A-side dining room and service 

hallv.:ay. The tIOoring contractor's 
wm:k will be completed within six 

months of award of contract. 

Person responsible! 
QA Manager 

Monitor: 
DDA2 
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(l0)(f)(v) An annotated and detailed list of all responses to findings by 
the Centers for Medicare and Medicaid Services, and Residential Care 
Services, specific to audits of the Nursing Facility at Lakeland Village 

since fiscal year 2010. 

• November 7, 2013 Letter from CMS -Re: Compliance with 
Federal Medicaid Requirements at Lakeland Villages Nursing 

Facility WA PASRR #1, 11/2013 

• January 9, 2015 CMS Letter to HCA Director Dorothy Teeter 
Re: 1 0-FA-2014-WA-01-D & Attached Draft Report 

• March 5, 2015 Letter from CMS - Re: Notice of Termination of 
Medicare Provider Agreement 

• March 11, 2015 News Release from Developmental Disabilities 
Administration (DDA) 

• March 16, 2015 Letter from DDA Secretary Evelyn Perez to the 
Honorable Maralyn Chase. 

• May 7, 2015 Letter to Loida Baniqued, Field Manager, 
Residential Care Services - Re: Credible allegation of 
compliance, Annual Recertification Survey 3/2/2015 - 3/11/2015 

• Citation Summary from the Lakeland Village Nursing Facility 

Survey of 1/22/2015 

• Citation Summary from the Lakeland Village Nursing Facility 
Survey of 1/27/2015 

• List of plan of corrections for Lakeland Village citations 

• For additional information on response, see (l0)(f)(iv) Lakeland 

Village 
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Department of Health & Human Services 
Centers foi: Medicare & Medicaid Services 
Seattle Regional Office 
2201 Sixth Avenue, Mail Stop 43 
Seattle, Washington 98121 

Division of Medicaid & Cbildrel:l's Health Operations 

Dorothy Frost-Teeter, Director 
MaryAm1e Llncleblad, Medicaid Director 
H~th Care Authority 
Post Office Box 45502 
Olympia, Washington 98504-5010 

CENTERS FOlt MEDICARE & MEOlCAID SERVICES 

NOV D 7 2013 

·RE: Compliance with Federal Medicaid Requirements a,t.Lakefand Villages Nursing Facility. 
WAPASRR#l, 11/201~ •• 

Dear Ms. Teeter and Ms. Li:I_ideblad: 

The Centers for.Medicare & Medicaid Services (CMS) is responsible for assuring state 
compliance with.federal statutory and regulatory .requirements for stat!)s and Jong term care 
facilities, as specified in Section 1919 of the Social Security Act (the Act) and42 CFR Part 483. 

, This lett.er presents the findings, related disallowance and fequired corrective.actions based on a 
CMS review ofstate compliance with those·requirements at Lakeland'Villages in Medical Lake, 
a Washington's state-owned and operatedlon.g term care facility, specffic to 27 residents who 
were transferred from the Lakeland Village Intermediate Care Facility for Individuals with 
Intellectual Disability (ICF/IID) to Lakel!md Village nursing facility in 2011. The primary 
reason for the review was CMS questions about whether Lakeland Village nursing facility is 
complying with Section 1919 of the Act and with the regulations at 42 CFR Part 483 (Long 

' Term Care Facilities Requirements and Preadmission Screening and Resident Review 
(P ASRR)), whether the 27 transferred residents are in an appropriate setting, whether the 
residents were transferred to Lakeiand nursing. facility in violation of feqeral law, and whether 
there have been inappropriate claims for federal financial participation (fFP). 

The CMS has f mished its review of the evidence submitted by the state, inchi.ding: the records· of 
the 27 Lakeland Village nursjng facility residents; correspondence from Disabiliiy·Rights 
Washington (DRW); the state's responses to infornial staff emails from the CMS Seattle 
Regional Office (RO) Division of Medicaid and Children's Health Operations (DMCHO) in 
February, March and April 2013; the state's responses to additional email inquiries from RO 
management in May and June 2013; and the state's fonnal written corresponaence from Director 
Cody in May, July and August 2013. • • 



Lakeland Villages 
WAPASRR#J, 11/2013 
Dorothy Teeter & Mary Anne Lindeblad 
Page 2 ., 

After a review of all evidence and con·espondence, we find that Lakeland Village nur§ing facility 
is not in compliance with Section 1919 of the Act, is not in compliance with 42 CPR Part 483, 

. that the remaining transferred Lakeland residents are not in an appropriate s~tting, that the 
original transfer from the ICF/IID violated.federal law, and thafas a consequence the state has 
received FFP in error. The specific CMS findings regarding the tmnsfet'. of the 27. residents from 
an ICF/IID to a NF are addressed in attachment I-A to this letter. 

As a consequence of these findings, CMS is: 

1. Initiating a disallowance ofFFP previously claimedfor costs related to the 27 individuals 
transferred to the Lakeland Village nursing facility in 2011. The notice of disallowance 
will be separate from and subsequent to this leiter. 

2. Requiring the state to cease claiming FFP related to the 2 7 individuil.ls transferred to. the 
Lalceland Village nursing facility in 2011 for nursing facility costs with dates-of-service 
on and after October 1, 2013. 

3. Requiring the state to immediately address and remediate all issues of non-compliance 
for the surviving 25 individuals transferred in 201 I. , 

4. Requiring the state to take corrective action, and making recommendations designed to 
bring the state into compliance with Section 1919 of the Ad. These actions and . 
recommendations are detailed in attachment J-B to this-letter. Failure to initiate and 
complete corrective action will result in deferraf of additional. fed.<;;ral matching funds. 

5. Sending a subsequentfotter or letters discussing similar concems.related to state 
compliance with PA.SRR requirements at all state-owned nursing facilities, inclu(jing 
compliance as it applies to additional residents at La(<:eland Village nursing facility. 

ht addition, CM$ has notified the Department of Health and Human Services, Office of 
Civil Rights (OCRJ and the CMS Western Consortium Division of Survey and 
Certification or'our review and findings. 

If the state believes there is additional infonnation that would mitigate the findings and 
subsequent actions as specified in this letter and attachments, please contact Cecile Greenway, 
Manager of the RO 10 DMCH.Program and Policy Re'l;'iew BranchJtmnediately and, provide that 
additional information to her within 14 days of the date of this letter. Ms. Gre~nway can be 
reached via e-mail-at.ceoile.greenway@cms.hhs.gov or by p,hone at (206),615-2428. 

In addition to this coi:respondence, CMS will be issuing subsequent letters. to address P ASRR 
coh1pliance concerns for the other Lakeland Village nursing facility residents, P ASRR • 
compliance concerns 0;t Fircrest.School in Seattle and at Yakima Valley School in Selah, as well 
as regulatory compliance req\lirements related to discharge and transfer at Lakeland Village JCF. 
To coordinate these multiple.actions, in any correspondence with CMS about the matters , 
·discussed in this letter please use. the appropriate RE line identifier; in."this case "WA P ASRRW 1, 
11/2-013,"" 

( 

( 
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The CMS is committed to working with the State of W asbington, providing technical assistance 
as needed and providing clarification or discussion as requested in regards to the federal 
requirements regarding P ASRR, our findings in this matter, the subsequent actions, or other 

_ information as requested by the State. We look for,¥ard to working with you and your staff 
towards resolving these issues, and assuring the appropriate transfer of and service provision to 
individuals entering nursing facilities owned by t~e state ofW ashington. 

cc: . Barbara Edwards, DEHPG 
Daniel Timmel, DEBPG 
Linda Joyce, DEHPG 
Ralph Loller, DEHPG 
Suzanne Bosstick, :DEHPG 

Sincerely, 

~~?~ 
Associate Regional Administrator 
Division·ofMedicaid and Children's Health 

. Operations 
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FINDINGS 

I. Transfers without proper notice. 1116 violations} 

Tue physical.transfer of a resident from an ICF/IID bed to a nursing facility bed, even one on the same 
Lakeland campus, is a transfer. 42 CFR 483.12(a)(l)("Tranefer and discharge includes movement of'!. 
resident to a bed outside of the certified facility whether that bed is in the same,physical plant or not.") 
Likewise, the conversion of a Lakeland cottage/location from ICF/ITD certification to nursing facility 
certification is also a transfer. Id. 

Federal law requires the transfer of a resident to be accompanied by written notice: 

(4) Notice .before transfer. Before a facility transfers or discharges a resident, the faciiity 
must-· • • 

(i).Notify the resident and, ifhzown, a family member or legal representative of the 
resident of the transfer or discharge and the reasons for the move in writing and in· a 
language and manner-they understand. 

(ii) Record the reasoris in the resident's clinical record; and 

(iii) Include i~ the notice the ite11)1, described in paragr;ph (a)(6) of ihis section. 42 CFR 
• 483, l2(a). 

The State provided a form letter dated April 26, 2011 upon which someone had written ''copy sent to all 
27." We find fuat none of the clients were provided wifu the required notlce. 

Since the letter was not in9i,vidualized to each client and was not placed in each client's clinical record, 
the State has failed to document the reason for the transfer, 42 CPR 483.12(a)(3) (" When the facility 
transfers or discharges a resident under any of the circumstances specified';!' paragraphs (a)(2)(i) • 
through (v) of this section, the resident's 'clinical record must be documented."); 42 CPR 
483.12(a)(4)(ii). (54 violations, one for eacb. regulation fot eacb. client.) 

Sincefue Jetter does not contain the reason for the transfer, the letter does not contain the required 
disclosure of cause. 42 CFR.483.12(a)(4)(i); 42 CFR 483.12(a)(6)(i). (54 violations, one for each 
regulation for each client.) • 

Since the Jetter does npt contain the effective date of the transfer, the location to which the·resident is 
being transferred, a statement that the _resident has the right to appeal the transfer, or the name, address 
and telephone number of the State long te1m care ombudsman, the letter violates 42 CPR • 
483.l2(a)(6)(ii) & (iii)' & (iv) & (v). (l 08 violations, one 'for. each regulation for each client.) 

We find that the state transferred the 27 residents without providing them with the required notice. 
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II. Transfers without Good Cause. (54 violations) 

Federal law prohibits the transfer ofICF/IID residents except for six tightlyprnscribed cirmnnstall:ce~: 

(2) Tran,sfer and discharge requirements. The facility mu~t permi( each resident to. . 
remain in the facility, and not transfer or discharge the resident from the facility Ul'f,les.S-.:... 

(i) The transfer or ducharge is' ,;ec~·sary for the reside,:,t's welfare and the resident's 
needs cannot be met in the facility; • 

{ii) The transfer or discharge is appropriate because. the resident's health has improved 
sufficiently so the resident no longer needs the services prr;vided by the facility; 

(iii) The safety of individuals in the facility is endangered; • 

(iv) The health ef individuals in the facility would otherwise be endangered; 

(v) The resident has failed, qfter reasonable and appropriate notice, to pay for (or to 
have paid under Medicare or Medicaid) a stay at th~ facility. For a resident who 
becomes eligible for Medicaid qfter admlision to a facility, the facility may charge a 
resident only allowable charges under Medicaid; or • 

(vi) The facility ceases to operate. 42 CFR 483.12(a)(2) 

1n addition, when the transfer is from an !CF, the transfer mu~t also be for good cause: 

If a client is to be either transferred or discharged, the facility must-

(i) Have documentation in the client's record thatthe client was transferred or 
discharged for good cause; and • 

(ii) Provide a reasonable time.to prepare the client and hts or her parents or guardian 
for the transfer or discharge (except in emergencies). 42 CFR 483,440(b)(4). 

The State explained that transfer of these 27 residents was "part of DSHS's efforts to reduce 
expenditures due to state revenue shortfalls." (Director Cody letter, May 15, 2013, page 2.) We find 
that the transfer was primarily motivated by economic concerns and was not based on "the resident's 
welfare and the resident's needs.'.' 42 CFR 483.12(a)(2). As a general proposition,'the State "must 
f!rirmit eac~ resident to remain in the"jacility, and not transfer or discharge ihe resident Ji-om the ' 
facility" except.in the six specifically identified circumstances. 42 CPR 483.12(a)(2). Transfer for' 
economic reasons is not on<:; of the pe1missible circumstances. Id. 

Transfers from an ICF setti11g must also be for"good c~use." 42 CFR483.440(b)(4)(i). 
' ' 



l 

Lakeland Villages 
WA P ASRR #1, 11/2013, Attachment 1-A 
Dorothy Teeter & Mary Anne Lindeblad 
Page 3 • , 

As is described later, the state failed to provide the 27 trim.sf-erred residents with the specialized services 
• to which they were entitled from 1he moment of transfer and continuing thereafter. We find that the 
state knew or should have known that 1he onfy way the transfers from Lakeland ICF/IID would result in· 
any actnal cost savings to the state is i(the trausfor:red clients were not provided with specialized 
services in the.nursing facility setting; which. seryices would have been extra costs paid by the state 
through FFS in addition to the lower nursing facility rate. • • • 

We conclude that the state's revenue shortfalls BJ?.d economic motivations in this case cannot qualify as 
gootl cause for .the decision to transfer tµe 27. Tl1e economic savings in tl1ese transfers were not 
achieved by efficiency or lower cost structures, but by withholding Medicaid services to which the 
residents were <:;ntitled. Therefore, we find that the state has violated 42 CFR 483.12(a)(2) and42-CFR 
·483.440(b)(4)(i). (54 violations.) • • 

Ill, Failure to provide specialized services equivalent to ''active treatment." Q.7 violations) 

In the case of these 27 transferred residents, each was !ID and each was receiving "active treatment': 
services in the ICF/IID setting prior to transfer. After transfer; absent any significant change in 
circumstances, 1 eacbresident would have been entitled to continue to receive specialized services 
equivalent to the "active treatment" services the residents were.receiving pr.eviously in the ICF/IID. 42 
CPR 483.136(a:) (each client with an intellectual disability is to receive a continuous specialized services 
program which is analogous to the "active treatment" received in mi ICF); 42 CPR 483.iib(a)(2) .. 

, (specialized services means the services which meets the requirements of"active treatment" in an ICF). 
"Active treatment'' is a program which includes: 

[A]ggressive, consistent implementation of ap;ogram of specialized and generic 
training, .treatment, health services and related services described in this subpart, that ts 
directed toward- • 

(i) The acquisition of the behaviors necessary for the client to function with as much se/f
determination and independence as possible; and 

(ii) The prevention or deceleration of regression or loss of current optima/functional 
status." 42 CFR 483.440(a)(I). 

The state made no argument and presented no evidence that any of fue transferred clients had any 
significant improvement in their cognitive or physical abilities such that the "active treatment" services 
delivered in the ICF/IID before transfer would not have b_een necessary after transfer. Thus, each offue· 
27 tra11sferred residents should have continued to receive, at least initially, a continuous specialized 
services2 program; which was analogous to the active treatrn~nt provided by Lakeland ICF, in addition 

1'We believe that at least five transferred clients did have a signifi.cont change in circumstances due to death (Clients CD and 
GF) or worsening of physical. condition after admission (Clients GS, JS, PC). . 

• 
2 Specialized services include, but are not limited to pbysical therapy, speech-language patbology, occupational therapy, and 
mental health rehabilitative services. 42 CFR 483.45(a). • . 

' 
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to the nursing facility's regular-services. 42 CFR 483.120(a)(2); 42 CFR 483.136(a); 42 CFR 
483.116(b)(2). • 

.After reviewing the copious treatment records for the 27 transferred• residents, we caimot fmd evidence 
that any of them actually received specialized services equivalent to the "active treatment" they were 
receiving before the transfer. Instead, we find each individual's goals and objectives were reduced, and 
that "active treatment" effectively ceased upon transfer. Accordingly, we find that the state failed to 
provide special~edservices equivalent to "a<::tive treatment" at the.time ofiransfer. (27 violations.) 

IV. Failure to complete the Pre,Admission Screening and Resident Review <PASRR) processes, 
(750 violations.) • • 

The federally prescribed tool tc seainlessly transfer clients from one longcterm care setting to another is 
P ASRR. While it is reasonable to expect the 27 transferred residents··would continue, initially, to • 
receive specialized services in Lakeland Village nursing facility equivalent to the "a~tive treatment'.' 
they were receiving in Lakeland IFC/IID just prior to transfer; the amount, duration and scope of 
specialize<! services is fluid and subject to reevaluation. It is the PASRR process which triggers the first 
<\fid ongoing reevaluations of the residents' needs. 

A. PASRR level I noncompliance._ (27 violations)' 

Upon admission_ to Lakeland Village nursing facility, each resident should have received a PASRR level 
• I screening. 42 CFR483.106(b) ("An individual is a new admission ifhe or she is admitted to any NF 
for the first tim,;."); 42 CFR 483.106(a) (the state must require preadmission screening of all individuals 
with mental illness (MI) or mental retardation (MR) (now referred to as intellectual disability) who • 
apply as new admissions to Medicaid nursing facilities); 42 CFR 483.128 (generally). The screening is 
a two•partprocess. The_first is called a Level I screening which identifies ''all individuals who are 
suspected of having Ml or MR as defined in §483.102." 42 CFR 483.128(a). We find that tb.e nursing 
facility did not perform the PASRR Levei'Iscreenings on any of the 27 transferred residents at the time' 
of admission by failing, in every instance, to complete section III ,of the, P ASRR level r form. (27 
violations.) • • 

B. PASRR level II noncompliance. (27 violations) 

Each of the 27 transferred residents showed indications of MI or developmental disabilities (DD),· 
accordingly each should have received a P ASRR level II screening "within an llllllUal average of7 to 9 
working days" after the Level I screening.3 42 CFR 483.112( c). We find that none of the transferred 
residents timely received the required PASRR level II screening.' (27 violations.) "-

' Section III of fi\e PAS RR level I form, if it_ had been completed, woulol have triggered the P ASR~ Level II screening 

( 

( 
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C. Repeat P ASRR level I ai1d failed c~mpletion of P ASRR level IL (81 violations) 

Thi; state attempted to remedy the incompiete P ASRR leveU admissiori screenings 'by preparing them 
(again) over a year an!i a halflater during January and February 2013. We do find that the state did 
complete the P ASRR level I screenings at this later time; however, the state failed to complete the 
P ASRR level II evaluations yet again. ' 

Level II P ASRR evaluations must idei:,tify the name and professional title of the person who perfori;ned 
the evaluation. 42 CFR 483.128(i)(l). It is the practitioner,'s signature which indicates tliat a document 
_is complete. Tue signature is also_ an.attestation by the reviewer as to the authenticity and.accuracy of 
the document's contents. In lhe case of the 2013 prepared PASRR level II evaluations, none of the 
forms for the 27 transferred residents were signed. Indeed, half·the documents failed even to identify 
who was completing them. 

Only personnel from the state mental health or intellectual disability authority may conduct a PASRR 
!_eve! II evaluation. 42 CFR 483.112(c). Federal law expressly prohibits internal nursing facility staff 
fromperforrning PASRR level II evaluations. 42 CFR 483.106(e)(iii) (Disql!alifying any NF staff or 
entity "that has a direct or indirect affiliation or rela'tionship" to the NF.) Approximately half pf the 
unsigned furrns were fiJ_led out by Nurse Curry who was employed by Lakeland. Nurse Curry•fi!Jed out 
the PASRR. level Ii forms on the residents for whom she compl_eted the P ASRR level I forms. 'The other 
half of the PASRR, level p: forms were filled out without any identifying information, but were possibly 
filled out by Nurse Kalesnick who completed the P ASRR level I sc~eenings for those same residents .. 
Nurse Kalesnick was also employed by Lal,eland. 

Question B. J of the PASRR level II form asks the r!')viewer fo complete a narrative about "the person's • 
developmental strengths and developmental needs'' and "areas of primary concern identified on the 
DDD.Assessment/LTCAssessment, Assessment for Specialized Services, and other assessments." 
Arguably, this is the most important part of the form for the subsequent development of the 
comprehensive plan of care. Yet, for._each·ofthe 27 transferred residents, this important assessment 
D.lllTative was left blank; there was no identification of primary areas of concern and no evidence that 
any assessments ha~ been performed. • • • • • 

We conclud!') that the state's 20'13 attempt to comply with P ASRR level II evaluation requirements was 
unsuccessful because the forms were not completed in their entirety and were 'left unsigned. We also 
:find the attempt to be uosuccessful because the persons who filled out the forms were, or possibly were, 
uoauthorized to complete them and prohibited from doing so. As a consequence, the state violated 42 
CFR483.106(a), 42 gFR 483.112(b) and 42 CFR483.128. (8]. violations.) 

D. Failure to create evaluation report. (597 violations) 

The State is required to relay the results of'the fASRR determination to the clients in vllriting in an 
evaluation-r~port. 42 CFR 483.112( c)(2); 42 CFR 483.128(i) ("Forindividualized PASARR 

l 
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determinations, fin.dings must be issued in the form of a written evaluative report.") There is no 
evidence that any of the PASRR determinations, not the original incomplete PASRR level I screenings, 
the repeat 2013 PASRR level I screenings, nor the failed 2013 PASRR level II determinations, resulted 
in any written evaluation reports. We find that the State failed to complete any of the required PASRR 
evaluation reports for the 27 transferred residents. (81 violations.) That failure, in !urn, caused the state 
not to: 

1. Interpret and exp!ain the reports to the tralisferred residents, their families.or legal 
representatives. 42 CFR,483.128(k). \81 violations.) 

·2. Supply copies of the reports to the state, the attending physicians, and to the transferred 
·residents. 42 CFR 483.128(/)(1), (2), and (4). (81 violations.) 

3. Provide the transferred.residents,. their .families ot legal representatives with alternative 
placement options. 42 CFR 483.130(/)(3). (81 violations.) 

4. Inform the transferred residents, their families or legal representatives that they had the right to 
appeal and to contest the trap_sfer to a nursing facility in the first place, or to choose a different 
nursing facility or a new ICF. 42 CFR 483. 130( I)( 4 ). (81 viol~mis.) 

5. Provide tlie transferred residents, their families or iegal representatives 'with assurances. that • 
needed specialized services could and would be provided or arranged for by the State. 42 CFR 
483.130(n). (81 violations.) • 

E. Failure to repeat 1he PASRR level II screenings after changes in circumstances. (30 
violations) • 

. . 
A significant change a resident's physical or mental condition triggers an obligation on the nursing 
facility,.to notify the State authority of1he need to conduct a reevaluation'oftlie resident's needs. SSA 
§1919( e )(7)(B)(iii). At' least. three residents appeared to have ,had significant changes in their physical or 
mental conditions after placement into Lakeland Village facility. Nonetheless, the nursing facility did 
not ask the state to reevaluate the individuals (3 violations). That_ failure, in ,turn, caused the state not to: 

1. Pei.form new level IT.evaluations. (3'violations.) 

2. Create_new evaluationreports. (3 violations.) 

3. Interpret and explain the reports to the transferred residents, their fanillies or legal 
representatives. 42 CFR 483.128(k). (3 violations.) 

4. Supply copies of the.reports to the state, the attending physicians, and to the transferred 
residents. 42 CFR 483.128(1) (!), (2), and (4), (9 viblations.) . . 

5. Provide the transferred residents, their families or legal representatives with alternative 
placement options.(if any). 42CFR 483.130(1)(3): (3 violations.) 

6. Infonn the transferred residents, their families or legal representatives that they had the right to 
appeal and to contest the new determinations and changes in services (if any). 42 CFR 

( 

483.130(1)(4). (3 violations.) ( 
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7. Provide the transferred residents, their families or legal representatives with assurances that 
needed specialized services could and would be provided or arranged for by. the State (if any). 
42 CFR 483.130(n). (3 violations.) 

We find that the state violated §!919(e)(7)(B)(iii) of the Social Security Act.. 

V. Failure to deliver specialized services. (19,854 violations) . 
' As previously found, Lakeland Village nursing facility did not perform either level of PASRR screening. 

The question: remains, then, whether the 27 re~idents nonetheless received the necessary specialized 
services despite the failure to perfonn P ASRR evaluationB. Our review of the medical records indicates 
the residents did not receive &-pecialized services. 

The s1:ate is obligated to provide each resident with specialized services. 42 CFR 483.l 16(b )(2) ("The 
State must provide or arrange for the provision qf the specialized services needed by the individual 
while he or she resides in a nursingfacility."); 42 CFR 483.130(m)(1). These services include, but are 
not limited to, physical therapy (PT), speech-language pathology (ST), occupational therapy (OT), and 
mental health rehabilitative services for rnental illness and intellectual disability. 42 CFR 483.45(a). 
The State's P ASRR level 11 r'onn also identifies these additional specialized services: housing, housing 
with structural mo.difications, personal care, recreation, direct nursing care, nursing consultation, 
behavioral intervention, ~mployment program, community ~ccess, transportation, adaptive supports, 
equipment, sensory stimulation, and augmentive communication_ 

In the medical records provided, there is little evidence that the transferred residents have been.receiving 
any speciali_zed services, let alone·a11 of the services to which they are entitled. There is no evidence 
that'the ICF/IID "active treat;nent" services were continued after transfer. There is no evidence that any 
of the specialized services identified in the incomplete PASRR level II scr<:lenings were ever considered 
or implemented.4 There are no comprehensive plans of cai;e mentioning specialized services. There are 
no comprehensive care plans or medical records discussing or providing specialized services that are 
also basic state plan services such.as physical therapy, speech-lan:guagetherapy, and occupational . 
therapy. There is no evidence that outside health care practitioners have been coming on premises to 
deliver specialized servic~s. There is no evidence that the on-site nursing staff is supplying any service. 
above and beyond nur?ing facility level of care. In sum, we find that none of the transferred residents 
have rece_jved, or are receiving, the specialized services to which they are entitled. 

Since the. obligation to provide specialized services. is continuous, we find ·the state in continuous 
violation of 42 CFRA83.l 16(b)(2) and 42 CFR 483.B0(m)(l); with a new violation occurring.each day, 
for each re~~dent, since their admission to Lakeland Village facility .. (19,854 violations and ·counting.') 

4 A typical list of specialized services the 27 transferred residents would need.included: housing, housing with structural 
modifications, PT1 OJ:, ST, massage, hydro therapy, personal care, recreation/direct nursing Care, nursing consultation, 
behavioral intervention, transportation, adap~ve supports, equipment; and sensory stimulation. 
' Excluding tho 7-9 grace period immediately after admission, and not counting the days of noncompliance for two residents 
for whom the state failed to provide PASRR documentation entirely, through August3 J., 2013. 
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VI. Failure to prepare timely and comprehensive assessments upon admission. (8 violations) 
• ' 

At the time of admission, Lakeland Village nursing facility is required to perform a comprehensive 
assessment. 42 CFR 483.20(b)(2)(i)(a facility must conduct a.comprehensive assessment of a resident • 
within 14 calendar days after admission.) The state provided no evidence that Lakeland perfonned the 
required comprehensive assessment on four of the transferred residents at ad.mission.. The provided
documentation also showed that four other residents',_ad\nission assessments were late. We find that 
Lakeland Village nursing facility did not perfonn four assessments, did not perform four others timely 
and that it violated 42 CPR 483.20(b)(2)(i). (8_ violatibns.) 

vrr. F~ilnre to prepare.complete and comprehensive assessments upon admission. (19 violations) 

A comprehensive admission assessment must include the following information about the resident: 

(i) 
(ii) 
(iii) 
(iv) 
(y) 
(vi) 

. (vii) 
(viii) 
(ix) 
(x) 
(xi) 
(xii) 
(xiii) 
(xiv) 
(xv) 
(xvi) 

. (;,:vii) 

.Identification and demographic information. 
Customary routine, 
Cognitive patterns. 
Com_munication. • 
Vision. 
Mood and behavior patterns. 

• Psychosocial well-being. 
Physicalfuncti~ning and structural problems. 
Continence. .. 
Disease diagnoses and health conditions. 
Dental and natritional status. 
Sldn 'condition. 
Activity.pursuit . . 
Medications. 
Special treatments and procedures. 
Discharge potential. . 
Documentation of summary information regarding the additional assessme11t 
performed on ihe care crreas triggered by the completion of the Minimum ,D.ata 
Ser(MDS). • 

(xviii) Documentation of participation in assessment. 
The assessment pr.oces:S- must include direct observation and commwzication y,,ith the 
resident, as well as c.ommt.mication with licensed and non-licensed direct care• staff . 
members on all shifts. 42 CFR 483.20(b)(l). 

Thitteen of the residents received an admission assessment through a report·variously entitled 
"ad.mission review" or "admission summary" or "admission assessment." Tiris report did not have an 
assessment in five of the r~quired areas: customary routiiie, activities pursuit, special treatments and 
procedures, MDS triggerl)d additional assessments, and documentation that the resident participated in 
the assessment. The report also di.d not indicate that the reviewer had direct observation and 

l 

{ 

( 
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communication with the resident, nor did it indicate that the reviewer had ·connmmication with licensed 
and non-licensed direct ca.re staff members oh all shifts. •• • • 

Six of the residents receiv.ed an admission assessment ilirough a report entitled "discrun:ge summary>' 
TI1is report did not have 8I) assessment in seven of the required areas: customary rontine, vision, mood 
and behavior patte,:ns, dental and nutritional status, special treatments and procedures, MDS triggered 
additional assessments, and docmnentation that tlle resident participated in th!l assessment. The report 
also did not indicate that the reviewer had direct observation and coll1111Unication witll ihe resident, nor 
didjt indicate that the reviewer had COl1llllunication with licensed and non-licensed direct caie staff 
members on all shifts. Freguently, the report was also unsigned. 

We find that Lakeland Village nursing facility failed to create a complete admission assessments on 19 
of the transforredresidents and that the nursing facility violated 42 CFR483.20(b)(l). (19 violations.)6 

VIlI. Failure to sign and certify assessments. (24 violations) 

A registered nurse must sign and certify every comprehensive assessment fo.r completeness. 42 CFR 
483 .20(i). In all but three of the admissions, the c;omprehensive assessment report :was 1IDSigned and. 

• uncertified. (24 violations.)' 

IX. Failure to preoare timelv and comprehensive care plans after comorehensive assessments. (27 
violations.) 

A comprehensive care plan must be completed within 7 days after completion of the compreliensive 
adrnissfon assessment. 42 CFR 483.20(k)(2)(i). None ofthe clients had a comprehensive c;:are ·plan 
prepared within 7 days after completion of the original admitting comprehensive ass_essment (27 
violations.) • 

X. Failure to prepare annual updates to the comprehensive care plans. {74 violations) 

Comprehensive assessments are repeated annually. 42 CFR 483 .20(b )(2)(iii). The Regional Office did 
not ask the state to produce copies of the 27 residents' annual assessments, so this a,spect ofregnlatory 
compliance was not reviewed; ·However, the annual cQmprehensive assessment, in turn, triggers the 
creation ·or revision of tlle comprehensive .care plan. 42 CFR 483.20(lc)(2)(i). Thus, the record should 
contain comprehensive care plans for 2011, 2012 and 2013 for each resident. It does not. Of the 
expected 81 such plans, only 10 are present. Similarly, ther\'! should be three additional updated 
comprehensive care plans associated with the three residents who had significant changes in 
circumstances (which trigger assess1t1ents, and their corresponding comprehensive care plans). These, . . •. . 

6 Lakeland Village facility must use the resident assessinent instrument.specified by the state when conducting 
comprehensive assessments. 42 CFR 483 .20(b)(l). There is no explanation why the facility is using discharge summ'aries in 
the admission process, nor is there evidence that either the admission review or~ disCha.rge summaries are state-sanctioned 
resident.nBsessment instruments. • • 
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too, are not·present in the record, We conclude that the missing comprehensive c,u-e plans were not 
prepared as required. (74 violations.) • 

. XI. ·Failure to complete the comprehensive care plans using an interd.isciplinarv team. (81 
violations} • • 

A comprehensive c,u-e plan must be prepared by a:q. "an inteniisciplinary team, !hat-includes !he 
attending physician, a registered nurse with responsibility for the resident,. and olher appropriate staff in 
disciplines as determined by the r.esident's needs, and, to the eidentpracticable, !he participation of the . 
resident, the resident's family or the resident's legal representative." °42 CFR 483.20Qc)(2)(ii). No • 
comprehensive care plan attYWhere in the record shows \µat it was created by an.interdisciplinary team. 
(81 violations.) • • 

XlL Failure to include required content in the comprehensive care plans. (243 violations) 
. ' 

A. Objectives and timetables. 

The comprehensive care planmust include "measurable objectives and timetables to mee/ a resident's 
medical, nursing, and mental and psychosocial needs that are identified in the comprehensive 
assessment," 42 CFR 483 .20(k)(l ). Seventy one of the records were never created. Of the ten records 
present, none provide any meaningful.objectives or timetables. (81 violations.) ( 

B. fdentification of services to maximize function. 

The comprehensive care plan must describe "the services that are to be furnished to attain or maintain 
the resident's highest practicable physical, mental, and psychosocial well0being as required under§ 
483.25." 42 CFR 483.20(k)(l). Seventy one oftherecorcls were never created. Of the ten records 
present, none identify any services. None· identify the client's "highest practical" functioning or 
wellbeing. (81 violations.) • 

C. Identification of specialized services: 

The comprehensive care plan must identify the specialized services that.the residentis to receive. 42 
CFR. 483.45( a). Seventy one of the records were never created. Of the ten records present, none 
identify any specialized services. (81 violations.) 

Xlll. Failure to record resident activities in an objective- manner, lin'ked to specific comprehegsive 
plan of care objectives, used to determine the efficacv of the activity or progression toward goais. 

Lakeland.must maintain records "on each resident in accordance witli accepted professional standards 
•and practices that are complete; accurately documented;· readily accessible; and system(l.tically 
organized." 42 CPR 483, 75(1)(1 ): The clinical iecords·must document the services provided. 42 CFR 
483.75(!)(5). The Regional Office of CMS did not ask the state to produce all the medical records for 
,the 27 transferred· residents. However, Disability llights Washington (DRW), a private, federally- ( 

.. 
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funded nonprofit organization which advocates on behalf of people with disabilities, also investigated 
the Lakeland conversion of the 27,residents from IFC/IID residency to nursi.ng facility residency. DR W 
presented its findings to the state in a letter dated October 31, 2012. DR W's findings were based on a 
review of eight of the residep.ts. These records were included in:the attachments to the DRW letter 

, provided to the Regional Office. • 

We find that the DRW review is a valid representative sample of the 27 Jransferred residents, that their 
findings of irtadequ,ate recordkeeping are supported by substantial evidence and that, more probably than 
n9t, those same l'indings of inadequate record keeping are also applicable to the other 19 transferred 
residents. Based upon the detailed record review by DRW, we find that the Lakeland Village nursing 
facility has failed to record resident activities in an objective manner, linked to specific comprehensive 
plan of care objectives, so that the activities recorded can be used to determine.the efficacy of the 
activity or the resident's progression toward goals.7 

. XIV, Lakeland Village facility is not an appropriate setting. (19,854 violations) 

IID residents can only be placed in a11 appr,'.,priate setting: 

Placement of an individual with MI or MR in a NF may be considered _appropriate only 
when the individual's needs are such that he or she meets the minimum standards for 
admission and the individual's needs.for treatment do not exceed the level of services 
.whfch can be' delivered in the NF to which the individual is admitted either:through NF 
services al6ne or, where necessary, through NF services supplemented by specialized 
services provided by or arranged for by the State. 42 CFR 483.126. 

Beginning with,the admission of the 2Ttransferted residents to Lakeland Village nursing facility, and 
continuing to date, Lalceland Village nursing facility has failed to prepare timely and comprehensive 
evaluations upon admission, failed to sign 3.l.}d .certify assessments, failed to timely verform,P ASRR 
level I screenings, failed (twice) to perform PASRR level ll screenings, failed to complete evaluation 
reports, failed to explain to the residents and their families about.the specialized seryices they would 
need, failed to provide copies of evaluation reports to all required individuals and entities, failed to 
provide the tran;ferred residents with alternative placement options, failed tQ give the transferred 
residents appeal rights, failed to give assurance that specialized services would be delivered, 'failed 
initially to maintain specialized services equivalent.to the "active treatment" the residents were receiving 
irt the ICF prior to transfer, failed to prepare timely and comprehensive care plans, failed to update 
comprehensive care plans annually, fuiled to use interdisciplinary teams to prepare comprehensive care 
plans, failed to include all required content in comprehensive care plans, failed to document resident 
activities in an objective man11er, failed to reassess the comprehensive care plan of individuals after they 
had significant changes in circumstances and, ultimately, failed to provide mostif not all of the • 

I ,, 

. specialized services to which the residents were entitled. We find that Lalceland Village nursing facility 
was not and is not an appropriate setting for any of the 27 transferred residents. 

'. The number of violations are probably in the thovsauds, but cannot be quantified at this time. 
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Since the obligation to place IID residents in an appropriate setting is continuous, we find the state in 
continuous violation of 42 CFR 483.126; with a new violation occurring eaqh day, for each resident, 
since their admission to Lakeland Village facility, (19,854 violations and counting.8) 

'.Excluding the 7.9 grace period immediately after admission, and not counting the days ofnoncoinpliance for two residents 
for whom the state railed to provide P ASR.R docwnentation entirely, through August 31, 20 I 3, 

( 

( 
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CONSEQUENT ACTIONS AND RECOMMENDATIONS 

I. Disallowance 

A disallo\l!ance of federal matching funds from the date of transfer from the Intermediate Care 
Facility for fudividuals with fute!lectual Disability (ICF/IID to the nursing facility through 
September 30, 2013 for the 27 residents identified in the Disability Rights Washington (DRW) 
letter to.the state dated October 31, 2(l!2. • 

The state failed to provide CMS with the;actual federal financial participation (FFP) claimed as 
requested Consequently, the Regional Office (RO), based on the CMSc64 reports, will be 
estimating the amount based on the percentage of the total beds occupied by these 27 residents 
multiplied by the number of days from the date each resident was transferred to Lakeland Village 
nursing facility through September 30, 2013. 1 The disallowance·will continue from September. 
30, 2013 forward for each transferred resident until each is 100% remediated, as described 
below. • 

II. Claiming 

The state must provide the RO with written assurance that the state will not claim qursing facility 
FFP on' any of the transferred residents for dates-of-service on and after October 1, 2013 until 
such time as the state has completed, to RO satisfaction and acceptance, all requirements of this 
letter; full remediation for the transferred residents claimed, and timely delivery and acceptance 
of the CAP, as detetmined by the RO. 2 

. , • 

III. Reniediation 

Within 30 (lays ofthe date of this letter, the state must provide to the Cl\1S RO:· 

A. Proof that the State has provided DRW with a copy of this Jetter and attachments. 

B .. Proof that the State has provided each of the transfem:d residents, their families and legal 
representatives with a copy. of the WA PA~RR #1, I 1/2013 letter and all its attachments. 

C. Proof that each of the transferred residents .has either: 

1 Our current estimate is $16 million. The actual disaUowance amount will be.adjusted consistent with any 
supporting documentation the state-chooses to submit wit~ 14 days o,fthe date of this letter, or which CMS· 
detennines is required. . 
2 Upon acceptance ofthe CAP and completion of all the other requirements of this letter, t_he FFP associated the 
transferred residents may once again be claimed in the calendar quarter in which cofoplete remediation is achieved 
(as determined by the RO), unless claiming is otherwise deferred or disallowed for other reasons. 
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J. Voluntarily and with fully informed state-assistance has been transferred from 
Lakeland Village nursing facility to an appi·opriate setting, 3 or . 

2. Voluntarily agreed to stay at :Lakeland Village nursing facility despite being fully 
informed.about the deficiencies identified in this letter. For each resident who 
voluntarily and with full informed consent chooses to stay at Lakeland Village • 
nursing facility, the state must present proof to the RO.that: 

a. The resident has received a complete and accurate P ASRR level II determination 
from a reviewer authorized and trained to complete the determination. 

b. The state has created a timely, complete and accurate evaluation report which was 
!jelivered to all required parties. . . ' . 

c. The state has interpreted· and· explained the evaluation reports to the residents, 
their families or legal representatives. 

~ ~ 

d, The state has provided the trarisf~rred residents, their families or legal 
representatives with alternative placement options (if any). 

e. The state has informed the transferred residents, their families or legal 
representatives that they have the right to appeal and to contest the new 
determinations, changes in services or continued placement atLake1and Village 
nursing facility.' 

• f. The state has provided the transferred residents, their families or legal 
representatives with assurances that needed specialized services .can and will be 
proyided or arranged for by the state. 

g. The resident has received a timely, complete and accurate comprehensive 
assessment following the PASRR level II detennination and recommendations. 

h. Toe state has created a timely, com.plete and accurate comprehensive plan of care, 
by an interdisciplinary team with all necessary specialties, training and· 
experienqe. 111e comprehensive plan contains objectives and timetables and' a 
complete identification.of the services as required by 42 CFR_Part 483. 

i. The state creates timely, complete and accurate documentation recording all 
resident activities in an ebjective manner, lnuced to specific comprehensive plan 
ofcare objectives, so that it is possible to determine the efficacy of the activity or 
the resident's progressio.u toward the objecti_ve goals. 

3 Remediation is achieved if/when a resident knowhigly and voluntarily accepts.transfer t~ a diff,;rent nursing
facility, JCF or other appropriate setting. 42 CPR 483.l 32{a)( 4) ("If the inpatient care• Is appropriate,and desired 
but the NF Is not/he appropriaJe setting for meeting the individual's needs in accordance with § 483.12 6, another 
setting such as an ICF/IID (including small, community-ba;edfacilities), an IilfDproviding services to Individuals 
aged 65 or older, or a psychiatric hospital Is an appropriate institutional .,etiingjor meeting those need:,,") 
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j. The state is actually proviqing identified sp,ecialized services to the residents, by 
··individuals with the proper' training andlicensure to deliver the services, aud that 
the services are delivered according to the comprehensive plau of eare 
continuo"\ISlY thereafter. • 

k. '.(he state reevaluates the resident completely whenever the resident has a 
sigi;rificaut chauge to include all required 42 CFR Part 483 activities ( e.g. repeat 
P ASRR level JI screenings, assessments, notices, updated comprehensive plaus of 
care, etc.) , • 

I. The state is otherwise in compliance with 42 CFR Part 483 for the transfened 
residents, aud stays in complian~e thereafter (as determined by the RO). 

xY• Corrective Action 

Within 120· days of the' date of this letter, the state;must provide to the CMS RO: 

A. Pro.of that a state-specified resident assessment instmment exists, that it contains all 
federally required content, ai,d that it is in use throµghout the state. See 42 CFR 
483.20(b) ("A facility must make a comprehensive assessment of a resident's needs, using 
the resident assessment instrument (RAJ) specified by the State.") 

B. A complete Corrective Action Plan (CAP), which will be reviewed an_d must be _ 
determii1ed acceptable by CMS, and which implements programmatic and systemic 
corrective measures at J;.,akeland Village nursing facility-for all transferred residents that 
contains atleast the following milestones and requirements: 

1. Checklist: Creation of a comprehensive c):lecldist, to be placed into the records of 
each transferred resident that details all applicable 42 CFR Part 483 requirements as 
urrique individual items starting with admission and for any other significant events or 
triggers thereafter. The checklist must document when actions-are completed, by 
whom and when; or why they have not been completed. The checklists must su_pport 
audit and compliance reviews. , • 

The CAP regarding the deyelopment of the checklist ·should anticipate RO.assistance 
il:l the content. and development, and that the RO has the right to require changes, 
where necessary, and the right·to determine when the checklist is complete. The state 
rnust include in the plan that the final CMS accepted checklist will be provided to 
DRW. The plan must target implementation of the checklist within 90 days of RO 
acceptance of the CAP, and anticipate RO review of implementation. 

2: Management directive. Preparation-of an internal Lakeland management directive 
implementing the mandatory use of the checklist for all trausfened residents: The 
directive must include enforcement mechanisms for failure to use the checklists, 
failure to add the checklists to the client record, or failure to completely l!lld ' 

• accurately fill-in the checklists. The 'plan must target the effecti".e dati:: of the 
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m~gernent directive to ensiu;e applicability concurrent with implementation of the 
checklist. • • 

3. Compliance reviews. Scheduling and perfonnance of compliance reviews quarterly, 
by a third party, to validate that the checklists are being used, are completely and • 
acc11111tely filled-out, and that all 42 CFR Part 483 requirements are met in at least 
95% of the time. TI1e plan must identify the criteria for selection of the third party to 
ensure· that there is no potential real or perceived conflict of interest. The results of 
the compliance review must be given to the Health Care Authority (HCA), the 
Department of Social and Health Services (DSHS), CMS RO, and DRW within.30 
days after the end of each calendar quarter :i'oi at least lf consecutive quarters. If the 
compliance review-shows that Lakeland is not 100% compliant with 42 CFR.Part 
483, the results of the compliahce report must contain the cause of the non
com.plianc.e, a report on the corrective measures taken, and a supplemental schedule 
to retest compliance to assure that the next quarterly review is 100% compliant. The· 

. plan must contain practice runs of the compliance reviews. The plan must target the 
first operational compliance review to occur in tinie to .review all the transferred 
residents' files in the quarter the.checklists are in use during the entire quarter. 

4. Specialized services budgets. Creating a methodology to convert comprehensive 

' 'l 

plan of care prescribed specialized services_ for each of the trans(erred residents to . /' 
their exp~cted FPS cpsts (i.e. if PT is determined. to be an appropriate specialized \.. 
service for a resident, the costs of that service times the planned number of times it is 
to be provided during the quarter creates an expected FFS cost or budget for that 
service). Tiie expected cost of all specialized services for each resident is to be 
itemized and tabulated, and s~nt to HCA, DSHS, the RO, and DR W for monitoring. 

. The RO has the 1ight to require.modification to the report and its format. The plan 
must target the delivery of the first specialized services budgets to all parties in the 
second quarter the checklists are in use, 

5. Specialized services costs. Preparation by HCA of a report that itemizes and shows 
all FFS costs for Lakeland Village nursing facility residents. The plan must require 
HCA to routinely monitor the re~idents' actual costs against the expected costs 
derived from the comprehensive plan of care. When. the actuals begin to deviate from 
the expected, the HCA must investigate the deviation and assure that the deviation is 
explained and does not represent a reduction in services. The report must be provided 
to DS!i:S, the RO, and DRW within 30 days after the end of each calendar,quarter, 
and must be provided more frequently ifrequested. It should be accompanied by a 
narrative explanation of HCA investigative and corrective activities. The RO has the 
right to require modification to the report and its fonnat. '.!Jie plan must target the. 
delivery of the first specialized services cost reports to all parties iii the second 
quarter the checklists are in use. 

6. Non-monetized specialized services. Preparation of a methodology to monitor and 
assure that specialized services intended to be provided by the NF staff (and thus 

( 
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these specialized services would not show up on FPS reports) are being provided as 
prescribed. When the actuals begin to deviate from the expected, the HCA must 
investigate the deviation and assure that the deviation is explained and do·es not 
represent a reduction in services. The methodology must have a concrete de.liverable 

• provided to DSHS, the RO, and DRW within 30 days.after the end of each calendar 
quarter, i111d must be provided more frequently if requested. ·The deHverable report 
must explain HCA investigative and corrective activities undertaken in response to 
the data. The RO has the right to require modification to the report and its format. 
The plan must target the delivery of the first non-monetized. specialized services 
reports to all parties in the seqond quarter in which the checklists are in use. 

7. Contact information. Identificii.tion of, and contllct information for, HCA staff; 
DSHS staff, Lakeland staff' and all others who are assigned to monitor the creation, 

• implementation and completion of the CAP.· The identified co11tacts must have the 
authority to dire,ct or effect change. • 

8. Single p/iint of co~tact, Identification 'of, and contact information for, a perso~ 
working at HCA who will be the state's designated single-poinfof-contact With 
whom RO staff will communicate on any matter arising from this Jetter, required 
remediation or the CAP. 

9. Assurances. The state must include-in the coverletter to its CAP, the following 
written assurances: 

a. Compliance with CAP. Agreement that substantial noncompliance with 
any .aspect of the CAP during any part of its implementation, or with the 
terms of this Jetter, as determined by the CMS RO, will result in a 
continuation or additional deferral ofFFP for all transferred residents for· 
the quarters where the RO finds substantial noncompliance. 

b. Disallowance. Understanding and·acceptance that two or more 
consecutive quarters. of substantial noncompliance with any aspect of the 
CAP, or with the terms of this Jetter, as determined by the RO, will result 
in disallowance 6fFf P for all transferred residents beginning with the first 
non-complying quarter and continuing for·each subsyquent quai1er lll!til 
substantial compliance is achieved, as detennined by the RO. The quarter 
in which substantial compliance is achfove<l is eligible again for FFP 
claiming. • • 

c. • Transfers. Written assurance that the state will not transfer any of the 25 
surviving.residents ftolll Lakeland Village nursing facility to any other 
setting without : . ' . 

• Good cause and only as permitted and authorized by 42 CFR Part 
483; and • • 
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• First providing complete, accurate and timely notice to the resident, a 
family member or legal representative, and t.o the resident's primary 
care provider. 

d. Production.of documents. Written assurance that the state will deliver to 
the RO withi1114 cale11dar days, in the form and format requested by the 
RO, any docl):mentation_requested by the RO related to the transferred 
residents, the CAP or this letter, subject to RO granted good cause delay 
for extenuating circumstances. 

10. Deferral. Deferral of federal matching funds related to costs for all other residents 
ofLalceland Village nursing facility will be processed beginning with claims reported 
on the CMS-64_for quarter endiii.g December 31, 2013, and-will continue until CM_S 
receipt and acceptance of all of the items/actions specified above. Any subsequent 
decisions regarding changing the deferral status to a clisallowance will be made 
quarterly. •• 

'· 

. \ 

( 
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/ARTMENTOF HE.ALTtt & HUMAN SERVICES 

/enters for Medicare & Medicaid Services• 
-• attle Regional Office 

/ I Fifth Avenue,Suite 1600, MS/RX-200 
Seattle, WA 98104 

Centers of Medicaid and CHIP Services 

JAN O 9 7015 

Dorothy Frost Teeter, Director· 
Mary Anne Lindeblad, Medicaid Director 
Health Care Authority • 

. Post Office Box 45502 
. Olympia, Washington 98504-5010 

RE, 10-FA-2014-WA-01-D 

Dear Ms. Teeter and Ms. Lindeblad: 

,......,.-.. ~•· . ~. 

rCMs 
CENf.ERS.FOR MEDICARE & MEDICAID SERVICES 

The purpose of this letter is to advise you that the Centers for Medicare & Medicaid Services (CMS) has 
completed Financial ManagementReview (FMR) of the Long Term Care Facilities RequiremeJ:!ts arid 
Preadmission Screening and Res.ident Review (P ASRR) at Lakeland Village Nursing Facility. The 
objective of the review was to determine if the NF was compliant with Section 1919 of the Act and 42 
C:FR Part 483 (PASRR) for the 27 residents transferred from the ICF/IID to the ?ursing facility. " 

I found that the state did norprovide Level II Preadmission screenings of these new admissions for 
the period June 201 I to March 2014. The state owned and operated nursing facility is substantially non
compliantwith Section 1919 of the Act and 42 CFR Part 483 (PAS RR). The state failed to complete .the 
PASRRprocesses as required and consequently the state has improperly received FFP for nursing 
facility c,osts claimed. 

' CMS reviewed the state's accounting records; nursing facility supporting documentation and client files 
for-the period June 2011 to March 2014. CMS detennined that the state claimed $5,345,604 FFP for the 
period June 2011 through September 2013 that is not allowable. These claims that the state agency 
made for 27 nursing facility residents at Lakeland Village Nursing Facility are-unallowable per Section 
·1919(c)(7)(D)(i) of the Act and federal i:egulation 42 CPR 483.122(h}. The state did not claim any FFP 

. for the 27 nursing facility residents_ for the period of October 1, 2013 to March 31, 2014. 

Please respond to the findings and i:ecommendations contained in the endosed report within thirty (30) 
days from the date of this letter. Your response.should include: 

1. • A statement of concurrence or non-concurrence in each finding and recommendation. 

2. Where you concur, please describe corrective actions taken or planned and the-target dates of 
completion. , 

3. Where you do not concur, please give spe9ific reasons for your non-concurrence and any 
0 1.trmative corrective action taken or plann~ and target for this action: 

\ 



4. • Copies of policies, procedures, and other infonnation which document corrective action. ,,, 
' . ( ') 

We would like to thank the ,;state of Washington for their cooperation ,during this review. If you OF your • 
staff have any questions regarding this request please contact Frank A. Schneider of my staff a~ (206) . 
615-2335 or via E-m!jil at fschneider@cms:hhs.gov 

Attachment: I0-FA-2014-WA-0l-D Report 

Sincerely, 

~O-J-_r• -~ r-~-11 
Carol J.C, P~ly \ ~ 
Associate Regional Administrator 
Division of Medicaid and Children's Health 

Operations 
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DRAFT 

EXECUTIVE SUMMARY 

The Medicaid program, enacted in 1965 under Title XIX of the Social Security Act (the Act), is 
a combined federal-state entitleiµent program that provides medical assistance to-certain 
individuals and families with low incomes and limited resources. Each state Medicaid program 
is administered by the state in accordance with an approved state plan. While the state has • 
considerable flexibility in designing its state plan, it must comply with federal requirements. 
specified in the Medicaid statute, regulations, and program guidance. Tlie Centers for Medicare 
& Medicaid Services (CMS) is responsible for federal oversight of the Medicaid program. CMS 
approves each state plan and all state plan amendments and certifies all claims for federal 
financial participation (FFP) to ensure funds are spent in accordance with federal requirements. 

In 2011, the State of Washington converted part of Lakeland Village, a state-owned property 
licensed as ari Intermediate Care Facility for Inpividuals with Intellectual Disability (ICF/IID), 
into a state-owned Nursing Facility (NF). Twenty seven residents with intellectual disabilities 
were subsequently di~charged Jwm Lakeland Village ICF/IID and admitted into Lakeland 
Village Nursing Facility. • This change did not result in most of the residents actually "moving" 
into a different facility, but rather a change in the certification for the cottages in which most of 
the residents were residing from an ICF/IID to a NF. 

Section 1919 of the Act and 42 CFR Part 483 (Long Terni Care Facilities Requirements and 
Preadmission Screening and Resident Review (P ASRR)) states that new residents of a nursing 
facility should receive Level II screenings before admission. Per 42 CFR 483.106(b ), an 
individua_l is a new admission ifhe or she is admitted to any NF for the first time. Per 42 CFR 
483.106(a), the state must require preadmission screening of all individuals with mental illness 
(MI) or intellectual disabilities (ID) who apply as new admissions to Medicaid nursing facilities. 
Per 42 CFR 483.128, the screening is a two-part process. The first is called a Level I screening 
which identifies "all individuals who are suspected of having MI or.ID as defined in §483.102." • 
Furthermore, each individual should have received a PASRR Level II screening before 
admission per42 CFR 483.l 12(c). 

The objective of the review was to detennineifthe NF was compliant with Section 1919 of the 
Act and 42. CFR Part 483 (PASRR) for the·27 residents transferred from the ICF/IID to the 
nursing facility. • 

We found that the state did not provide Level II Preadmission screenings of these new 
admissions for the period June 201 I to March 2014. The state owned and operated nursing 
facility is substantially non-compliant with Section 1919 of the Act and 42 CFR Part 483 
(P ASRR). The state failed to complete the P ASRR processes as required and consequently the 
state has il)lproperly received FFP .for nursing facility costs claimed. 

CMS reviewed the state's accounting records, nursing facility supporting documentation and 
client files for the period June 2011 to March 2014. CMS determined that.the state claimed 
$5,345,604 FFP for the pf?riOd June 2011 through Septeml)er 2013 that is not allowable. These 
claims that the state agency made for 27 nursing facility residents sit Lakeland Village Nu~ing 

. Facility are unallowable per Section 1919( c)(7)(D)(i) of the Act and federal regulation 42 CFR 

l 
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483 .122(b ). The state did not claim any FFP for the 27 nursing facility residents for the period ( 
of October I, 2013 to March 31, 2014. 

We request the state refund $5,345,604 FFP on the next CMS-64 for the quarter ending 
December 31, 2014 and provide CMS assurance.that no claims will be reported for the period of 
October!, 2013 to March 31, 2014. Failure to refund this amount may result in disallowance 
action. 

2 

., 



I. INTRODUCTION 

A. BACKGROUND 

. DRAFT 

The Centers for Medicare & Medicaid Services ( CMS) is responsible for assuring state 
compliance with federal statutory and regulatory requirements for states and long term care 
facilities, as specified in Section 1919 of the Social Security Act (the Act) and 42 CFR Part 483 
(Long Term Care Facilities Requirements and Preadmission Screening and Resident Review 
(PASRR)). This Financial Management Review (FMR) presents the findings, associated federal 
frnancial participation (FFP) and required corrective actions based on CMS review of state 
compliance with those requirements at Lakeland Village Nursing Facility in Medical Lake,. 
Washington, a state-owned and operated long term care facility, specific to 27 residents who 
were transferred from the Lakeland Village Intermediate Care Facility for Individuals witµ 
Intellectual Disability (ICF/IID) to Lakeland Village Nursing Facility in 2011. 

In 2011, the State of Washington converted part of Lakeland Village, a state-owned property 
licensed as an ICF/IID, into a state-owned nursing facility (NF). Twenty seven ICF/IID 
residents, Individuals with Intellectual Disabilities (!ID), were subsequently discharged from 
Lakeland Village ICF/IID and admitted into Lakeland Village Nursing Facility. This change did 
not result in most of the residents actually "moving'' into a different facility, but rather a change 
in the certification for the cottages in which most of the residents were residing from an ICFIIID 
to a NF. The discharges from the ICF/IID occurred on June 2 or June 3, 20.I 1 for all 27 
residents. Lakeland Village Nursing Facility accepted all 27 residents as new admissions on the 
same day as the residents were discharged from the ICF/IID. ' 

Disability Rights Washington (DRW), a private, federally-funded nonprofit organization which 
advocates on behalf of people with disabilities, -investigated the conversion and subsequent . 
transfer of the residents. In October, 2012, DRW presented its findings to the State of • , 
Washington Department of Social and-Health Services (DSHS) alleging that the discharge of the 
residents from the ICF/IID was without good cause as it was primarily intended to save the state 
money, that mandatory screenings and evaluation requirements were ignored (Preadrnission 
• Screening and Resident Review or P ASRR), and that the transferred residents were hanned by 
losing federally-mandated specialized services after the conversion. 

The Seattle Regional Office (RO}.obtained a copy of the DRW findings, initiated discussions 
. with the state that resulted in other concerns being identified and requested and re\'eived • 
documents. In August 2013, the RO completed its review of more than 5,000 pages of 
documentation. A preliminary find.ings letter was issued on November 7, 2013 and the state 
initiated rernedial and corrective actions as articulated in the letter. • 

B. OBJECTIVE, SCOPE, AN~ METHODOLOGY 

Objective 

The objective of the Financial Management Review was to determine if the state owned and 
operated NF was compliant with Section 1919 ofth!l Act and 42 CFR Part 483 (PASRR) for the 
27 residents transferred from the ICF/lID to the nursing facility. 
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Scope 

CMS reviewed the state's nursing facility supporting documentation, client.records and 
accounting re.cords from June 2011, through March 31, 2014 to determine whether or not federal 
requirements at Section 1919 of the Act and 42 CFR Part 438 (PASRR) had been met. 

Methodology 

To accomplish the objective, CMS: 

o reviewed state l!nd federal laws, regulations, and polices applicable to Long Term 
Care Facilities Requirements and PASRR requirements; 

o interviewed state officials about the program and reporting requirements; and, 

o reviewed the state's accounting records, nursing.facility supporting documentation 
and client files. 

II. FINDINGS AND RECOMMENDATIONS 

Findings . 
CMS found the state was out of compliance with Section 1919 of the Act and 42 CFR Part 
438 (PASRR). The state failed to complete the PASRR processes as required and 
consequently the state has improperly received FFP for nursing facility costs claimed for 
the 27 ICF/IID residents, who were subsequently discharged from Lakeland Village 
ICF/IID .and a.dmitted into takeland·Village Nursing Facility. Per Section 
1919(e)(7)(D)(i) of the Act; and 42 CFR 483.122(b), the failure to perform a required 
PASRR evaluations results in the complete forfeiture ofFFP for all nursing facility 
services until the PASRR evaluations are subsequently completed. • 

Bas'ed on our review,' we determined: 

( 

( 

• All 27 residents were new admissions to Lakeland°Village Nursing Facility; as such 1he 
state was required to perform PASRR evaluations. See Washington state plan section 
4.39, pag~ 79a; and 42 CFR48'.!.106(h) ("An individual is a new admission ifhe or she is 
admitted to any NF for the first time."); 42 CPR 483.106(a) (the state mqst require 
preadmission screening of all individuals with mental illness (MI) or mental retardation 
(MR) (now referred to as intellectual disability) who apply, as new admissions to • 
Medicaid nursing facilities): The screening'is a two-part process. The first is called a 
Level I P.ASRR screening which identifies "all individuals.who are suspected of having 
MI or MR as defined in §42 CPR 483.102" and 42 CFR 483.!28(a); the second is a 
Preadmission Level II screening (also called a Level II evaluation and.determination) as 
defined under42 CFR 483.112). Each ofthe 27 transferred residents was known to have 
ID or a related condition,.by definition, as ICF/IID residents. Accordingly, each should 
have received a P ASRR Level .II screening, whether or not the state used the mechanism 
of Level I to make the referrals for Level II. ( 
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• P.ASRR Level II Noncompliance. Prior to admission to Lakeland Village Nursing 
Facility, e;,.ch of the 27 new admissions should have received a PASRR Level II 
Preadmission screening. The purpose of the pre-admission screen per 42 CPR 438. l 12(a) 
is: "For each NF applicant with MI or MR, the State mental health or mental retardation 
authority (as appropdate) must determine, in accordance with §483.130, 'whether, 
because of the resident'.s physical and mental condition, the individual requires the Level 
of services provided by a }!F." Admitting an individual with MI or ID may "be 
considered appropriate only when the individual's needs are such that he or she meets the 
minimum standards fur admission and the individual's needs for treatment do not'exceed 
the level of services which can be delivered in the NF to which· the individual is admitted 
through NF services alone or, where necessary, through NF services supplemented by 
specia~ed services provided or arranged for by the state." (42 CPR 438.126). The 
Level 11 requirements include a determination of the appropriateness of the placement; a 
determination of the individual's needs and which specialized services they may require; 
and a process to ensµre the participation of the resident, his or her primary care provider, 
and (if appropriate) family members in the placement and service decisions. CMS 
determined that the State of Washington failed to·perform the Level II Preadinission 
Screening on.any of the 27 transferred residents and tha\ Lakeland Village Nursing 
Facility improperly admitted the individuals in the absence of those Level II evaluations 
and determinations; thereby resultirtg in the state's subsequent failure to ensure that the 
NF. was an appropdate placement and to assess the need for and subsequently provide 
needed specialized services, We found that none of the transferred residents timely 
received the required PASRR Level ll screening from the transfer date in June 2011 until 
March 2014. • 

• A Level II P ASRR evaluation and determination is complex, with specific content and 
process requirements. A Level II P ASRR evaluation is "performed" within the meaning 
of 42 CPR 483.122(b) when all parts of the Level TI PASRR evaluation; determinations; 
and process requirements have been comple\ed to regulatory requirements and so that tile 
regulatory aims have been achieved. These include but.are not limited to 42 8FR 

-483.1,12 (second level review for evaluation of specialized services); 42 CPR 483.128(a) 
(describing Level II); 42 CFR 483.128(i) (Level II contents); 42 CPR 483.136. In this 
'case, we found that the state did not perform a Level II PAS RR evaluation on any of the 
27 residents befure admission to Lakeland Village Nursing Facility. 

• Because the state failed to perform the Level II PASRR evaluation procegs prior to 
admission to Lakeland Village Nursing Facility, and the facility nonetheless admitted the 
individuals, no services above and beyond a nursing facility services level of care were 
p_rovided from admission through (at least) early 2013. This despite the fact that the 
individuals had previously received such services that were beyond the nursing facility 
level of care as Active Treatment in thi:: ICFffiD. • 

• Good cause is required to discharge residents from an ICF/!ID. 42 ~FR 483 .440(b )( 4)(i). 
See also survey guidance for tag W-201: "Transfer or discharge occurs only when the 
facility cannot meet the individual'.s needs, the individual no longer requires an active 
treatment program in an ICF/IID setting, the individual/guardian chooses to reside 
elsewhere, or when a determination is made that another level of service or Jiving 
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situation, either internal or external, would be more beneficial, ... Moving an individual 
for "good cause" means for any reason that is in the best interest of.the individual." 
The decision to move 27 residents from Lakeland Village ICF to Lakeland Village 
Nursing Facility was '.'part ofDSHS's efforts to reduce expenditures due to state revenue 
shortfalls.'' (Director Cody letter, May 15, 20P, page 2.) The state's effort to reduce 
expenditures is not a good cause. PASRR would have been the objective means to make 
"a determination ... that another level of service or living situation, either internal or 
external, would be more beneficial," talcing into account each individual's unique needs. 
In addition to being a requirement for admission to a NF, P ASRR would have established 
(or ruled out) good cause for discharge from the ICF/IID. The state did not present or 
provide any evidence, PASRR or otlierwise, of having assessed the individual's unique . 
circumstances. Accordingly, the state discharged the 27 residents from the ICF/IID 
without good cause. • • 

After receipt of the DRW findings in late 2012, the state made two attempts to perform the Level 
II PAS RR evaluations as Resident Reviews, one during January and February 2013, and again 
during November and December 2013. However in both attempts, the state's efforts did not 
comply with Level II P ASRR requirements ( evaluation, determinations, and process 
requirements). (See theAttachment to this report for a full description of the deficiencies 
identified for both reviews) 

Per. Section 1919( e)(?)(D)(i) of the Act; and 42 CFR 483.122(b ), the failure to perform required 
PASRR evaluations results in the complete forfeiture ofFFP for all nursing facility services until 
the P ASRR evaluations are subsequently completed. 

As such, the state's claims are not supportable due to non-compliance with 42 CFR Part 483 
(PASRR) and 42 CFR. 483.122 (FFP for NF Services), The state claimed $5,345,604 FFP for 27. 
nursing facility residents at Lakeland Village Nursing Facility for the-petjQd of June 2011 • 
through September 2013. These claims that the state agency made for 27 nursing facility 
residents at Lakeland Village Nursing Facility are unallowable per Section 1919(c)(7)(D)(i) of 
the Act and federal regulation 42 CFR 483.122(b). • 

CMS determined that all PASRRs were fully completed in March 2014. The state did not claim. 
aoy FFP for these 27 individuals for the period of October I, 2013 to March 31, 2014. 

Recommendations: 

CMS request the· state to: 

I. Ensure no additional FFP is claimed for the 27 individuals transferred lo the Lakeland 
Village Nursing Facility in 2011 for the period October 1, 2013 through March 31, 20i4. 

2. Return $5,345,604 FFP for the claims that were paid for nursing facility services 
provided to the 27 residents during the time P-ASRRs were not completed (June 2011 
through S~ptember 2013). 
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Detailed Findings 

1. A statewide 'budget shortfall was the primary II_Jotivating cause of the conversion of part 
of Lakeland Village ICF/IID into a.nursing fac_ility. 

2. Lakeland Village ICF/IID resident costs are greater than Lakeland Village Nursing 
F_acility resident costs. 

3, The January and February 2013 efforts did not substantially comply with Level II 
P ASRR requirements ( evaluation, determinations, and process requirements) in that: 

a. Eleven of the (state) Form 14-303 documents failed to identify the name and 
professional titleoftheperson who completed them. 42 CFR483.128(i)(l). 

b. None of the (state) Forms 15-168 identified the nam,e and professional title of the 
person(s) who completed the forms, or when the forms were completed. 42 CFR 
483,. l28(i)(l). . , 

c. The person or persons who completed the DSHS Forms 14-303 and 15-168 were 
I).Ot state developmental disabilities authority personnel qualified and trained to 
perform the evaluations. 42 CPR 483.106(e). 

d. The evaluations did not include a summary of the residents' medical and social 
history. 42 CFR483.128(i)(2). 

e. The evaluations did not address the positive traits, developmental strengths and 
weaknesses, and developmental needs of each resident. 42 CFR 483.128(i)(2). 

f. The evaluations did not address each resident's total needs and whether those 
needs could be met betterin a community setting, a.nd what the appropriate 
community setting would be. 42 CPR 483.132(a)(l). • 

g. The evaluations did not add~ess whether each resident's total needs were such that 
they could only be met on an inpatient basis. 42 CFR 483 .132(a)(2). 

h. The evaluations did 'not address whether the residents' total needs were such that 
they could be met by placementin a home and community-ba~,d services 
(HCBS) waiver program, 42 CFR 483. l 32(a)(2). 

L The evaluations did not address whether Lakeland Village Nursing Facility was 
an appropriate institutional setting formeeting the residents' total needs. 42 CPR 
483.132(a)(3). 

j. The evaluatiqns did not address whether the residents expressed their desires to be 
in that particular facility. 42 CFR483.132(a)(3). , 

k. The evaluations did not adaress whether the residents' needs exceeded the level of 
services whi'<h could be delivered in Lakeland Village Nursing Facility either 
through nursing facility services alone or, where necessary, through services 
supplemented by specialized services provided by or arranged for by the state. 42. 
CFR'483.126; 42 CFR 483.132(a)(3). 

1. The evaluations did not address the possibility that, notwithstanding the fact that 
the residents wanted to stay in the facility, and that nursing facility level of care 
was appropriate, whether a different facility would nonetheless have been more 
appropriate (such as an intermediate care facility for individuals with intellectual 
disabilities (ICF/IID), small, community-based facilities, an institutioq for mental 
disease (IMD) providing services to individuals aged 65 or older, or a psychiatric 
hospital). 42 CFR 483.132(a)(4). 
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m. The ~valuati~ns did not identify whether specialized services were ne~d~d. 42 
CFR 483.130(1)(1). . • 

n. The evaluations did not show thatthe evaluator reviewed each resident's 
comprehensive history and physical examination results, or that the evaluator had 
other equivalent information to assess each Tfl:lident's medical problems, the 
impact those medical problems had upon the resident's independent functioning, 
and the current medications used by the resident. 42 CFR 483.136(b). 

o. The evaluations did not show that the evaluator considered each resident's 
• physical status (for example, diagnoses, date of onset, medical history, and . 
prognosis). 42 CFR483.132(c)(I). , 

p. The evaluations did not show that the.evaluator considered each resident's mental 
• status (for example, diagnoses, date of onset, medical history, likelihood that the· 
tesident may be a danger to himself/herself or others). 42 CFR 483 .132( c)(2). • 

q. The evaluations did not show that the evaluator considered and evaluated each 
resident's functional assessment (i.e. activities of daily living). 42 CFR 
483.132~c)(3). 

r. The evaluation did not show that the evaluator reviewed each resident's 
intellectual functioning and test measurements as performed by a licensed , 
psychologist. 42 CFR 483.136(c). 

s. The evaluations did not show that the evaluator determined whether or not each 
resident needed a "continuous specialized services program," which was 
analogo.us to ICF/IID "active treatment." 42 CFR 483.136(a). No document 
shows that the eyaluator was aware of the concept of!CF/IID "active treatment." 
The documents do nofdescribe the "active treatment" the residents received in the 
ICF/IID. The documents do not show the evaluator's professional opinion on the 
resident's highest possible functional status that would grant the resident as much 
self-deterrnn+ation and independence as possible, if the resident were given an 
"aggressive, consistent implementation of a program of specialized and. generic 
training, treatment, health services and related services" to help the resident 
achieve that,level of functioning. 42 CFR483.440(a)(l)(i). The documents do 
not show the evaluator's professional opinion on how the resident could acquire 
the behaviors necessary for the resident to achieve this high functional status. 1d. 
The documents do not show the evaluator's professional opinion on what the 
"program of specialized and generic training, treatment, health services and 
related services" might.look like. Id. The documents do not show the evaluator's 
professional Opinion whether the client was at risk of ''regression or loss of 
current optimal functional status." 42 CFR483.440(a)(l)(ii). If there was risk of 
''regression or loss of current optimal functional status" the documents do not 
show the evaluator's professional opinion on the best way to prevent or slow the 
decline, through an "aggressive, consistent implementation of a program of • 
specialized and generic training, tr.eatment, health services and related services." 

t. The evaluations were not provided to the resid1mts and to the residents' legal 
representatives. 42 CPR 483.128(1)(1); 42 CFR 483.130(k). 

u. The evaluations were not provided to the residents' attending physicians. 42 CFR 
483.128(1)(4); 42 CPR 483.130(k). 

v. The evaluations.were not interpreted and orally explained to the residents, their 
families orlegal representatives. 42 CFR 483.128(k); 42 CFR 483: 128(b). 
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w. The evaluations did not address all the placement options that were available to 
the'resident, given his/her service needs. 42 Cl'R 483 .130(1)(3). 

x. The evaluations did not make express·assurances to the resident that "the 
specialized services that are needed can and will be provided or arranged for by 
the state while the individual resides in the NF." 42 CFR 483.130(n). 

y. The evaluations did not inform the resident of the right to appeal the findings and 
conclusions in the evaluation to a state fair hearing. 42 CFR 483.130(1)(4}; 42 
CFR 483.204. 

4. In November and I>ecember 2013, the state made its second at\empt to perform the Lt:;vel 
II P ASRR evaluations. In.eluded in the second attempt, as part of the Level II P ASRR 
evaluation, was a P A_SRR Level 11 form, a Specialized Services Assessment, a DDA 
Assessment, a Planned Action Notice, a Request for Hearing Form and a "Roads to 
Community Living" brochure. As with the first attempt,"the N9vember and December 
2013 efforts still did not substantially.comply with Level.II PASRR requirements 
( evaluation, determinations, and process requirements) in that: 

a. While the P ASRR Level iI forms had a signature for the person who completed 
them, the other component parts of the second-attempt evaluation package did not 
identify who completed them. 42 CFR483.128(i)(l). • 

b. The evaluations did not include a summary of the residents? medical and social 
history. 42 CF):l 483. l28(i)(2). 

c. The evaluations did not address each resident's total needs and whether those 
needs could be met better in a community setting, and what the appropriate 
community setting would be. 42 CFR 483.132(a)( I). 

d. The evaluations.did not address whether each resident's total needs were such that 
. they could only be met on an inpatient basis. 42 CFR 483.132{a)(2). 

e, The ~valuations did not address whether the residents' total needs were such that 
they could be met by placement in a home 'and community-based services 
(HCBS} waiver program, 42 CFR 483.132(a)(2). 

f. Tue evaluations did not address whether Lakeland Village Nursing Facility was 
an appropriate institutional set);ing for meeting the residents' total needs. 42 CFR 
483. l32(a)(3). 

g. The evaluations did noi address whether the residents' needs exceeded.the level of 
services which ~uld be delivered in Lakeland Village Nursing Facility either 
through nursing facility services alone ·or, where necessary'. through services 
supplemented by specialized services provided by or arranged for by the state. 42 
CFR 483.126; 42 CFR 483.132(a)(3),' 

h. Tlie evaluatfons did not address the possibility that, notwithstanding the fact that 
the residents wanted to stay in the facility, and that nursing facility level of care 
was appropriate, whether a different facility would n9netheless have been more · 
appropriate (such as an interm,ediate care facility for inqividuals with intellectual 
disabilities (ICF/IID), small, community-based fac;,ilities, an institution for mental 
disease'(IMD) providing services to individuals aged 65 or older, or a psychiatric 
hospital). 42 GFR 483.132(a)(4). 

i. The evaluations did.not'adequately identify whether specialized services were 
needed and what those services would be. 42 CFR 483.130(1)(1). While the 
Specialized Services Assessment would create an aggregate score indicating 
whether specialized services would be likely, the assessment tool also identified 
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16 areas where the resident was less than fully independent. Accordingly, it was 
incumbent upon the evaluator to consider each assessed characteristic and to 
make a qualitative judgment•about the nature of the resident's deficiency and 
whether it could be mitigated or improved through the provision of specialized 
services so that the resident could function with as much self-deternunation and 
independence as possible. 42 CFR 483.440(a)(l)(i). Uniformly, the Specialized 
Services Assessment did not translate the noted deficiencies, or its aggregate 
score, into actual specialized services recommendations. 

j. Similarly, the DDAAssessment identified the resident's lack of full independence 
and functioning in thirty four areas: Home Living, Community Living, Lifelong 
Leaming Activities, Employment, Health and Safety,.Social Activities, 
Protection/Advocacy, Exceptional Medical Supports, Exceptional Behavioral 
Supports, Communication, Mental/Physical Health, Medication Management, 
Self-Direction in Treatments/Programs/l'herapies, Sleep, Memory, Decision
Making, Living Environment, Locomotion, Mobility, Transfer, Eating, Toilet 
Use, Continence, Dressing, Personal Hygiene, Bathing, Foot Care, Skin Care, 
Meal Preparation, Nutrition, Housework, Shopping, Transportation, and 
Socialization. None of the thirty four areas were then assessed for "active 
treatmenC' and specialized service needs; beginning with whether the resident was 
at maximum functional capacity in each area (thus; not needing "active treatment" 
or specialized services at all), but if not, identifying of the full range-of nursing 
facility services, specialized services, and "lesser intensity" intellectual disability 
or mental health services which the state and facility must provide to bring the 
resident closer to full indepertdence and self-determination. 

k. The evaluations did not address and prioritize !be resident's physical and mental 
needs, taking into account the severity of each condition. 42 CFR 483.132(b). 

I. • The evaluatiops did not' show that the evaluator reviewed each resident's • 
comprehensive history and physical examination results, or thatthe evaluator had 
·otherequivalent information to assess each resident's medical problems, the 
impact those medical problems had upon the resident's independent functioning, 
and the current medications used by the resident. 42 CFR 483.136(b ). 

m. The evaluation did not show that the evaluator reviewed each resident's 
intellectual runction_ing and test measurements· as performed by a licensed 
psychologist. 42 CFR 483.136(c). 

n. The evaluations did not show that the evaluator determined whether or not each 
resident needed a "continuous specialized services program," which was 
analogous to ICF/I!D "active treatment." 42 CFR 483;136(a). No document 
shows that the evaiuator was aware of the concept of ICFIIID "active treatment." 
The documents do not describe the "active treatment" the resident would Jeceiv:e 
in the ICFIIID. The documents do not show tl).e evaluator's professional opinion 
on the resident's highest possible functional status that would grant the resident as 
much self-determination and independence as possible, if the resident were given 
an "aggressive, consistent implementation of a program of.specialized and generic 
training, treatment, health services and related services" to help the rtlliident 
achieve that level of functioning. 42 CFR 483.440(a)(l )(i). The documents do 
not show the evaluator's professional opinion on how the resident'i:ould.acquire 
the behaviors necessary for the resident to achieve this high functioniJ.l status. Id. 
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The documents do not show the evaluator'~ professional opinion on what the 
"program of specialized and generic training, treatment, health services and 
related services'.' might look like. Id. The documents do not show the evaluator's 
professional opinion whether the client was at risk of"regression or loss of 
current optimal functional status." 42 CFR 483.440(a)(l)(ii). If there was risk of 
"regression or loss of cnrrent optimal functional status" the documents do not 
show the evaluator's professional opinion on the best way to prevent or slow the 
decline, through an "aggressive, consistent implementation of a program of 
specialized and generic training, treatment,,health services and related services.'' 

o. The evaluations were not interpreted and orally explained to the residents, their 
families or legal representatives. 42 CFR 483.128(k); 42 CFR 483.128(b) .. 

. p. The evaluations did not address all the placement options J:hat were available to 
the resident, given the resident's service needs. 42 CFR 483.130(1)(3). 

q. The evaluations did not make express assurances to the resident that "the 
specialized services that are needed can and will be provided or arranged for by . 
the state while the individual resides in the NF." 42 CFR 483.130(n). 

5. In March 2014, the state.made its third attempt to perform.the Level II PASRR 
evaluations. We found that these Level II I' ASRR evaluaticms were, on whole, 
substantially compliant with the evaluation, determinations, and process requirements of 
42 CFR Part 483. 



. I 
DEPARTMENT OF HEALTH & HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 
Consortium For Quality Improvement and Survey & Certification _operations 

Western Consortium - Division of Survey & Certifieqtion 

Vfa Facsimile and Federal Express 

NOTICE OF TERMINATION OF 
MEDI~ARE PROVIDER AGREEMENT 

IMPORTANT NOTICE-PLEASE READ CAREFULLY 

March OS, 2015 

James Ward Tappero, Administrator 
Lakeland Village Nursing Facility 
State Hwy 902 & Salnave Road 
Medical Lake, WA 99022 

CMS Certification.Number: S0-A263 

Dear Mr. Tappero: 

After careful. review of the facts, the Centers for Medicare and Medicaid Services (CMS) has 
detennined that Lakeland Village Nw;slng Facility no lqpger meets the requirements for participation 
a_s a provider of services in the Medicaid program established under Title XVIX of the Social Security 
Act. This is to notify you that effective March 19, 20-15, the Secretary of the Deparb;nent of Health 
and Human Services will terminate its provider agreement with Lakeland Village Nursing Faciltty. 
We will publish a legal notice in the Spokane newspaper (The Spokesman ·Review) fifteen days prior 

, to the termination date. • • 

Background 
. . 

To participate as a provider of services in the Medicare and Me<:Iicaid Programs, a long tenn care 
facility must meet all of the requirements establi~hed by .the Secretary of Health and Human Services. 
When a-long term care facility is· found to be out of substantial compliance, the facility no longer meets 
the requirements for participation as a provider of services in the Medicare/Medicaid pro gram. 

The Social Security Act Section 1856(b) authorizes the Secretary to terminate a longterm care 
facility's Medicare/Medicaid provider agreement if the facility no longer meets the federal .. 
requirements. Regulations at 42 Code of Federal Regi,ilations (CPR) 489.53 and 42 CPR 48.8.456 
authorize CMS to terminate Medicare/Medipaid provider agreements when. a provider, such.as 
Lakeland Village Nursing Facility is not in substantial compliance with the requirements of 
participation for long term care facilities. 

Denver Regional Office 
1600 Broadway, Suite 700 
Denver, CO 80202 

San Francisco Regional Office 
90 7'" Street, Suite 5-300 ( 5W) 
San Francisco, CA 94103-6707 

Seattte Regional Office 
2201 Sixth Avenue, RX-48 
Seattle, WA 98121 
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l'age 2 - Mr. Tappero 

On September 19, 2014, the CMS completed a Federal survey at Lakeland Village Nursing Facility. 
This survey found that Lakeland Village Nursing Facility was not in.substantial compliance with •• 
federal requirements for nursing homes participating in the Medicare and/or. Mep.icaid programs and 
that 'the:most serious deficiency constituted actual hann that.is no_t immediate jeopardy to residents 
(Scope/Severity~ G). The results oftb.e survey were sent to you October 15, 2014. The.following • 
requirements were not met and that this constitutes substantial compliance:· 

42 CFR § 483.10 
42 CFR § 483.13 
42 CFR § 483.15 
42 CFR483.25 
42 CPR.§ 483.45 
42 CFR§;483.75 

Residents Rights 
Resident Behavior & Facility Practice 
Quality of Life 
Quality of Care (Actual Harm) 
Specializ~ Rehab Services 
Administration 

Because Lakeland Village Nursing Facility is not in substantial complianc~,· we IU"e imposing a 
mandatory denial of payment in accordance with the following: •• 

• Denial of Payments for New Medicare and Medicaid Admissions, as authorized by lhe Social 
Security Act, Section ilH9(h)(2)(D) and (E) and Section 1919(h)(2)(C) and (D), and implemented 
_at42 CFR,488.417(b). 

This action is effective for Medicare and Medicaid admissions made on or after December 19,2014. ( •. 
The denial of payments for new "admissions also applies to Medicare and Medicaid patients who are 
membe~s of managed care plans. : • • 

' ' 
An Informal Dispute Resolution (!DR) was requested by Lakeland Village Nursing Facility and 
cohyened on January 06, 2015. The results of the IDR did not affect the scope or severity of the 
deficiency cited in the September-I 9, 2014 Federal survey. 

On January 16, 2015, a State agency recertification and revisit survey found that Lakeland Village 
Nursing Facility remained out ,of compliance with Medicare/Medicaid ,requiJ:emen.ts for nursing homes. 
The State survey agency sent the facility's Plan of Corrections (PoC) to the CMS Region IO Office on 
March 03, 2015: The State survey agency and CMS reviewed and found this PoC to be acceptable 
with an allegation of compliance date of March 06, 2015. Pending the results of'a Federal Revisit 
survey, the ailegation of compliance date will be used to determine if the facility-will be back in 
substantial compliance with Medicare/Medicajd requirements prior to the termination date. 

' ' 

CMS also reviewed La]celand Village Nursing.Facility's survey history over the past several years. 
There have been nine surveys by the State survey agency dating back to March 14, 2012: actual harm 
was identified as the most serious deficiency in 6 of the 9 surveys. Based on Lalceland Village 
Nursing Facility's inability to achieve and sustain substantial compliance, the facility's Medicare 
and Medicaid agreement will be terminated effective March ;1.9, 20;1.5. This. action is taken 
pursuant to §§ 1819(h), 1919 (h) and J866(b) of the Social Security Act, implemented at 
42 CFR §§ 488.456 and 489.53. 

( 
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Public'Notice ofTennination 

In.accordance with 42·CFR § 488.456, we are publishing a notice of this termination in the The 
Spokesman Review . • • 

Medicare and Medicaid Payment.for Services F~Jlowing Termination 

Under 42 CFR § 489 .55, Medicare payment is available up to 30 days following the termination date 
for those Medicare beneficiaries who were admitted prior to pe<;ember 19, 2014. Under 42 CFR § 
441.11, Medicaid payments may aiso continue for services rendered for up to a maximum of30 days 
following the terminatioll'date. The Stale survey agency has agreed to make reasonable and timely 
efforts to transfer Medicare and Medicaid eligible residents to other facilities or to alternate care. It is 
CMS' and the State survey agency's connnitment to take into considerati1m the actions necessary for a 
proper and safe transition of the residents. 

Appeal Rights 

Ifytm disagree with this determination, you or your legal representative may request a hearing before 
an administrative law judge of the Department of Health and Human Services, Depa,rtmenta! Appeals. 
Board. Procedures governing this process are set out in 42 CFR § 498.40, et seq. A written request for 
a hearing must be filed no later than 60 days from the date ofreceipt of this letter. Such a request may 
bemadeto: • •• 

Chief, Civil Remedies Division 
Departmental Appeals Board 
Cohen Building, Room G-644 
330 Independence Avenue, SW 
Washington, D. C.'20201 

A,lso send a· copy of your request to; 

Chief Counsel 
Office of General Counsel, DHHS 
701 Fifth A venue, Suite I 600 
Seattle, Washington.98104 

A request for a hearing must contain the inforni.ation•specified iri 42 CFR § 498.40(b) and must 
identify the specific issues and.the findings of fact and conclusions oflaw with which you disagree. It· 
should also specify the basis fur contending that the findings and conclusions are incorrecl You may 
he represented by counsel at a hearing at your own expense. 
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If you have further questions, please_ contact Patrick Tirrift of my staff at 
(206) 615-3811. 

'CJ~ "I 
kven ~hiclrering 
Western Consortium Survey and Certification Officer 
Division of Survey and Certification 

cc: Washington Department of Social and Health Serviees (DSHS), Residential Care Services 
Washington Medicaid • ' 
We,shington State Ombudsman 
Office of General Counsel, DHHS 

) 
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March 11, 2015 
Release No .. 0'15-0XX 

The Developmental Disabilities 
Administration provides residential 
services, day services and support 
services for clients.with developmental 
and intellectual disabilities. It offers a 
continuum of care to clients by providing 
a safe, high-quality array of home, 
community and facility-based residential 
and employment services. Its team of 
3,200 serves nearly 28,000 individuals 
each year on a $1.08 billion annual 
budget. 

'he Administration operates four 
Residential Habilitati'on Centers, serving 
about 850 people, including about 200· 
at Lakeland Village. 

Contact: 
John K. Wiley 
Media Relations Manager 
(509) 363-4 797 
wileyjk@dshs.wa,gov 

Despite DSHS improvements, federal .igency plans 
decertification of Lakeland Village nursing facility· 

MEDICAL LAKE-- The federal Centers for Medicare and 
Medicaid Services (CMS) has notified the Department of 
Social and Health Serviges (DSHS) it intends to terminate a 
provider agreement with Lakeland Village Nursing Facility, 
effective March 19. 

The action, which could result in the loss of federal funding, 
stems from a series of surveys of the Department's 
Developmental Disabilities A.dministration facility at Medical 
Lake, most recently in JanuarY 2015'. The continued operation 
oft~e facilit)'. is not immediately impacted. • 

The JanuarY survey cited 21 violations at the Nursing Facility, 
none of which alleged actual harm to residents. This 
r_epresents dramatic improvement from over 40,000 c;:itations 
in 2013, but it still leaves some item's uncorrected. 

'We are confident that the facility-will soon be returned to full 
compliance, but there may not be enough time to do so by the 
CMS deadline," said Evelyn Perez, assistant secrelarY for 
DSHS's Developmental Disabilities Administration, which 
operates the Lakeland Village Residential Habilitation Center 
(RHC). "The effects of chronic unaerfunding from previous 
administrations are still being felt and it will take time to 
recover." 

2008-2014 Lakeland Village-FT Es 
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"Lakeland-Village has experienced 
millions of dollars in reductions, the 
elimin,:tlion of programs and the loss of 
nearly 100 staff positions from 2009-
2011," she said. "Recent improvements 
have been rapid and dramatic but we 
have simply not yet had enough time to 
tum things fully around." 

Perez said, 'We have .taken and continue 
lo take major corrective actions at 
Lakeland including changes in leader~hip, 
bringing in senior management teams for 
weeks at a time, hiring new staff and 
retraining the entire staff, purchasing nE!w 
equipment, and asking for independent 
reviews of our operations by the Health • 
Care Authority and DSHS Residential 
Care Services. 

"We are committed to giving our residents 
• the best possible care and quality of life in 
a safe, protective environment," Perez 
said. 'We have overspent our budget in 
order to hire additional staff, because it is 
the only choice. ~e have asked ttie 
Legislature for additional-funding to. 
ensure that we will be able to reach full 

• compliance with our standards and CMS 
standards" 

Lakeland Village operates both the • 
nursing facility and an lntermedi<'!le Care 
Facility for lndividuals"wilh Intellectual 
Disabilities. The CMS action only affects 
residents in the nursing portion. 

Perez has been actively keeping parents 
and guardians informed about. progress 
and development al Lakeland, Including a 
January 2015 meeting with parents and 
guardi them 
inform il · regulators. 

Perez 
Lakela 

maintaining a strong customer-centered focus. A.January 
survey of parents and guardians of Lakeland residents 
demonstrated a high degree of satisfaction with the care and 
attention given to the residents. 

The survey, conducted in January by Service Alternatives 
Training Institute, asked questions about levels of satisfaction 
with services received, medical care, respect, daily activities 
and frequency of community outings. 

. On a 1-5 scale, with 1 being "very unsatisfied," 3 being 
"satisfied," and 5 being·"very satisfied," Lakeland Village 
scored 4.5 or better on every question 

1,5 

1 ,-·- -~ 
Hows:atlsnedare" HGWttt\slied:ire • HowsalGlled ~re Hows.iti$ifiell.:ue Howsatkfled.ite 

youwlthlhe '{P\IWillHhe l{OUWlthtllele'llel Yol.lwlththtdally youwiththe 
m.,;«sYotrr f~1nlly medlttil~re of 1esp,ec Lakclan6 .ittlvllies lnwhlch fn::quencyyour 
m~berruelmat • o1Iere.d1oyollf Vihgestaffshow '10utfamllymtmberfam11','ittmher~u 

Lak.ebmlYilfagc? fam1ttmernbe(l t0wa1d$','1'.1Uf faml!V pa!1Idpat~7 out 11\to the 
ml!mbet? q:,mmuRlly? 

In addition·: 
• 

• 

• 

87 percent of those polled indicated they are . 
routinely contacted about a family member's 
progress or issues of concern; 
92 percent said the Lakeland Village staff are 
knowledgeable in their support of family members, 
and; -
88 percent acknowledged they have been informed 
each year about community placement 
opportunities for a family member. 

Page 2 of2. 
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STATE OF WASHINGTON 
DEPARTMENT OF SOCIAL AND HEALTH SERVICES 

Developmental Disabilities Administration 
PO Box 453 IO, Olympia, WA 98504-5310 

The Honorable Maralyn Chase 
218 John,(\. CherJ:,erg Building 
POBox40432 
Olympia, WA 98504 

Dear Senator Chase: 

March h5, 2015 

Through onr DSHS legislative affairs team you should have received last week·a Legislative Alert 
concerning the likely federal decertification of Lakeland Village, a nursing facility for clients with 
developmental disabilities, and the likely loss of federal matching funds. This is the latest news in a ttai.l of 
troubles that dates back to 2013 when authorities found 40,000 violations. The situation today is much 
improved, however, we are concerned we cannot make all the corrections required to retain federal 
~ertification by the March 19, deadline. 

I am just back from a week at Lakeland Village along with several members of my staff and want to share 
with you the many changes we have made and are making. It is important to me that you understand we are 
working tirelessly to bring the needed changes and that I will not rest until we succeed. • 

To date the DSHS Developmental Disabilities Adminislration has: 

• Increased active treatment 
. • Evaluated all nnrsing facility residents for any needed "~pecialized services" that would benefit them 

• Created new systems for providing important information to parents and guardians of clients 
• Replaced the facility's nursing home_ administrator 
• .Hired a full time-medical director 
• Retrained nnrsing staff, including in pressure ulcer prevention and restorative care 
• Implemented multiple new medical protocols 
0 Solicited more fresuent inspections from DSHS Residential Care Services as well as outside 

insp~ction from the Health Care Authority 
• Initiated monthly pharmaceutical reviews by physician, pharma~ist and nursing staff 
• Increased staff training in multiple areas ofrequired documentation 
• Established a new quality assurance monitoring systems . 
• Completely eliminated the use of physical restraints like seat belts for 58 of the 85 nnrsing facility 

residents, an~ created restraint reduction plans for many others 
• Establish new protocol for toilet use supervision 

• 0 Hired two additional specialists to increase recreational activities 
• Increased physical therapy treatment options 
• Created new kitchen procedures to focus on nutrition quality assurance and consistency of menu, 

including monthly review by dietician and food service staff 



Sen. Chase 
March 16, 2015 
Page2 

• Modified or ordered new, less restrictive, wheelchairs for multiple clients 
• Created weekly peer reviews by nursing staff to ensure all assessments are properly and timely 

completed 
; Expanded training of all staff in safety procedures and cross-contamination prevention 
• Developed new infectious control procedures including observation 1:iy supervisors to ensure 

compliance. 
• Strengthened protocols regarding hazardous chemical storage 

Many of these changes are also needed at other of our Residential Habilitation Centers and I ani determined 
to see these changes not just fully implemented at Lakeland Village, but at every one of our RH Cs. 

' ' 

i also want to let you know that I have reached out to tbe parents and guardians of our clients at Lakeland 
Village to keep them informed. In January I invited them to a town hall style meeting to discuss the details 
of the corrective work we are doing. 

I will keep you informed of our progress, good news or bad. Should you want any additional information, or 
have any questions, it would be my pleasure to meet with you at your convenience. I am committed to 
ensuring we meet the requirem~nts for Medicaid certification for the facility and_ to provide residents the 
highest quality of care in all areas. Thank you. • 

Sincerely, 

Evelyn Perez, Assistant Secretary 
Developmental Disabilities Administration 

DSHS: Transforming Lives 

cc: Andi Smith, Sr. Policy Advisor,.Office of Governor Jay Inslee 
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Sc;hoo1 ai:Jnu.nis1m~n~rev1eW"the-reqnest,·antl',if,adl)Jlriisfration-'!'QnCurs·~t· 
addil:lomil,sta:ff'jg.ieqiiited;.fue:,n;quest,~'.b'e,appr°"'~ii•,.co!!lliieruiatate.,to•:th~need. . • . .. . . . 

•,- ·; 

3) E.owthe·cor.rective aci'lm1,will'beimo.tiiro,reilto:et1SUte'the:1Itffimiint·pFactfoe,iloes ;rn;,t 
_;recw::. . . . .. , . 
• o The.A:C ~a~;and•:J,D'f w.Ui review Jmi{d(<IJJ:~a"t!S;~9ther-sign:ificw:tt'.ev~ts-jn 

a-:resiifentts-llfe_thiangh;the.mo:pilng·F.AT-m.eetlng·. 4d:hocs<WJI11,~Jte1d as· necess"!'Y· 
base.d· onihe'resfdent's· con~ -The IDT wilh:eques~-aiiilltioillil.-~-tbrougl:t·a· 
letter{o¢an,as needed1Jii.sls)1to,t!leSuperln~di;m;t\llit•J.'AT A:iil.ana.gci:neut as • 
suppo-.ted, • . •• • .. • • 

• . •. I • . 

e :PAT A managers aw..yorkin,g.wJ{\i!s'tafi:-ajis\grtfld.t<rctheii:hau~pl~~g-the ·actiile 
treatment' ob.eclclli)t'.;lll.il ilnisiiljiniffing-the· :irif tmll.lltio:ii/&ia,tu,the·l>. A'f.':Dit.ector 

: ,. . . . 
monthly. . . ,, • . 

~- P4.,'rDirecfur·anll.A-ssistani'i;fueciod1av1Meve1op'e4° a'Jfuniitoriijg~9Hb encomp~s. 
data oolleet,,ifby_ACM~g~:to ';includ-e•ai:zy nee_de<l,-t,;amin_g'-~lnpanents .amf • 

. -eni;uresfuat 1:rai.ni1;g·:ls·OQ~g.. .. • • • •• • 

e The·P-AT Direotonor,A~si;funt,Dire<,for-aremonitoring CQmpTetion-of.lHP training. 
ilirough. a tracking device:·iii;"'.lm':sJadhi>cs--oomu:. • 

• Ntirse Managers will promd;•:iilformation;fu ,the Director< of' Nursing'l!S observati~n : 
occurs r¢lated to:obsetvi:ug ana nfoni,torm.g 5 rand.om m~ication passes per.quarter. 

" AC Managers will_ provide a m0nthly·-sjl\tas report-regarding 1heir ol:<servati~s 
related.-w opporfunitjes for choic~--anii:self-man~gem.errt If trends-or-concerns 

·3 

., 



devei9p :froni.moillioring·and·1,pot'checksithe'inf~tio~ :wil'rbe,submitted.to·the' 
RHC Quality>Ml!l)lj:'g~ent'vaordioator·f<ir-teview :and·;oot~a\Ise,analysis. 

0 On.a.qaanetlyqlisis,:fue R!tlni~:$cµoril ~uiil!ty ;/l.~Slll'4lJI~ Advisocy Beard·will 
. revfow,andA'iiBcUSli'the-clie<lks-aiid ~y:root cause_;analys¢s by:fue,REIC Qµa'lijy . . . . ·, • . ,. ' . 

lV.tanag~nt·Gdorililliitor ani'l.reporLfueir·obse&ations/concernsi'l:o-.'tne 
. .Superin.@ndent • , . : ,. , • 

o Staff;P.eve1{lpmeJ/.t'1f;im.eJ.1!<WID,triiJn~J;nev/e!ll~loyees,r~1ilted;'to .actiW•;teatment 
-throusl1the:New-limpfoye~,~non,01a~~-- • . :.: . : . • 

.. ,•· .. ' :·.~ .. -• ·-~ ,, 'i,<::,.;;. 
#Z CJll'R.463.42lrW.t.iZ·-'Cfil)lit-l>;i,t,<lcti,oliil . .... .,. . . .. ' ... , . 

• •• :, • 0 • ;,, •,•:•,•,• •.,•,:.'•;J,•, ... :•~•,:. > A,," , •• • :;,•,:•
1
:• \,,;•, ,:•, '••• 

• 'I'heSWemel\t·ofDr,;ficieimiiis'ntdicatlls-that.fuii)faciµ~'failertJx,'in~iii'e:resident:ggli,ts-W~o. • · •. ·. 
proteql#!; i:esideil.fl! were11;~ ftom.iestraint!l f!116,wei;e:~rotectci'I ;rr.o'¢."=iitl!ff i:fl)gloot, • '.r:\ie•facilit::f: .. 
fu'.ileiHo en!lure:~ega:!ions iw.!)l:~r?P·,;,rte<Fndl1time1Y maiitl\iri x#idenfs'~qt\,:protl'l(lted from .: 
,futth.er abuse; <ani\.vsigmficiw;njuriofuuikn°"111,•m:igiil•:wasmv,istl~-tli,cy:roughl:/;i. 'l"lie 

•• . !>idlity fajl'ell $).eicciti!etiliyf")\cfuJhS;J}~oo-0n;iriviis'tigatiye:~tll•w¢ri,<l9JJ1Pl~te<l. . • 
• 

1 

• • :•:'.-' :., :.- • • •• I ,: .:·;:::,.: .;•3 ~. ··:r ._.>A~·.· · ;.:;..,;· '..: ··. ·: ~; :· .. :~ ·.'.: ,.: • · .. ;·;._. • • 
l) HawllJiif,when.:fu:ti,!iP.J.T~Ctip~•wer.e,,~::. ;- :.-,, :. •, :; .1 .... , . .-: . . . 

". iii wlnd~,sbad~s 1\a.~~bee'n,~~v~iiaaii:'.vika.o,;t:~ 1\$ b;l'bn:p1a~,Qii<the 
•. o;tstde-oftke ~tiia,~w~ ,W1i%Jhillllovv.tlje-ri;sidentm-!j)_lo91vont\fram:fhe insliie, 
•. • butwill;pf®enf:llfiJ'ciile,:frOtliloalru;giri:' . • • '.· .. _ . .'. ·,: . . ·: :- ·, . . • 

~- .All ·~arl!s-w'.ifu'.i~fying,pi<5ti;Jt~ ~ ili~tazylriful'lt;ti~'bav~:~een r~o:ved,and • ( . 
· : . • :p1aced.laihe djnjngiboo1<ciofudex:<if.ho1ISe:i4.en1:11ied. • · 

: • . 0 : A:fuotough;as)~S!J.\¢nt0fteittli:;t;ive'de~(jegforjden@f/d;resi~ts(.WaB'C61ll_1)leted. 
· : ;i: • •. • .. ' ·1>1-~-~prot#a~;pi:<if~sio~ .• ~,:f;s~e~9.-ve,:cliei:res/rPN¥!¢ .. c0!ciidera~on'as 16 

• • .- • : . -Al:i'.e:relative¾lmelit:andhl!ml-o'f.thedevj¢(l;,ll!ld:ff.-tl:le.de1ioe•was;-s1ill:neelieo;; 
, • :. • • •..• com_pllit¢,:~:ilhrldg~~fu~:(a;lhoc);;i1ai/ ftje~pho_Q:r~t;'\Vetl,hyi.ih~.Human 
), '· • Rig)ifs:,~;nµiift'~G)fliad a,discuii~itjn~e c1i~Ittsi'~1ms·~•ihexisk an,d 

• ·: b¢efit8. l'Jf.th.e dmij~;· a,n,d qtithl.n.ed,sfgn~iin:t$ liJiptoving,n1re-0£ijl}vi6e. • • • • . 
• ... ~FSchool:RU A-~ ·coinp1etci1'tt~~!)rl soi? %-1li-t~gai'1i1Jg,m.onrn¢ng,of 

• restramtl]liage. . i • : ·:,·· •. ',., : .. . . ' _. 
• • .;, ·' Aihinfffnyotvedin·ihe ,inci~enis. clt<;d m the='$i!1'ftim.~t-o'f:ID~fuoi¥ies'.·'\llliler ta~ . 
• -'··;: Wl-.2S,'W:1~8; W-149, WlS3, ':l,V-'1S$,.a,nd:WfS:J',are:on,altern!,ite::a,sifigi;qnent:arh.ave • 

• . ·Teceh,ed.11pproptjat.e.tlisciplinilry 'action ot-aie;oo;Ionger~_ploy,e,;i:,-at'Rainier:Schoal. 
;, PATA has irutliited a ,Pt!licyibat.iiil 'intjdent~epoitsim.v.ol~.i!;'in'.inti:,;,s:oftinknown 
. . ori:gqr mi1I liereviw,ei1'by. the,PAT'I}irectciv,<lr Assistant Pii:ecitort9-~eihere is a 

• clead:iri).e'ft,am~•as'to·wi.at:fime the·injllr\l''wils foun4,an<1,g6ing,b11Ckto whenfue 
: • ljfi'ected body:pilrt Wlll' last·seen v,mhout an:inj.lll')" 
.. A:lH'AT A.in:vestigatom, liavehe~trahtci!to:,inc1uiie timefr~es:111 their 
• • in:vestigations as fhey.,relat'e 1lY mjWe$ ~f llllktib~-6riginvand·to list specific . . 

• . : aofivities fue,:re$ideqtwas irivolvedfJi:during,ilii1tfimp.'frame,to'bettfl!',determine what 
•. :· mayiia,ve·causetl the injirjt .. A:li. f 4T A·sW'l.'lfav~ be~.;,e:,ttilined:on DDA-Po1icy . . . . , l 

,. 



5;}3 (th~need f~r immediate illl)erti.ng of suspecte<l abuse or-ne_gleot} and:nurslng 
·stafiibave' been refutinea-on the Rainier School medication adntjmstration procedure. 

o All-ol!i.ei: cltatiomi·ii:t:'lh~ State.n;eJ!t ofI)eficiencies,rtjared to-clie.trt,proteotions have 
been: cou~. 

" .Alkorr.ectionsweremade by.May 1;.204.5. • 

2} The ~yst~.tbat,'1l'e. in;plaoo,!to:waintaiu complianqe: 
•• • AC Ma~agi;m· are monitoring:their cottages to <Jllllurei.iiat p,r~t!Jcted-healtb 

infl;>nnai;iUJJ T\lffiahls _priyate • . . .. • 
·o :PAT AAC Mana~ aremowtor~g-all hei'froo1n w;maow.switbinihen:assigned· 

honie:to ensure-tlnttillo v,indaws:hal¼-ob~vicw,.s to·thl>out;;itle, ru1d illf. 
xesidents-bawprw.acy curtajns Qfl)ecora,tive:'.W;inp!J:IV'~;- l{aitji~ School 
·_:emiirolllltenta! ch.eclflist:ili,heiJ1g·lli!ed· as the ve~,;tip~;, : • . . . • .. 

• • A c01J.1Pl.'eh~ll!\lve:f.i~.w;w dev.e)gpetl 'liy.~.l'A;f Amana:g~Jlleq!;(.W!-~:irtput:by lill 
nu6vm:!t.:r;irofessionals)lofalfo:esb;i~e· de~:and supper.a msml<m. 'J.> A!l;"A. . . 

•. ,A theirough.1iss~ent·dfit4e·restci()tiV<:>;dtMU"by.~1!PJ)J:opiiat;e,profossional was 
; . ~1etll(_L. J.£a,:restri~!"lve d<!yic(,~as-~s~~51ifiiu/weed~ ~~:~mmendoo. fur . 

·implemeiltlition;-l1!l1l was:ref!imtl_:tl)•'ll;\Af (G_li~'s.IDtr:' fo:i;~ns(deI)jtian as 1;,,lhe . 
. . . .relati:ve-b~efit aJ1ilrbann-of ~te;iev.i~; .c,Qll'.JpieµQD. ofillll-ahriqg8ment foiml€adhoo) ; 

and discussjpn:w:l!h,tbeclii;nts:,guarilians to $i;ii~·l1lld"lien~,.ofih!l.ile\!;i?; and • ; , 
~igiiatu? allPj'!/vfu1;-~$i,1ofd~~ Oooei{i~:Jli)\t' .r,evtew·l)luibef!!i.ool)lJlletell, t]ie 
lrtfomil!l'ion•(via·ail '!3-0,;\:f~rmat}:was. sentto·~J1:u,naa.1ru-ghts.qommittee·(FIRO)·for 
,tevf.ew. •,• 

0 
• H• ~ O I • • ; O , •·•; ; ,.' O 

~ _c¼:lf PA'i' A,.·~:lj~~;rP,,jrained:on:WA-Policy ·{lS-;{fue ne~-f<lr .immediate 
. reporting of sus,pected ifuttse tJrnegwct)" and;nuniing·liWffhave'been retraiiled-on "l;he 

. Rainier £\lho6h:nedi11iition ad~ation'.P.:r<1cedur~. . ,: : _;. . • .- • . • • 
• • •• ' Ail rturiiinf.t'staff,Jnii,~beell.~e'-irmll~ .~'ii!hene.ed to i:eport-a!ly:mcloett~-fu1/<i!Vlllg 

• .controlled-:ifrllgs to- CRU 'llt-th;time,of-d~cov.ety.of-the fucil!ent; :{)et SO:P ~.25 · . . . '. :~. ; . ' •: . . .. . - . 
Rainier·School'.lpdiiletif~~ent-Map. . . • ' ,, . . . .. • , 

o A-C Manitgers•~oJi-t9:l'-AT-.A.·,MatµJgeii;ent oQ ·.iJttoritltlt, b~s.re_gardi~:direct 
·car~·sta:ff ~ t!Ulr~~~tf {mm'ie-aiii.~;epor.iin.g1iegimi4,.g_~'/1/1"5. 

o All-:fnvestigntions•lnvqtvingab~!'.' o~;p,1;1glect;wilH,~tbvi~i,d by PA.'.tA~b!ector or 
.Assistant•Di.recto-i.'to -ensure 1hai-~yP~T A'.-gtaff ~ecte<J,of E!buse,orsni;gleet._Js on 
.Altemate·Assigoment-or .. isotherwise nqt inv?lvediin aey.directresident caie.' Any 
• medication ecro!'.discovei:d'by mirsin_g.administration wjIJ-.trigger a,review of the . 
, specific nl;USet s :history ofmedicati9n·~'ili~el'\ ii)ci.dents, looldngpa¢tmlariy fut 
f:re!lds and tlie outcome for;the.Tesideqt. Nunm;ig administration will ,eview·find\ngs 

. with :Rainier S~hool admimsmrtion, and appropriat~ din-:ootive aclion will be taken, 
including removal of."staff w1iere "indicated.· • . 

·., • "All Nurse managers will bi, make ~ephµ:i-or port€)Ctions are OOil:qlleted prior to 
allowingnureing.3!aff' to l'elurn to idiriiri.i~tcifu.g.mCldJ~ons;. 

s . 

' I· 



:· . 

' ·.,; · ·l\11 PiA.;':A.,lnct"ae~;~po~:kvol~g>~juii~: ~f~own origin m;'be,:eview.ed·by 
tbe:P.Al.f Ilirectox 11lla/irr-11$sistant:directfu,to· ensore.fue.te is ·a dear.uinedraine-as--to 
'<l(hat•~:the-i~jmyw>ili-•found ~itgoingsb;cleto·;henfue.affel\ted'ho~y·part·~a's 
:J.ast·seen-.withonfoo mj\iw, ' -.· ._. .- . • . . 

-e :All P.AT .A io.vesiigatgrs will :in~lµ\1.e·tiineJ'miriefln:th¢ir,inves)igatioos :a:s.it ielates -to 
:injuties·of UIIKllown o:r:igln: 1'.hllY will also i.i:iolu(le_ilisting specifiCiacmvities:!Jie 
-~illlJltwaii inv6lved.irt,4ur:in'g:1ha:t:finre'jrame,to ·oeitt\r·detlmri,in~ wba'tway. have 

··.da~ei11tb.¢injur-y. • • • • • '' .·: : • 

3) ·,How:tl:ie,oort~ctiW :acliti!'I~ :bemori.ifbreit,~\msure·flie deficientspr~ctiee does not ~ecur/ 
0 AbManagei;ffi at~-inotlitiin:ng,:ojl!a'We~kl.Y'b.asis>t9 ~e1he·1deµtffieih)1i""1Ul are • ' 

• : oo1e'to 1i1ciir1i ~e~oui of' th.err h'e'diooiri,'Wftit1oiilit.• - · .: .-. ,,. , • ... • · _.,,.... · • • . •• 
-~ ·Ac·jvlanageril,ai!ernonit!)ring:aJJ·publi~:~oo,s·oa.fli~';Jwi.i~es ~i:i:J?A'I'K fo·eiisuxe•~- : .. 

• - ; plcfures if,'clienl!r,yiitlif!li.etazybifon:natierr,mi c0tiierl)rivate1ll'llirinati.on:ii;:locat~ 'in . : 
• • ; pu1ilieareful::--. • • . • ,. ' :. i·. :':'·:\/:'.·;: ··:':'::'. •. · . ·::< _· · \: . · _.- . .. · 
· ,.. th.e,M.'l:·Dlre¢tot,;fu<!/.#-Msir,!'i,nt_D~cl<'lr.<vit11'Ci>IJ)p1efte•~~oin-homie·t)'.).on:i,tcim,g 

• , ori a-~l;y.b_asis,t&.in?']i\J'no:c~piclures·witb. dfeiazy:info~ation.:oi other • 
• pd.vati:.~iiii~n,-areiii:q;~Ii~,.;,:- "'. • :: • • >~. • . · • ·" • , • 

•• <> "'Th~'l'i&1'pir~m'<:i;·~&or,~~sistaiit~cir~a~/a/J,d-'Wll!-.;;i.i!1,'mllei0 cittnpiete'. 
rafriiom:rei/i~s-.af<ri~:,h\liiefi.ts anffll'.~iwtloirplliiis·'.(i;ir:tli:iise·,clients·onlt~T A((fbru 
th,e'J'.m,\:j:eview,preceiii}~ devices<er MllJDrt5-t/i!'t ai:ej~ve. if·-a·.coneem is 
i.dentifitifl,\1re:lEl!•w'iµ'be r~ell'ifor--cofreclion .. :\"AT A:mabagenten.twili xandomly 

. test' s~fll "!'1:f!i~lmQw!e~e,pf;RB'l/O'litjes', oodist&ff ~o'se;JfuowJei-)ge or 
-underst~ii;eot:tlie,~6iitw-u ·pooi·will be teti;iii!Jeifaii.Wor1uive riliJiedia! .corrective 
action (pi:o~si~~'disciipliii,e)'.-1,ike,n. _:.... ,- :· ••. ·: :·,:, :· . , •. • 

~ ,' Ml Rhlnier S{)hool-~ki~ffhave i;~\~.:f:rii:inefl.:~·,fu~ mllfilcati.On:~o.mjrii.~trai:io):i 
'pr:ocedtnrllc,-ruiil,w$_.-\Jl'lntinµe~'be·retaunecttw.ibe.•jtearly, .... : • • - • • 

•· F.onnfil ·r&itaiii.llig'di¥,b:o'~ l'<:ilicy'S,ill \Vill b;,;proviilhd fo aJ;l!sta'ff "iaiii:1µ·oct.ober • 
2015,',and fli.e,;~i,on an,ammni·i:,a'sis, • . • ·: • • 

·• 'N!Jrlloi"Manager'Wil]iitlol)iuii-Jriilli mcil.i9aH~n ·adijiinistt:ation·;pass'e1J'fur PAT A each 
guarte,. • . .. ' '. . .. : . . • .'-; -.:• ' • • 

, :;, All fucldents:,involving·iillegations offil>nse 9r'neglecl'Will:fulmcdi~tel.y-be reported 
· via:the:TuciilentB.eporl·'format. :Th<::P A4'.D~or fu .tonjuncition wl,th,tne µieident 
Man.agementifiam ·and A'.dmiirlii~tiol! 'Will:reyiefy:·the:allegation and ensure staff 
kspeoteil ,(jf,abuse or-neglect:j:s placea'o\.i Afteniate)i:ssigomerit or'is oth.er:wise:not 
invo1ved inaii.3hillrectremdent¢are.' • • • • _,. • '. ' • 

• 'A.ny·med!.ca~on ·error--di~covered,by ~ui:sing admmistratron :w,1iimmediate1y be 
reported-via'the'lnoiden.fllepott'fQrniat: 'i,iursing.adroioi~anoD -wilnook fortrends • • 
and the outc\Jlll~ fodlie resi.dent._;qie'Director'ofNursing.:i!J ·c~njunction ·with:the • 
Incident!Maiiilgernent letnn: m:id _Adm'inistratl.on will i(!Vie~-the all.egatkin;,determhie 

. appro.priate correetl-,e ·action·;ivhlcr('may includeoremoval. of staff when. indicated. 
' . ' ' :· ' 6· ' . . 

C 
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•.• ' 

~ • A. moni\oriog:tool ha:s 'be-en daveioped' and implemented. tlu!.tden:ionstrateir fheJevel of 
• • • staffunder.,tandll!/iofthe,reportiilg reqUirements·im.,ftl:ie neetl:.fbr furlher•tra:lriing on 

fhfa_iMue .. •. ·, . • _' . . • • • • .. • . 
e The Direoror of1'furs1n,g wifi:·complete-miidoia,reviewi-offp.cident.Reparts and Plans 

ofeorrectiomrt(f ensuie•(l:Onlpletion of:p!ans of cio'iieq(lons prior to staff-rei:urnillg to 
adirilnisieclpz;;;e4i.,t\f;io.ns: . • ·: . '. • • ' . 

" All incioei,/s fo.y6i:viligiajuries ofmi6own. OJJ!9Pr_;w1!i be rev;ieyl'.~d'!,>y:tlie PAT 
Director or Assist;mt;J)irector .and the fucident,Ma~geri)ent iearato enSllre 

. thbrorrghness ofinvesi;igafibJrw.hiclJ. fuclu~s full~wing l:IJ.~•:Rainiet,'Sclio.ol Jucifumt 
Management map. . · • . . . , . • .. • . . •• .. , .. 

-~ Th,, QuaiitY, t,.s_S\lt/Plr;e Jnter{liscip'.lin.iizy T~ljlµ (Q~'.f) wllli:~ew ru:sk:Ben~fit 
• Analy~is and.tedi;cllori:,plal)ii thi;oi,ftli;IJ:r,e,ffil>:revieyr:11;o~ss:: 

o The Quality' A:ssru'.ltiC\> Atlv.isary.Tu,~,f (QAiiB) milf:inohli'et ® Aq\llJ:t'le!:lyba:sis:ro 
• initiate qjitillfy lrilproVement'acfivJ.fi;li:if O~ed: • '· 

·. :,.:.._, ·.~;, - . _:· .;··.; .:::•·, 

42 CF~JrJss.410:w1:o.z·Govemm:g'JBqi!y • • , .... , .. , .,- · 
• , ' ~:-~· 

The Staroment o'f:Ocwciencies:iodf,,ates·that<the :fucility. di(l.:µ6t ~,;e ~-were lllfi<qllllte f.isk 
:bi;nefil,an~~'ifort1i.e1JSl;l•.oi~~~;,'tli.ere Y,ll!'~:ail,fliiliatii'P.f/1:idi\s'~diires~ llie use 0f cltajr 
:restr~ts:oP,1her~·:were,plli/!¥'lit>i'ed~:~se-i):fth,;,i:eii!r~;,~id motcensure-iilltmls•W~ us ell .inly 
when thi::ie ,is ·a·needj·-dfil-.ilo't~~llilimiii'tighm.,OO!lJJlil#~;!iriit,~ian~-arith\ifiiing t)le use 
of ~1fillly.~ilidsttio~·.m4-fru .!iiifl'/,~¥itsf¢o\Jl~ 'V(itlllthe~$~ ef'tlf<i,~estrafuts; ilii:i 
nor ensure the ,.esil'.leiitl! s\ttmgfor fo#gjienQ'il.s-oftjnu;i.fu.r•inis ·w.ei-0::~ecked-and·monitt>red 
for:safety, ·ot thatr\!9i~ents\li>'~e.-i.rot:su'bj¢.#l!<i t(")//il~S;(t(iplg•ili'f thri>~ghiniUfie d\l,y .. Thf! . 
stat.ement ofiiefii:ieri'c;ies also:sta~•Ut~r!.a~ity.'diif 'liRtifi~'\lJ.e-Gonditiof,s-.o:(Jrai\icipation-fur 
-ticlive treattnent,,semceiMind.i.clien'l;\protecfm)lS, .. J'IS.nt/!:eii·iiho.'<c:- • • . • . . . . .. ', .. ,. . 

i.~:•, ·:· ' ·., .:., 

l) Howan.dwheriAli:eoon-{!.~tic>'oS'w~l'Alll11;>:' .:: 0 1'•'. 

Q llisklbenefit.anttl~is for-~ ~e-~f-restrau\is: 
T./ie fuci:fif#Jias;~f;d;tbataJ)si~sitiei:i.i. ~ frci>,i:rom'iimi~cesiiacy-remr-alnts by 
ootaining:a ,tlw_r~gh'·irsses&ment;·oflbe~~iJ!i~,nl'l,Vioo.by,~,li.P.'pr,opriate . 
. p1ofossfonaL ffa:r.el!tpx:'iive.ft.eviQe was T~e.ad\'4:tbdtiipienwnf:/ition:it was 
ref~ to· Ihm ,&ient's'!l)-1' fot<consideranon,iis tc'.iffue•reliitivebenefit and:.hanl'J,-of 
the dev.it:e,:anil if<tl:ie·b.mefit outweighed:the,bann,-compierrc:ii·of an .abridgement • 
f!mo· {adhoQ);.and'disaussion'Vlith.the·clients' ;guardians·to·the :risk and··.benef'its of the 

• device. Onc~•the lDT review had bee!l'-completed; the Information ( via cad hoc .format) . 
was sent-to·tl,e·Human Rights:Committee{HR.q for:review;·andsignatqres 
appro-ving use of:device were obtained: 

"' Policies; ' 
The fucility lmii ensured tlilif:<the ·current SOP a\l~S~g tk "i:Js·e of clurir restraints 
was updated. • • • 

·" Aianns: 
The facility has ensured that alarms used to notify attending.staff ofresidents' 
mol(~eiatin their bedroom will only be used during the timefunnes,desigoated in 
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'thcir•IHP. 1'b:<f•USe>.ofari'llllilln=to p.otify:e,ttending:st!lff of1he:i.1fonti:('ied,residents were 
revi.ewed·byihe·resident',~.:IDT-to tletennine if,awti:1P!'iallei!f:;t10 fonger11eedim,tbe • 
ala:r-m was disceme/;ted.:lf ~eteoniniid,t,:i:be.approj;,nate·.'fu'i>,.alartn.1sionJy used •during 
the0'timeqaines•ap '!lesign.atedfaihei:r:-JHP ,:as·revie.w.ed,by'!:l:Lelm.C l!l1d as reviewed 
and appr-0ve¢1!:r:t)le•~an. • • .' •• . 

., FQrtlter detiills-'On,'how .'ifuiJ when.tlQrrecffonswete mad().:telafud 't<l .acti:ve·treatment 
(,Wi'.95:),and'cli""\tprote<m.o)).s·(!Wl22) aredesciiibiid.above. 

• All eortections'.~~e!I!a~e liyMzy•,i, 20,s. . •. '· 
" .. 

. . . : . ' ' ,,. .. ; .... : . ··, : " . •. 
The systems :iliat:=atiiiin:Pla!Jll't<i=iniihltam ooroplirulce: • .. 

,; Rµik/ben¢fitatijiljs1s '(or.:th.e)use .of restr!ll!lts: : • . ·.:.. ,. . . • 
~ever ':i4e:.~e:o~,a$U_pportivi;.;~ is sqggesiea~;nll ,~Jientqy'that ciierit' s 
mt, .theffil'iililY;!!':Ot} v;r anct n~sli\isblffw.ill:assesil:fcf{ippi9pl'h.iteness, 
If.'apprqpt,iilte}j'h.e iissignedHP.A iln:aJ]abo(!iffon:.wifh. 1he OT,f.P'J;':-ai,,ij:n;it will· 
'i.!el:$min1\ith~'llF.~cJni:, i.i~Wbenefit;ljil.~y.si$ i1:>rme:ttse,~t\he,:,-.l!lti;amt.ifortne::1peoffic. 
·clieilt. ,l3n~~~t:t(},tlji;'i:le\e"1llll~rition,ofeadh,~ei~p ri&~dejit·liluil'Y,s.iS:eacb 
.pian:fo·,tise:tlie~~fuiamt{$).'lilill.besS1.'il1mitteilfbJ<Hrtmrui'.·~ghts·Oommittee:{$iR8),;inc! 
guardian <reVfe"'.c:a.nd-approv.a!. . • . •• • • . ' • • 

:Q .• P-0lioies: • • • • . . .,. .. • x • • 
'f,he,~at;.policy'.(iddtessi;J:g,ilkuse-0f llhajr-re~t~.{!le~!lfuie;p~;ii~~ Decisio.ns 
.Clrijd:e) ha/1,:ii.;en .. rI\v.i~ed :t)ftru, stiulilaroi0pepit}¥.i~tii.~m:e {SOP) oonnJi!.ttee-.1:o 
inolnde,dire\llloil ;r~gar4ing.11J1,Pr!1Priiaten.e~s of nst1'gt';\ya,:!ltll,pters•.of:i:isage.·an~ 
morutorii)g.eiµ\!ntrJ.,':mieP,(iliajl'hlis\be¢n,!;!glle(i'.l)yi~ii!S1J.i!(!l1t\l:en~ellt,ap.µ;is;,in 
use.. ' • • • 

. ··., \ ,. ,: 
... Afmms; ' •• ·: ,. ' 

Attentla~t:Co'llllSill',?r·lv:l~~a-(ACMsJ.,ars,v:e!\fo~g~kliy checks'to;~ tlll!f 
lh.e<llllliii;iiB:de.,iil~lt§dip ii;releVflht•rl.!ient's:il'J,P:.a~·:of\~ \is~ff\i8,;i\~scribei1<m·tllllt 
ffi'P.. MoritllJ,y#potts:ol'tliese:'cheo'k:s.=,b6ing,si/bniitte,Mo 'the'PA~•Pit:e'i.fuii:•for. 
reviewlitid.,actioiiis'1'.Wed~ • • : . • .': :. • • • 

" Furth~ iJeprlir;,¢~•$ie;,s~ttJ_tis-{~at,ate'in-J,W~~ ,iq,~~~,Pl,18!'.)~e~lateiho 
.acfu:e:tiootmei\t{\Y:1'~5Y111ia:e1iei.tt,prot~o~:.(W.µ2).ijl\'.B-,OO~Ccihed·'/lhov.e. .. . . , ·•, . . ' . · . 

• 3) ~ fh~'.~;ecti'<e~tioiJ.,;;,i!l;,~; jhi')tijtoien:~,'li~<fu~,fi~tl.)I~CtiOO doeil'¼iGt recur: 
• ~ Riskfben.efit~ysi~-:fo~'.the ~se bfa-dstraints: • . • ·: • • • • ' • • • 

.. il::restraints 11sl!rl~ili-clioo~ wi~1i;e-reviewe<i :ror continuedued1)ild/or . 
modification,.by fue ·client' sIDT. 'lf;~etermined,to ·be·helpful for full id~tified 
client' .s health ·mid safefy tlie-assjgnea.:HP A in.collaboration,withf.the 'Ot/PT~'ID'.f will 
ilete\:mine_ tlie·!11)ebific:r.is1dbenefit:analysis forthe'-r!Be·of restraint for-the,s_pecific • 
client Subsequentt.o the iieterIDlllllt:ion oftheris)doenefit aruilysis eii.ch,plan 'to use • 
lherestrafat(~) ,will be'iru.bmitteit:t0·'fjieHRC rotieview· and J~tuit'dian rev.ie:w and • 
approv,il. • 

., •Policies: 

'8 

. 
I. ' ,. 
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• 
·,. 

'The. current p11Jicy addressing fue, use of chair-restraints has h,een:reviewfld and. 
modified by tb.e S~ ~ Procedure (SOP} _eommntee·to inoluq!' direction 
regarding·appropriateness;.patameters ofusageantb.n1<;,nitorlngrequirements. 

<> Alarms; • • 

AlJ.alatms used to notify attending staff.of a clienf s movement/in and from their ·own 
• \ledroom will only be nsr,d during.the tcyie.frames desil!ilirt¢in,fhw ID}' and as. , 
reviewea bythe.HR.C ·and,ap:proyed.by tl1'l :gt18)'.dian. • Attendant COU11se1or•Mruiagers 
(ACMs) wiltperfqrm we~y-cb.ecks,io ensnm,thatthe al~r;¢ desciibed-in·a reJ.~ant ., 

• client's .IBP are·beiQg llSoo;as, descriqed -inihat IBP: Mo)'.\lhly reports 6f-'tlrese checks 
will be submitted sill tlie P.At D.mector· fur review and actimi.!fS needed. 

~ Further detl\illl·on how-the corrootive a~!i,oil wilFl,,~monitored to ensure the· deficient 
prad.ice.does11ot-rec\If"re1ated t.o active tremmeut--(Wf9S} and client protection;; 
(Jfifl2:2)·•are-des.cn1ied • .above: 

ReSPectfulJy, , 

~t~~d~t 
llaimer Soheol 

• 1'OBox600 
Buc1deyWA 98321 
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Citation Summary from the Lakeland Village Nursing Facility Survey 
• of 1/22/15 • 

F-167: A resident has the right to examine the results of the most recent survey 
and any plan of correction in effect. • • 

• S_urvey results, including citations resulting from complaint investigations, and 
plans-of-correction were not readily available in 6 of the 7 nursing·facility 
cottages. • 

• No actual harm. 

F-221: Residents have the right to be free from physical restraints that are not 
required to treat the resident's medical symptoms. 

• Three residents with intermittent continued use of restraining devices while in 
recliner/not following their restraint reduction plan; 2 residents with use of . 
restraining devices while on the toilet (one individual left for 40 minutes and the 
other person somewhere greater than 1 O minutes and· without supervision as per 

. the plan-of-care). 
• No actual harm. 

F226: The facility must develop and implement written policies and procedures 
that prohibit mistreatment, neglect, and abuse of residents and misappropriation 
of resident- property. 

• .Failure to implement policy for initiating investigation of a.fall for 1 sampled 
resident. 

• No actual harm. 

F246: Residents have the right to reside and receive services with reasonable • 
accommodations of individual needs and preferences. 

• Failure to accommodate resident need for positioning and comfort while resident 
in wheelchair and recliner. Lower extremities were left in a dependent position 
for extended periods of time without support. 

• No actual harm. 

F278: The assessment must accurately reflect the resident's status . . 

° Failure to ensure that the Minimum D~ta Set (MDS), a federal tool used to 
assess residents, accurately reflected the status of 7 residents . .The inaccuracies 
related to nursing restorative programs and restraint usage (1 resident}. 

• This placed resid~nts at risk for unidentified declines and unmet needs. 
a No actual harm. 



F2B2: The services provided or arranged by the facility must b.e provided by 
qualified persons and in accordance with each resident's'plan of care . 

., Failure to follow the' plan-of-care. to keep a resident up 30 minutes after meals. 
o No actual harm. 

F286: All resident assessments completed within the previous 15 months must 
be maintained in the resident's active record. 

o • Failure to maintain 15 months of resident MOS assessments OR to be readily 
available as needed/requested. 

o No actual harm. 

F287: Within seven days of completing an assessment, the assessment must be 
encoded and transmitted to CMS. • 

' 

a Failure to electronjcally transmit MOS assessments to the CMl:> system for 2 
residents. 

• No actual harm. 

F309: Each resident must receive necessary care and services to attain the 
highest possible level of functioning 

• Failure·to ensure management.of dialysis for 1 resident (no contract, failure to 
coordinate services, failure to-assess, document and evaluate) 

• Failure to assess a new skin issue when discovered as well as clinically 
assessing all residents risk for skin breakdown using a risk scale 

• Failure to ·manage pain for a resident who was on palliative care 
• Failure to ensure care and services provided to 2 residents who had issues with 

wheelchair positioning. 
• No· actual harm 

F-323: Resident environment must be as free of accident hazards as is possible. 

• Potentially hazardous chemicals not secured in 3 of 7 cottages. 
• No actual harm. 

F325: Residents maintain acceptable parameters of nutrition~! status. 

• Failure to ensure monitoring and evaluation for interventions put in place for 2 
residents at nutritional risk on nutritional supplements. 

o Placed at ·risk for decline. 
•• No actual harm. 

( 
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F-327: Residents are given sufficient fluid intake to maintain proper hydration 
and health. 

u Failure to ensure monitoring of MD ordered fluid restriction fc;ir 2 residents who 
were at risk for fluid deficit/fluid overload. 

• No actual harm. 

F-329: A resident's drug regimen must be free from unnecessary drugs. 

• 1 resident Vl(as given Versed (for anxiety) which was perceived by the 
administering nurse to be a seizure • . 

• 2 residents were on psychoactive medication without adequate indication for use, 
behavioral care plan, monitoring and evah,iation to ensure the continued use was 
appropriate. 

• No actual harm. 

F-332: The facility must ensure that it is free of medication error rates of five 
percent or greater. 

-. Medication errqr rate from medication pass observations was 14%. This was 
based on 27 opportunities and 4 errors. 

o No actual harm. 

F-356: The facility must ppst nurse staffing data at the beginning of each shift. 

• The fac;ility did not post the total number and actual hours worked by licensed 
nursing staff and certified nurses aides on a daily basis. 

• 7 of 7 cottages were without the required nurse staffing posting. 
• No actual harm. • 

F-363: Menus must meet the nutritional needs of residents. 

• ·Recipes were not followed and some menu items did not have recipes. 
• Menus were not followed .. 
o No ·actual harm. 

' . 
F-371: The facility must store, prepare, distribute and serve food under sanitary 
conditions: • 

• There were sanitation, hand washing, and infection control concerns in the 
kitch13n. . 

• Staff in· cottages were not trained in the safe preparation and serving of food 
when preparing food for residents in 3 of 7 cottages. 

o No actual harm. 



F425: The facility must employ or obtain the services of a licensed pharmacist ( 
who provides consultation on all aspects of the provision of pharmacy services 
in the facility. • 

• Facility did not ensure the accurate dispensing and administration of drugs·. 
• Med[cation administration issues vyith the crushing of meds that should not be· 

crushed. 
o Failure to follow facility policy in the timing of administration of dietary 

supplements. 
• Failure to ensure cle~r and understandable directives for use of-bowel protocol 
• No actual harm. . 

F-428: the drug regimen of each resident must be reviewed at least once a month 
by a licensed pharmacist. 

• Facility. failed to ensure the resident's physician responded to _the pharmacist's 
recommendations for 13 of 39 sampled residents. 

• No actual harm. • • 

F-441: The facility must ma'intain an Infection Controi Program designed to 
provide a safe, sanitary and comfortable environment. 

• Multiple issues with infection control principles to include hand washing, cross
contami,nation in improper use/removal of gloves, 'inconsistent donning and 
doffing of persol)al protective equipment for residents requiring precautions, 
inconsistent attentiveness to scheduled cleaning of equipment and devices used 
by multiple residents and/or same resident (such as the restraining device (.1sed 
by multiple residents on the toilet). 

• No actual harm. 

F-514: The facility must maintain clinical records on each resident in accordance 
with accepted professional standards. • . . 

• Failure to ensure the timely inclusion of lab reports, hospital admissions, and 
Dietician evaluations in the clinical record.· 

• Failure to consistently document the administration of medication and to ensure 
information was filed in the correct-resident record .. 

• No actual harm. 

l 
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Citati~n ~ummary froni the Lakeland Village ICF Survey dated 1/27/15 

W-100: This is a federal Condition qf Participation for !CF services. 
o The facility did not ensure that resident;; received .continuous !:lctive treatment 

programs that included aggressive and consistent implemeritatio.n of formal and 
informal tq;iining programs and supports. 

W-102:, The facility must ensure that specific 9.0V~ming body and management . 
requirements arefr1et 

0 The governing body failed to exercise general operafing direqtion over the. facil,ity. 
This resulted in two federal Conditions of Participation riot being met. The unmet 
Conditions included Active Treatment and Client Protections. 

W0104: The facility must exercise general poiicy, budget, and operating direction 
over .the faciiity. 

•· Facility maintenance was not ·completed as neec{ed • 
• No system was developed to deter-mine when repi:iirs were completed 
• Restraints wete not used \f\/ithout an· assessment and monitoring protocols 
• Equipment used by residents was not cle!:ln . 
• "This failure phaced residents in the situation of liiling in homes in need of repair, 

. having to USE;! unsanitary equipment, and. to .be re.strained without proper 
assessment and .safeguard." • 

W122: The facility must ensure that specific client protection requirements are 
met • • 

• Facility failed to develop and implement systems that identified, immec_liately 
reported, thoroughly investigated, and documented pr-otections.i_n all allegations 
of.abuse/neglect/mistreatment. 

• Facility implemented restrictions without assessments and proper abridgements. 

W125: The fac.ility must ensure the rights of all clients. 

):he facility failed to eni:;ure the rights of 17 residents 
Examples inch,ide: 

• Ob~tructing views from bedroom windows 
• Using mattresses with lips on the edges· . 
0 Locking doors i11 a cottage that prevented ll;Joving about the. cottage 
•:' locked i.tp resident's money 
• '· Locked up faucet handles to.showers 
o Denied free access to resident's personal belonging's Without due process 
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W127: The facility must ensure thafcclients are not subjected to physical, verbal, (--
sexual or psychological abuse or punishment. • 

• The facility failed-to ensure that residents were not sub]ected to· abuse. The • 
citation described one well-known ·staff-to-resident incident that resulted ln a 
bruise on the chest for the resident. • 

• One staff member also slated that he had not read the DOA policy on Abuse 
(5.13), but had signed the training sheet on file indicating that he had.read it, . 

• There was no folloW-up by a cottage manager to ensure that !ltaff reviewed ttie 
required written-training information. 

W130: The facility :must.ensure privacy during treatment and care of personal 
needs. • .•· • · . .. ' 

• The facility failed to ensure resident's privacy was protected when -using the 
bathroom, because· bathroom windows in 'one cottage did not have curtains. 

W148: The facility must promptly notify parents or _guardians about significant 
incidents or ch,mges in condition. • 

• 1he facility failed to .inform guardians of allegations of seri9us inciden'ts involving 
8 residents. 

' 
W149: The facility _must develop and implement W~itten policies and procedures 
that prohibit mistreatment, neglect _or abuse. 

This failure placed all residents at risk of abuse. The facility failed to: 
• Develop _and implement policy which res_ulted in the immecjiate reporting of 

-allegations of abuse 
• Thoroughly investigate. all incidents 
• Take protection measures When ensyred that residel'lts. would not be subjeeted 

to further apuse/neglect/misfreatment . • 

Specific areas of concern included no documentation of delays in reporting ,incidents of 
abuse & neglect to the Administrator resulted in the alleged perpetrator :remaining on 
duty With residents during that time. 

W153: The fai;:ility must ensure that all allegations.of mistreatment, ·neglect or 
abuse, as Well.as-injuries of.unknown source are.r!;)porteci immediately,·to the 
administrator and other officials as r~qµired ,by state l,iW. 

• In 6 of 26 incidents that were reviewed, t~.e facility fail_eq to immediately report to· 
·the Administrator. This prevented the facility administrator from beir:)g able to. 
take immediate protective action. • • 
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r· W154: The facility must have evidence that-all alleged violations are thoroughly 
'investigated, • ••• • 

• In 5 of 26 allegations of abuse/neglect/mistreatment, the facility failed to conduct 
a thorough inveitigation. This pre\iente.d the facility from fuily understanding 
what had happened tq residents so that appropriate corrective actior.r cou!d be 
taken. • • , . • • 

W155: The facility must pteventfurther potentiaLabuse While the investigation is 
in pr.ogress. 

• During the investigation of incidents of staff-to-resident abuse, ti,e facility failed to., • 
document the implementation of .protective actions f9r 4 residents. ' . 

• The examples. that i,yete given primarily related to the inability to determine if the 
delays in notifyirig the administr.itor of the alleged incident had resulted in the 
alleg_ed perpetrator remaining on unsupervised duty with f(:)sidehts. • 

• The examples of reporting delay_s were one. to three hours, 
• -l'Y,lodified staff reassignments al19wed co~tinued access to residents apd did not 

provide specific para1T1eters of the reassignment. 

W186: The facility must provide slifficient direct c.are staff to manage and 
Sl!pervise clients. 

•, The facility failed .to ensure that sufficient staff were availabl~ to· m_eet the needs 
of 4 residents. 

• Cited examples included observations c;>f residents that were not consistently 
involved in an active treatment program -intended to teacti skills or inqrease 
independence. . 

• Documented observation .periods were from 1-3 hours oh rnultiple days. 
• Direct care staff reported thatthey haq numerous responsibilities wliich 

prevented them from conslstently lmplementirig·individual programming. These 
responsibilities included taking residents to. appointments in the community and 
on campus,. maintaining one-on-one coverage, re11ponding fo a resider:it with .. 
convales~nt health issues, assuring that meals 13nd snacks were served., 
meetin_g health and hygiene needs of residents etc. 

• One staff member indicated that atoileti_ng positioning_ device (restraint) was 
tlsed when she wa~ unabl!:l to remain-with the resident during toileting activities. 

• . ... •. ' 

W'.I 92: For employees who work with clients, training must focus- on ,skills and· 
competenc;ie!! clirected towai:-d clients'-health needs. 

• The facility f1;1iled to· develop and implement-a systerri IQ assure that staff 
r~ceived training arid 'demonstrated competency for 1 resident-who was, 
recovering from a fractured hip. 
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• No system was developed to assure all staff Were trained on'the specifics of the· (" l 
resident's walking plan and no oversight to assure the walking plan was properly • -- •' 
implemented. ' 

, 

W195: This is a federal Condition of Participation related to Active Treatment. 

o. The fc;1cility failed to develop and implement systems that resulted in residents 
receiving consistently implemented plans based on flinctionally asse$seid needs 
which promoted self-mariagementand independence, 

I , 

W196: Each client must receive a continuous active treatment program which 
includes aggressive, consistent implementation of specialized and generic 
training, treatment,"health and related serv:ices directed 'toward self-determination 
and independence, and prevention' of decline in skills. _ • 

' . . .• 

•· Active treatment pr,ogram issues were identified for 3 of 12 residents that were. 
reviewed. These issues prevented residents from acquiring• skills to increase 
their indeper:idence. • • 

, 
W214: The comprehensive functional assessment must identify the client!s 
specific developmental ancl. behavioral n'lan;:igement need,s. .. 

( ") 
• • The facility f;:iiled tci asseis current daily living skills alid identify prioritized ~eeds -

to be addressed for 2 of 12 residents that were reviewed. 

W227: -The individual program plan states specific objectives necessary to meet 
the client's needs. • 

1· _; 

• The facility failep to qevelop objectives to address behaviors for 2 of 12 residents 
reviewed. This impc;1cted resident's ability to.fl:fnction in daily life by not having· 
appropriate interve_ntions .developed. 

W240: The individual program mus.t·describe relevant interventions to support 
the individual toward independence; • • 

• The'facility failed to develop written instructions to staff about the use of a gait 
belt, a wheelchair, and the implementation ota·walking prpgram for 1 resii:ient 
who was recovering from a fracture. This prevented the resident frO\TI functioning. 
at a more independent'level. • 

W242: The_ individual program 111ust jncllide, for those clients who lack them,. 
training, in personal skills essential for privacy and independence. 

• The fa~ility failed to include training p;ograms in basi~- skills areas fci_r 1 of 12' 
residents reviewed. 
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W247: The individual program plan must include opportunities for client choice 
and self-management. 

° For 7 residents, the facility failed to create situations which promoted their ability 
to manage daily routines. The facility adhered to a strict meal time which 
frequently resulted in residents sitting at the table for extended periods of time 
waiting for the meal, and not encouraging residents to help prepare their food, 

W249: As soon as the interdisciplinary team has formulated a client's individual 
program plan, each client must receive a continuous active treatment program. 

• The facility fai,led to assure individual program plans were consistently 
implemented for 3 of 12 residents reviewed, 

W250: The facility must develop an active treatment schedule that outlines the 
current active treatment program and that is readily available for review by 
relevant staff. 

• The facility failed to develop a schedule designed to direct tne daily activities of· 
staff and residents in the irriplementation of active treatment programs for 3 
residents. "This failure prevented staff from knowing what to do with the 
residents." 

W255: The individual program must be reviewed by the qualified mental 
, retardation professional and revised as necessary.' 

• The facility failed to assure revisions werEj• made to the individual habilitation 
program for 1 of 12 residents reviewed, 

W290: "As needed" programs to control inappropriate behavior are not 
permitted. • 

• The facility failed to justify the inclusion of a highly restrictive procepure to 
manage behavior for 1 resident 

• The resident wor~ an electronic bracelet to assist staff in locating the resident, in 
the event that he/she could not be found. The device had not been used in more 
than two years, according to staff. • • 

W301: A client placed in a restraint must be checked at least every 30 minutes by 
staff trained in the use of restraints. 

o No system was developed for staff to monitor residents who were placed in a 
toilet positioning device that was restrictive, One resident was described in the 
citation, 
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W460: Each client mu.st receive a 'nourishing, well-balanced diet. 
• A specially prescribed diet was not followed for 1 r(;)sident. 
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••w l54 Staff Treatment of Cl!etlls • 

• The electronic Incident report database wlll be modified to Include client, type of ln)ury, alleged 
abuse/neglect, client to client aitercatlon, shlfl; complaint resolution notlflcatlon, and guardian 
contact, This wlll allow for enhanced ldantlflcatfcih oftrends. Modification is expected to ha 
·completed by 02/12/15, 

• 

• 

• 

.. 

• 

• 

• 

• 

The office of the Appointing Authority wm maintain a d~ta base that Identifies alleged 
perpetratorfs) Involved in abuse/neglect lncrdeQts, The data will also track the outc~mes of ihe 
Investigation, This data base ls·expected to be op~ratlonal by 02/12/15, 

The lnterdlsclplfnaryTeam will monitor client to client altercations and recommend changes, 
This wlli Include the need fo~ eiivlronmental modiflcatlons,or Increase In supervision, Behavior 
Support Pl~ns (B~P) wlll ~• ,nodlfleil wlth any add(tional positiv~ approaches/Interventions, 
'In cases Involving alteged abuse/neglect, Licensed Nursing wlll complote Acute Care Plan~ for 
any Injuries and establish monltorlng•crl.terla /or p;ychologlcal harm. 'fhe monitoring wllf occur 
fora,! least 72 {lours following Incidents that Involve alleged abuse/neglect, 
When a client I, Involved In alleged abuse/neglect lncldent the Psychologist wll/ revrew the cOent 
unit record fC[!R) progress notes ~nd ass.ass the client for signs and symptoms ofpsycholoBlcal 
harm and provide any counsellliig seivlces when lhdlcated, • • 
Where data Indicates trends of staff alleged abuse/neglect or cll~nt to client altercations the 
sup~rlnfendent wlll calt for additional lnvestlgatlan, • 
lnterdlsclplinary Team wlll Identify cotrnges where client to client _alterc~tlon or allegod staff 
abuse/neglect Is occurring on fffreCJUent basis and conduct a root cause analysis with the 
assistance from theRffC Quality Management Coordinator and Inform the !CF QA committee, 
The monthly !CF Quallty.ASsorance Committee will Include Incident trending as a standing 
agenda Item .. 

• Th~ 'Human Rights committee will analyze locldent.trendlng data related to client to client 
altercatlon a~d allegations of ab~e/neglect and all restrictive practices at Lakeland Vlllage. 

When corrective a,ctlon wlll ha accomplished?' 

4/15/201.S 

The title of the person or persons responslble to ensure·correctlon for each deficiency, Supeli~tendent 
and ICF PAT Director 
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Plan of Correction 

How the corrective action will be acco111p1ished for tho sample lndlVlduals found to have bu.on 
aff~cted by·the deflclerit practice ' 

• For ResldentsJllll,ll1f11l:lS Thq Abatement Plan Jdentllles th~! the superlntendent/Deslgoee wll! 
-ensure ~o li.lf"lher potentlnl abu.ie wlli"occur while the !nvo'stlgatlon Is In progress. 

Fornesldent ff 16· The Facility has Implemented protective measures for the Identified Individual by 
the jollowlng: • 

• The alleged perp.etrator was f~lly· reassigned to the n 
January 16, 2015, . . 

• After consultation with the survey Team the alleged perpetratorwas fully reassigned to the 
on January 21, 20l5 a position In which she has staff 

avaliab!e to ensure supervision at ~II.limes, • 
• A refwral related to the Incident of alleged abuse was made to by. 

the sup_erlntendei,t or 1/29/15. 
• • The •ll•&ed perpetrator wlll remain on raass\gnmentwllh no unsupervised centactwlth 

vulnerable adults at l.a!ieland VIiiage at least ~ntll the current hivestlgatloo by 
-lsw.mpleted, • • 

• The alleged perpetrator was !11formad of \he supe rvislon guidelines contained In the ; 
reassignment letter on 01/16/'J.5 and again on 01/21/15. • • 

• The Appolntll1!\ Authority (Superintendent) has.reviewed the Compliance lnvestlgatlod Manager 
(CIM) S•day lnvestlg~t\on re))Orts (3/14/14 and l'/23/15) and determined that no other l\l)tlon Is 

·neeaed at thls time to protect the Identified indlvld1r,ll from the alleged perpetrat9r based on • 
thatroport, The Appointing AuthorJty not\Oed the guardlan'Dn01/i6/1S about the alleged 
abuse and t!ie actions taken In re~onse. . 

• • The Appointing Authority will take furthei corrective action related to.abuse/neglact If Indicated 
following recelpt'of the APS Investigation. 

H~y, the facility WJII _fdenllfy lither lndlylduals who have the potant!al to be af[c~ted by the same 
deficient practice and how It will act to protect lndlv1duals In slmllar situations I 

AU staff ,rt the f,ac111tyare mantlatory reporters, This Includes contractors, volunteers, Interns, and w:ork 
stgdy stude~ts; All Facllity staff have been retra\ned to mandatory report)ng requirements on ianuary 
26, 'l.7, 28, 29 and February I? and 6, 20l5.All Facllltystaf/-wlll report every Incident of observed, 
reported;or suspected abandonmdnt,'abuse, flnanclal el!ploltatlon, neglect or self-neglect of children 
and vulnerable adults. Injuries of unknown origin must be lnvestlgated If unwitnessed or could-not be 
explained by the client a~d lf the Injury raises suspicion o[ po~sible nbvse.and neglect based on the 
ext~nt, location, number of ln)urles observed hi lime or over a period of time. 10 the ~xtent possible 
and appropriate to the sltua\lon, the reporte/ WIii provide lmm•dlo\e protection and safety. Once 
pr_otectlon and safety ls-achieved the reporter wlll ll;'medlat~ly: 

\ 
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• The electronic Incident report database WIii be modified to Include client, type of Injury, alleged 
abuse/neglec(, client to cllent aitercatlon, shift', complaint resolution notification, and guardian 
tontact, Thlswlll allow for enhanced ldentlflcatloi1 of trends. Modification Is expected to be 
·completed by 02/12/15. 

• The office of the Ap~olntlng AUthorlty wlll maintain a d~ta base that Identifies alleged· 
perpetrator(s) lnvo.lved In abuse/neglect Incidents: The data will also track th~outcomes ofihe 
Investigation, This data base Is ·expected to be operational by 02/12/15, 

• The Interdisciplinary Team will monltorcllent to ~nent aliercatlons and recommend changes, 
This wlli Include the need for. e~vlronmental modlflcatlons,-or increase In supervision, Behavior 
Support Pi~ns (BSP) wlll be mo<llfletl with any additional positive approaches/Interventions. 

• In cases lnvolvln~ alleged abuse/neglect, Llcensect'°Nurslng wlllwmplete Acute Care Plans for 
atiY Injuries and establish monitorlng•crlieria for psychologlcaf harm. The monitoring will o·ccur 
for at least 72 ~ours folJoWlng Incidents that Involve alleged ob use/neglect, 

. • Wilen a cllant Is Involved In alleged abuse/neglect Incident the Psychologlst wlll revlew the cflent 
unit r.ecord [CUR) progress notes ~1\d assess the client for signs and symptoms of psycholo_gfcal 
harm and provide any counseUlng services when Indicated. • • 

• Where data Indicates trends of staff alleged abuse/neglect or.cll!Tnt to client altercations the 
su,,;,rln\endent wlll call foYad.dlUonal Investigation,· 

• lnterdlsclpllnary Team wlll Identify cottages where client to cllent_alterc,Jtlon or ~lloged staff 
abuse/neglect ls occurring on irfrequent basis and·conducr a root cause analysis with the 
assistance from the'RHC Quality Management Coordinator and Inform the !CF QA committee, 

• The mohthly ICF Quality.Assurance comm1ttea will Include Incident trending as a standing 
agenda Item .. 

• • ThaHuman Rights committee wlll·analyze Jncldeilt.trendlng data rnlated to client to client 
altercation aryd <1fl:gatlons of abuse/neglect and all restrictive practlcesat Lakeland VIiiage. 

When corrective a_ctlon ~fll be accomplished?' 

4/15/2015 

The title of the person or persons responsible to ensure· correction for each deficiency, Superintendent 
and ICF PAT Director 
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Plan of Correction 

'\-tow the oorrectlve action will be accomplished for tho sample indlVlduals found to have baen 
afi~cted by \he deflcle1it practlci, ' 

• r-or Residents 1113,1114,#:15 Th~ Abatement Plan ldeotffles that the Superlntendent/Designee wm 
-ensure _no further potential nbu.;e w!n'oca\lr while the Investigation Is In progress. 

For Resldenl II 16· The Fac!Uty has Implemented protective measures for the ldent{!led lndhlldual by 
the following: 

Th• alleged perpetrator was f~lly reassigned to the on 
January 16, 2015, . 

• After consultation wlth the Survey Teall\ the ~lleged perpetrator was fully. reassigned to the 
on January 23, 20H a position In which she has staff 

available to ensure supervision at ull,l!mes, • 
• A referral related io the Incident of alleged abuso was made t by. 

the sup~rlntendent op 1/29/15, 
, • Tho ullo~od porpetra\or wl!I romaln on r••tslsnrnantwlth no unsup,,rvlsod oontnot with 

vulnerable a.dulls at Lakeland Vlllnga at least ~ntll the current Investigation by 
-lsc9mpleted. • • 

• The alleged perpetrator was Informed of the s11pervislon guldellnQs contained In the : 
reassignment letter on 01/16/15 and again on Ol/21/lS, • • • 

• Tho Appointing Authority !Suporln\endent) has.reylewed the Compliance 1nvest1tiat!ort Monagcr 
{CIM) 5-day lnwstlgat\on reports (8/14/M and 17ZS/15) and determined that no oti,er action Is 

•needed atthls time to protect the ldentlfted lndlvidl!"I from the alleged parpetratQr based on • • 
• that report, The Appolntl,ng Autho;lty notlfied the guardian on Ol/16/15 about the alleged 

abuse and the actions taken In rewall!e. 
• • The Appointing Mthorlty-wlll take furthe, corrective action related toJtbuse/neglect lf Indicated 

• following recelpfof thn APS Investigation. 

How the faol!ftywlll ldentlfyothodndlvtduals who have the potentfal to be affetted by tho same 
tieilclent praotlce an'd how It wlll net to protect Individuals In slmfl~r slluntlons? • . . 
All staff at the Facllltyaro mandatory reporters. This Includes contractors, vollinteers, Interns, and w:ork 
study students; All r-acll!ty staff have been retrained to mandatory reportJng requirements on Jnnuary 
2s; 27, 28, 29 and Februaiy sand 6, 201s. All Facility stalr.wlll report every Incident of observed, 
reporled;or suspected abandonment/abuse, financial exploltation, neglect or self-neglect of children· 
and VUlMrable adults. Injuries of unknown origin must be lnvest111ated If unwitnessed or could not be 
explained by the client and If the lll)ury raises suspicion of. possible abuse and tteglect based on the 
extent, location, number of lnJurles observed In time or over a period of time. To the extant posslblo 
and appropriate to the situation, the reportsrwlll provide lmmedfnt~ protection and safety. once 
Pr.oteetion and safety ls'achleved the raporterwlll tr;,medlately: 

( 
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• Notify the on-duty authority to ensure continued cllent{s) .pMeclfon. 
• Provide supervision until the on-duty.authority arrives and removes the alleged perpetrator 

from clla_nt care. 
• Contact the Coniplalnt Resolutron Uhlt (CRtJ),. 
~ Notlfy_the Appoinilrig Authority immediately for.anyfurther Instructions. 

The on-duty authority w/11: • 

• Escort thealleged perpetrator to ihe Support Oiflce of the Superintendent (SOS), noting the 
time when this occurs, • • 

-• Contact law efifortement as applicable, 
• • Preserve evidence,_ .. 
• Contactthe person's guardian, . 
• Ensure 'facility procedural'lncldent reporting Is follqwed, 

The AppoinUng Authority will Immediately reassign.an a'Ueged perpetrator to a position In which he or . 
she wlll have no unsi1pervlsild contact with anyyulnerable _adult. The alleged perpetratorw/11 remain In 
r~asslgnment status with no unsupervised access to vulnerable.adults af least until all relevant 
Investigations (CIM, APS, and/or law enforcement) are 1:9mplete. In, the event that there Is no /Ina! 
report from the Investigating entity, the Appointing A4thorlty wlll determine whether continued 
reassignment of the alleged perpetrator c,mtlnues to be necessary to ensure the safetyofvutn·erable 
adults. • " • ' 

The Appqlntlng Authority WIii thproughly review the Investigation and take apprbprlate disciplinary 
action ~P to and Including.termination of employment. 

What measures wlll be put Into place or systemic changes that will b•. made to ensure that th! 
deficient pr_actlce will not recur, 

• TheAppolnllngAuthorltywlfffmmedf¥te[y reassign.an alleged perpetrator to a position In which 
he or she wlll have no.unsupervised contact With ~ny vulnerable adult, ' 

o The alleged perpetrator wm remain In reassignment status with no unsupervised access to 
vuiner'able adults et l~ast untli au relevant Investigations fCIM, APS, and/or law enforcement) 
are complete, , 

• In the event thatthere Is no final report from tlw lnvesllgatlng entity, the Appointing Authority 
wllf detennlne w~eth~r continued reasslgnmenfof the alleged perpetrator oontlnu·os to be 
necessaryto.ensur~ the safety of vulnerable adults. 

How wlll the fadllty monitor Its corrective actions/performance to ensure that the deficient practfce Is 
being corrected and wlli not recur, (l,e, what program wlll be putlnto place-to monitor th_&conllnued 
effectiveness oft~• systematic change to.ensure thatsolutlo~s are permanent, 

• The olflce of the AppolnUng Authorltywl/l malnblln a data base that Identifies a!leged 
perpetrator(s) Involved In abuse/neglect Incidents, The data will a!so track the outcomes'of the 

• Investigation • 
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• Where data indicates trends of sta(I alleged abuse/neglect or client to client altercations the 
superintendent will call for-addltlonal Investigation. 

• When corrective action will be accomplished? 4/15/2015 

The title of the person or parsons responsible to ensure _correction for each deficiency? 
Suparlntende_nt an~ ICr PAT Director 

,. 
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Plan of Correction 

How the corrective action wit! be accomplished for the sample lndlvlcluals found to have been 
affected by the deflcl~nt practlc;? #4, 1111, //:/.7, #47 • • 

t• The facHlty.'wm adJus\ staffing ratios by reassignments or 11•w hlr~, to meet the lndlvlduall,ed • 
needs of residents 114, #11, Resident II 4, 1111 ware assessed In the past to no longer benefit 
ftom Adult Training.Program, {ATP), the I_DTwlll reevaluate the needs ofresldel')ts 114, 1111 and .
reintroduce them to the Adult Training Program area, ·11 residents 114 and·1111 are evaluated and 
Adult Training J>rograms are without benefit, staff wm be assigned to the cottage to assist with 
(/PP) active treatment training. Staff.working at the AT? wlfl be deployed to the cottage to assist 

• _With lndivldllal program plans {!PP) training need~· during breakfast and lunch meals. 
• Fo_rresldents 114 and 1111 the factlltywlll explore the potential transfer to anothercoltage that Is 

not at full capacity ofre;ldents (15). The IDTwili convene to discuss poientlal movement within 
the ICF facll!tyto better match the Intensity ofoeeds to cottages that are not at capacity. 

•. The faclllty will adjust st~llipg ratios by reassignments or new.hires during s~lft 2 fo; residents 
ff 4, 1111 so adequate staffing are available to provide for lndiv!duall,ed Program Plans includh)g 
the acquisition of skills and opportunities for preferred actlvltles l:ioth oo and off cottage, • 
Resident 114, 11i1 will continue to self-manage to the ext~nt possible taking Into account thelt 
development~! needs, Self·manag;menf may.Include prompting and direct physical assistance 
with actiVltles of dally 11\ilng (ADL) ia achieve success, . . 

• lfa"tldltlonal-staffing are required to meetthe_needs of resident 1/4 and 11:trl requests wlll be 
made to Increase the staffing levels of tl)e specific cottages. . 

• For Resldant 1117 An Evaluation Request has been sent to- Occupational Therapy forrevlew of 
·Toilet Positioning Device. 

• Based on docdnielitatlon contained In W-186.lt appears that resident 1147 did attend the • 
Wrangle Inn for her-lunchtime meal, Staff from Adult ,raining program will provided assfstance . . 
to· meet her choice of·eatlng of/ cottage. 

, How the faclllty wlll ldentlfy other lndlvlduals who have tho potential to be affected bvthe same 
deJiclent practice and hoy., It WIii act to protect Individuals In' similar situations? 

• The facility will adjust staffing ratios by reassignments or new.hires In order to have sufficient 
staff available to ~ddress the unique needs of each resident. Aciive treatment wlll address 
indlvidu_allied client needs and strengllis. The·goal for each Individual wllJ encompass personal 
skills, home living skllls, community IM~g skllls," eo,pJoymentskllls, in order to Increase self"' •• 
determination and Independence, • _ • 

• The facllltywlll Involve eacb res!dent ln the deve)opment of active treatment objects to extent 
possible basect·on choice and preference. Cottage staffing ratios wlll be ad/usted b&yond • 
minimum· staffing ratios In order to meet the continuous actlve treatment needs of each 
participant. • 
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• Staffing ratios for each cottage will be evaluated py the 1c, PAT Dlrector/Resldentlal services . 
Coordinators to Include arevlew_"of the level ol supervision/support needed for each resident to 
maintain safety and ?rovlde aggressive active treatment, 

• If staffing neeµs a.re found to be Inadequate, a request for addition al Full Tlme Employees (FTEs) 
will be submitted to DOA central Office, 

What measures will be put l~to place or systemic changes that wlll be made to ensure that the . 
deficient practice will not racur? 

• Staff expectation will Include the need for coll\lnuous reinforcement ofappropriate behavjor, 
rotation of attentlon·to active~ engage Individuals In preferred acilvlt!esdeslgned to.promote 
Independence and self-determination.· 

• Formal programml~g will be prioritized based on Individual nee.ds and c~olce, 

• Active treatment training opportunities will focus on sk!lls necessary to ltve as Independently as 
possible. Active treatment opportunities will be encouraged during formal training and 
throughout the day consistent with naturally occu_rrlng opportunities. 

• staffwlll ~~monstrnte.formal and infor.mal training du(lng the natural rhythm of each day .. 
Individual. formal objects wlll be measmed and advanced based on.acquisition of skills. . . 

. • The IDT-Will d~termlne Whlchskllls are moved·to Informal training opportunities and which skills 
. formal co!lectlon'of data Is required, . 

• Staffing ratios for each cottage wlll be evaluated by the /CF PAT Director/Residential Services 
Coordinators based on the level of supervision/support n·eaded for the resld~nt to ;aintaln 
safety. and aB!!resslve active treatment. If stalling needs are found to be !~adequate a request 
for additional PTEs will be submitted_ to Df>.A Central Office, 

• • Clrcun:istances that may require an acl)ustment In staffing ratios-may Include but are not ll!l)lted 
to: significant change_ln resident functlo~lng related to medical Issues related to resident injury, 

. Illness; acuity of behavioral management needs within the cottage or envlronme.ntal Issues 
needing re·solutlon 

How wlll the facility monitor Its corrective actions/performance to ensure that the dsflcfont pmctlce Is 
being corrected and wJII not recur, {I.a, what program wlll be put Into place to monitor the co~tlnuetl 
effactlvene&s of the systematic change to ensure that soiut1011s are parm~n•~I? • 

• • Each Comprehensive Assessment (lndlvldual Habllltatlon Plan] and related assessments, 
combined with Individual choice.and prefarel\ces wm formulate the lndlvlduallzed Program Plan. 
The QIDP wlll monitor through data coll•ctlon and advance objectives as appropriate. The IDT 
through case cohference 'wm meet lo suggest changes or ellmln~te any bartlers for co~tlnued ,. . ' 
success. Individuals, Families, Guardians are encouraged to provide Input bnd·partlclpa!lon In 
the _Individualized comprehensive Plan. 

.. 
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• ACMs/AP Supervisors will begln mpnthly spot checks to ensure the lndlvlduallzed Aotfve 
Treatment Schedules are consistent with resident objectives and occurring at nat~ra/ly occurring 
times and· submit ilndlngs to the QA Team Committee 

• ICF PAT Director/Residential Services Coordlnators wlll review staffing ratios as needed and 
maintain dally communication related_to resident need~•for support and supervision, • 

When correctrve action will be accompllshedr Direct care Staffing Ratios will lie adjusted by 
4/15/2015 • 

Th~ tl!le of the person or persons raspouslbla to ensura corroc!lon for each deficiency? 

Superintendent, /CF PAT Director, Developmental Disabllitles-Adminlstrator, Habllltation Program 
Administrator (HPA} ' • 
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Plan of Correctlo n 

· How the cotrective.actlon will be accomplished for the sample individuals found to have been 

affected by the deficient practice 

- • Resident# 4 was recovering from'·a fractured hip sustained on 8/31/2014. 
o U)ion investigating this deficiency, the facility found the following information: 
o Training from Physical Therapy (PT) occurred on 9/5/2014 to include, 2 f>er$on 

s~and-Plvot Transfer with gait belt, use of niechanlcal lift to regain mobility ~nd 
rely less on the use·of a wheelchair. ln total, 19 Direct Care Staff signed· to • 
report they had been traired by PT, who In-serviced staff on the cottage In In

vivo fashion. 
o For resident 114, PTbegsn.on 9/8/2014 • 
o PT was discontinued on 12/22/2014 
o PT wrote progress 12/22/2014 note that he recommended that Resident 114 

.shou/d'be walked with gait belt by 1-2 staff with 1 staff"fottowlng with • • 

wheelchair. 
9 ·PT last progress note on 12/29/20i4 stated that l/4maywalk on cotta~e with 

gait belt and assistance of 1-2 staff 
' 

HPA updated Resident_/t4's IHP to include the current PT recommendations on 
.l/22/201~ upon r~ceipt of tlie Therapy Orders from PT. • 

· • An e-mail ~a~ sent to the ACM regarding the need to revisit the expectations of direct 

care staff related~ recelvtng and the signing for trainini,. 
• A discussion with the PT will emphasii;e the importance of immediately presenting the 

Therapy Orders to the QIDP/HPA for.incluslpn into the IHP/Dlrect care.Flow Sheets. . . . 
• .How the facility-will identify other Individuals who have the potent/al to be affected by the 

same deficient practice and pow It wJII act to protect Individuals In slmilar sltuations?During a 
r~sident's hospital stay- Daily _communication· (d,y shift) will occur between Team Leader RN or 
deslgnee and .nurse for admlit~d client in.hospital. Cpntact will be documented on daily contact 
form and will be entered Into 'progress note section of CUR, • • 

• on vieekend/afterhours- Dallnommuni~ation between Resource RN (day shift) and nurs.e at 

hospital will occur during hospital stay. 
• When date of discharge Is determined, the day shift Resource or Team Le,der will make contact 

with nurse at hospital-for Nurse'to N.urse Verbal Report (on form). 
If the cottage nurse, staff or RSC is contacted by the hospital staff for a report or discharge 
infol'l)'lation, refer them to the Resource RN or Team Leader RN for report of Information. -

MD/ARNP and HPAwill be notified f?Y Team Leader RN/ Resource ~urse of discharge Nurse t~ 
Nurse report and w11/ receive a copy of the report with any med changes/special 

therapies/equipment needed; 
• • For ER visits not resultlng in admission to hospital- If client has not returned in 3'hours, the 

Reso~rce nurse orTeaipleader will be contacting the ER nurse fora report oh client status. If 

.l 
( 
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afterhours or weekend, the MD/ARNP on•call WIii be contacted wlth Information and possible 

orders. 
• After discharge packet is received from hospital, the written Instructions regarding specia! care/ 

lie~lth needs related to a client's recent hospital stay or post-op c;are is In-serviced with 
appropriate DC staff as reqlilred by resident's condition. 

• All staff who work with residents who are returning from hosp Ital treatment for any reason or 
who have identified and assi,ssed needs related to hip fra'ctures/moblllty Issues will .be trained 

'by.PT staff for on/off cottage Jl)Obillty need_s and use of adaptive equipment such as gait ~elts, 
wheelchairs, necessary mechanjcal lifts and resident transfers 

• The ICFAdmlnlstratorwill meet with. the PT ·to empl,aslze the importance of immediately 
presenting the Therapy Orders to the QIDP/HPA for Inclusion Iota the !HP/Direct care Flow . -
Sheets. 

What measures will be put into place or systemic changes that wifl•be made to ensure that the 
'deficle~t practice will not recur, • • 

• PT will re-.traln:on the use of gait belts and resident transfers for the Direct Care staff 
who have responsibility for residents who have.suffered a fracture or who have .. 
returned from hospital treatment, and will require those staff to demonstrate proper 
knowledge and competence with ,tbosi, skjns. • • . 

• PTwlll ensure thatTherapy Orders are presented to the QIDP/HPA Immediately for 
Incorporation to the-lHP/Direct Care Flow Sheets .. • 

• 'At the time of an Incident In wblch a resident has potentially suffered a fractur~, the 
'Immediate investigator wlll ensure, at the time of the Incident' report, that the PT is 

• notified of a possible·fracture 
• Whenever a resident returns to the NF following ho~pital treatment (for any reason), 

the' ICF Administrator will ~hsure that PTls notified for possible re-assessment o.f the 

residents needs, 
• Upon receipt of the Medical Provider's consu\tation wlth diagnosis the Medical Staff will 

notify PT to order PT services and begin direct care staff training • 
• After re~iving discharge.date and/or information for speclallted·rehabllltatlon services 

required, the Resource RN, T~am Leader RN, HPA or RN4 will ensure communication 
with the appropriate spe,;lalty area for needed assessments. An Acute Care Plan will be 
written within 2 hours with initial treatment orders as·dlrected by MD/ARNP until 
assessed (e.g. Mobility-The client will-remain in wheelchair until assessed.by PT and 
-training Is pr~vlded). ·• • 

How will the faclllty monitor Its corrective actions/performance to ensure that the deficient practice ls 
• being corrected and will not recur, (i.e. what program wlll be put lnto. place to-monitor the continue~ 
effectiveness of the systematic change to ensure that solutions are permanent. 
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• Dlre~t care staff In-service records will be maintained to indicate a·n staff have been 
trained in mobility speciallzed rehabilitation services. . 

• • The Facility DlilA 1/Deslgnee wlll provide a final review of afl Incident reports to ensure 
that timely requests for PT servlce.s were made when appropriate and that-training of· 
Direct Care Staff has been accomplished as part of the follow up documentatlon on the 
incident report · • • • • 

• A copy of all training -records·yilll be submittep to the QA Team Committee for a follow 
up sampling to ensures .the trained staff can demonstrate competencies specifically 
related to the training they received as evidenced by their signature on the Staff 
Development Attendance·Jlecord. 

• QA Team Committee wlll report trends to the RHC Quallty Management Coordinator 

·• All clients r~turriing from hospital stay with special needs/tn:ilning r~quired will receive 
an Initial acute care plan describing MD/ARNP orders for care·_untll appropriate specialty 

• area has assessed client and written orders, All D~ staff wlll be trained regarding care via 
the Ac·p In-service as well as the specialized training as produced and trained by the 
specialty area. 

Wh_en corrective action w!U be accomplished? 

4/15/2015 

Th~ title of the p·er~on or persons responsible to ensure correction for each deficiency? .. 
Superintendent, ICF PAT Director, DOA 1/Deslgnee, QIPD/HPA 

( 

( 

( 



• **W Tags 195 and 196 Active Treatment 

Plan of correction 

How the corrective action wlll· be a~ccimplished for the sample lndl_vlduals found to have been 
affected by_ the deficient practice 

• For sampled'resitl1mt; ft4, 119 and #11, the IDT wlll carefuily review each of their IHPs to ensure 
that the iHP accurately reflects the resident's specific developmental and behavioral 
management needs and If so, whether the IHP qescrlbes an active treatment program that can 
reasonably be expected to enable the resident to function With.as muc!i self-determination and 
in_dependence as po~slble, and/or fo prevent or slow the loss of the resident's current functional 
status.· 

• .Where th_e fHP is found not to correlate wit~ the resident's strengths and needs as identrfled In 
the resident's comprehensive functional assessment, particularly lrimajor life areas (such as 
personal care, home living skills, commu_nity·ilving skills, employment'skill;, etc,) essential to 
Increasing Independence, the IHP wJII be revised to better reflect the resident'~ current status 
and appropriate active treatment objectives, The Identified objectives wm be prioritized based 
on the resident current abilities and needs. 

• The skills nece~sary to reaching the prioritized objectives wlil be identified, and the activities 
relevant to acquiring those skills will be clearly described-. The actNlties will be based on the 
resident's abilities, needs, interests, and choices, • 

• A QIDP will monltor the records of residents#4, #9, and #11 to ensure that the 
_recommendatloils I~ their IHPs related to active treatment are being approprJateiy 
in)plemented. Rt1view of th¥ records Will focus on whether the resident's active treatment 
program is being implemented both through formal staff interventions and through Informal 
naturally-occurring ~eachable moments. 

• Where review of the records of residents tt4, #9, ar,d #11 does not document that the 
recommendations In their IHPs regarding· active treatment are being properly implemented, the 
QIDP will work with tlie interdisciplinary team to determine what may be Inhibiting full 
implementation of th_e active treatment program, an~ what can be ./Jone to ensui~ that the 
program is successfuf going forward, This discussion and plan will be d_ocumented in the 
resident's records,"an~ any new specific directions forstaffwlll be documented and discussed 
with all relevant staff ~ho work with the residents. 

• Where review ·of th~ records of reslqents #4, 119; and 1111 indicates that an objective has been 
achieved or that no progress is being made'toward an objectii(e', the QIDP will work with the 
Interdisciplinary team to Initiate different.interventions to try to achieve the c1:1rrent objective or 
to move on to the next prioritized objective. Th!s discussion and plan;wlll be documented In the 
resident's records, and any new specific directions for staff will be documented and discussed . ' 

with all- relevant staff who work with the residents. 

l-i8 



**WTags 19S and 196 Active Treatment 

Haw the facllity will identify other individuals who have the potential to be affected by·the same 
deficient practice and how It will act to protect Individuals In similar situations? 

• The !HP for ali I CF residents will be reviewed by a QJDP·by 4/1.5/15, regardless of when the 
resident's next comprehensive annual assessment is due. The QIDP will review each IHP to . 
determine whether·lt correlates with the resident's comprehensive assessrnent In regaids to·the 
resident's strengths and needs, and lfso, Whether the IHP describes an active treatment 
program that can reasonal:>ly be expected to enable the reslde~t to function with as mu~h self
determination and Independence as possible, and/or to prevent or slow the loss of the 
resident's current functional status, •• 

• If a resident's IHP Indicates that lt does not correlate with th~ resident's strengths and needs as 
documented in the resident's comprehensive functional assessment, or is otherwlse Insufficient 
•to enable the lCF to Implement an appropriate act!Ve trea.tment program, the reviewing QIDP 
will arrange for a new !HP to be. developed by the' IDT as .soon as possible. 

• lfa resident's l~P reasonably correlates with the resident's strengths and needs as doc~mented 
Jn the resident's comprehensive assessment, on.d Is either sufficient on Its face to enable the ICF 
to jmplement an appropriate active treatment program- or can be made sufficient with minor .. 
modifications, the QIDP wlll make any necessary modifications and will note in the resident's 
record that the li'IP has been reviewed and approved: 

• By 4/15/15, the daily records of a represent;itive sample of all reslqents whose IHPs have been 
approved by a QIDP will be reviewed by th~\.staff ll!ember to determine whether the active 
treatment program for each of those residents has been properly'lmplemented·. Review of the 

• .. re~ords wilt focus o·n whether the resident's active treatment.program is.being implementea 
both thr.ough formal staff Interventions and through Informal natl.!rally occurring teach.able 
moments, • • • 

• If the QIDP finds that the resident's records do not document that the recommendations In th~ 
resident's IHP regarding active treatment are being properly implemented, the QIDP wlll wor~ 
with Interdisciplinary team to determine what may be inhibiting full lmplement~tlon of the 
active treatment prog;.,m; and wh'at can be done to ensure that the program ls properly 
Implemented going forward. This discussion and plan will be documented In th.e resident's 
records, and any new specific directions for staff will oe documented and discussed with all 
·relevant staff who work with the residents . 

. • If the QIDP finds that the resident's records indicate that an pb/ectlve has been achieved or that . 
t'lo progress is being made toward an ob)eatlve, t~e QIDP will work wlth the interdisciplinary 
team to initiate different Interventions to try.to achieve the current objective orto move on to 
the next prioritized objective. This discussion and plan wlll be.documented In the resident's 
records, and any new specific dir~ctlons for staff will be documented and discussed with ail 
relevant staff who·work wlth'the residents. 

" 

.. 

( 

( 
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• .. W Tags 195 and 196 Active Jre~tment 

• . What measures will be put.Into place or systemic changes-that will be made to ensure,_that the 
deficient practice will pot recur,· 

• Staff will be trained on the requirements of active treatr.nent. Training will Include receipt of 
specific W Ta_gs and Interpretive guld elines, 

• The IHP format wilf be rev!sed and modified to reflect and identify the ·resident's specific 
developmental and behavioral management needs, , 

• The facility will adjust staffing levels and types, lncludi~g through new hires, wherever a pattern 
of failure to implement residents' active treatment programs Is found to be due to inadequate 
staffing, 

How will. the faclllty monitor its corrective actlotis/performance to ensu:e that the deficient practice is 
being correcte~ and will not recur,_ 

• Through the QIDP Quarterly Reviews, theQIDP/HPA wili' prov!de evidence that the IHP format 
has been revised to refiect developmental and behavioral management needs. ihe evidence 
wll/ be the revision dates ofthe obJectiires within the Monthly Progress Report and the summary 
In the_Quarterly IJ.evlew.' , • 

• ACMs/AP supervisors will,beglri· monthly spat checks to.ensure the Individualized Active 
. Treatment Schedules are consistent with resldeJ]t oojectives and occurring at naturally occurring 
times, ihe results of the spot-checks will ,be docu.mented on a facility monitoring tool, and 
overall findings wilf•be submitted to the QA Committee and the resident's IDT. · 

• !CF QA Team Committee will discuss findings of spot checks on a quarterly basis . 
.. • If trends or concerns develop from spot checks, the Information will b~- submitted to the RHC 

Quality Manag:ement Coordinator fol' review and r".ol cause analysis. 

• The ICF Administrator will monitor for any patterns of failure to meet active.treatment pro~rams 
and wlll Initiate staff moves or new hims as necessary, ·; . .- . 

When corrective action will be a'ccompllshed? 

4/15/2015 

The title of the parson or persons responsib!e to ensur,e correction. for each, deficiency, 

ICF PAT Director, DDA 1/QA Team Commltte·e Lead 



':•w 214 lndlvldual ~rograrn Plan (CFA) 

Plan of.Cor(ectlon 

How the con-e,tive action wlll be accomplished for the sample Individuals found to have been 
affected by the deficient pracllce?• 

• For l\esldents 114 end# 11 the IDT.will provide a comprehensive functional assessment that 
will l) Identify the resident's. specmc developmental and behavioral management needs and . 
2) provide an lndiVldualized 'program that de~crlbes the supports necessary to assist· the • 

• resident to learn, play, complete tasks, get eromid, co!»munlcate, hear ors•~ better, 
control·)lls/her own environment and.take care of personal needs In a way su!ted to the 
resident's age, gender, and culture, • • • • 

• Residents 114 and 1111.assessed needs Will be prlorltlied by the IDT-at upeclal_lHP by 
4/15/2015 ' . 

• Individualized programs wlJI be developed t6 ensure the teaching of $kllls to Increase 
Independence, which Includes preferred actMtles, social needs and developmental 
capabllltles, • 

How th• facll!wwm ldontllv other lt,dlviduals who havo the potential to be ~fleeted by the same 
deficient practice and.how It will act to pr_~tectlndiV!duals In similar situations? 

• . ifie ID, will provide a comprehenilve functional assessl!)ent that wm Identify the resident's 
specific deveJopmental and behavioral management needs and provide an lndlvlduall~d 
program that describes the supports neces.sary that assist the resident to learn, play; 
complete tasks, get around, cornmunlcate, hear or see better, control hlsJher own • 
environment and take care of personal needs In/way suited to the resident's age, gender, 
and culture, 

• The resident's current need$ Identified In the IHP will be prioritized by 4/15/2015 ttirough 
special case conferen.ces, 

What measures wlll be put Into. place or systemic clta~gos that will be made to ensure that the ' 
deficient practice will not recur, 

• At the IHP meeting, the family/guardian along with the IDT; Qlt>P, Poychologlst, Nurse, 
Direct Care Staff and anclllarv professlonalswlll be required to discuss assessment 
results and ·determine the development of the prioritized needs, progrnrns and servlces 
to be Included In the annual IHP, • 

• IDTwlll ensure that all residents who lack personal skills essential.for Independence 
(including, but not llmlted to, toilet training, personal hygiene, dental hygiene, self
/eedlng, bathing, dressing, gr-0omlng and.communication of basic needs) will hav,; . , . . 

( 

( 

• ( 
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aggressive training programs until It has been demonstrated and clearly documented 
that the resident Is developmentally incapable of acquiring them, 

• The resident's cu.rrent needs/den!f/Jed fn the IHP wlll be prioritized by 4/15/2!)15 
through speclal case conferences. . 

• , Qualified Intellectual Disability Professional Reviews wlll be completed·quarterly to 
Include au summa.rles of needs, programs (Including, but.not limited to, toilet training, 
parsonal hygletto, dental hygiene, self-fee~lng, bathing, dressing, grooming and 
communlcatlon.of basic needs) and services which summarize and analyze the formal 
and Informal training within the.lndlvldual hab!lltatlon plan. . 

How wlll the_ faclllty monitor Its corrective actlo~s/perlormance to ensure that the d
0

eflc!ant• 
practice !s being corrocted and wlll not recur. (J.e, what program wlll be put Into place to 
monitor the continued effectiveness of th• systematic change to ensure that solutions are 
permanent, 

• • H?A group w1ll nwnltor and review 2 QIDP reviews per quarter and HPA 
representative wlll bring ·monitoring tool results to the !CF/QA m~etlng for 
~lscussion con~ernlng whether or not there Is evidence to support that active 
treatment programs both fonnal and lttfo!mal are aggressively qccurrlng. •• 

• lftr~~ds are Identified that Indicate a failure to maet ihe resident'~ needs, t~e QA 
'Team wm re/er sample result• of QIOP Reviews ta RHC-QMC for root cause analysis 
and subsequent solutions • 

When corrective ac!lon wlll be accomplished? 
4/15/2015 . 

The tltla ofthe person or persons respoilsfble to ensure correction for each deficiency, 
JCP PAT Director, DDA 1/ICF o/, 'Team Committee Chair 
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Plan.of correction 

How the oorreotfve action wlll be accomplished for the sample Individuals found to have been 
affected by the deficient practice • 

• Aformal comprehensive assessment for reslqents 1/11 and 1/.9 will be completed by the 
!D1 for the needs Identified In each domain lncl~ded fn. the functional assessment, 

• The IDT wlll formally Include the asses,ed outcomes within the IHP and/or BSP as 
specific objectives nacMsary to meet the residents needs per the Identified 
comprehensive assessment 

How the faclllw wtll Identify other Individuals who.have the potential to be affected by the •~me· 
de!Jclent ptactlce and how it wlll act to protact lndlvlduals In similar sltu~tl~ns? 

• • If behavlorS'ar~ observed that have not been previously identified-through 
comprehensive assessment process, the li;>T'wlll hold a· special case_ conference to 
address tho domains of concern and If needed send ~ Requested Evaluation to the 
·necessary discipline or call for all new assessments for a comprahensive review: 

• The IDTWIII formally Include tre assessed outcomes within the IHP and/or BSP as 
specific objectives necessary to meet \he residents needs per-the Identified 
comprefien·s1ve assessm.eint 

What meastireswlll be.put Into place orsy~temlc changes that will be made to ensure that the 
deficient practice will not recur, • • 

t Quailfled lntellectual'DlsabllitY Pr.ofesslonal R~views wlll be coiiducted quar!;erly. 
Those reviews WIii cover summaries of case CO!iferences. Requested Evaluations 
related to domains of concern that are most likely Impact on the indlvldual's•ablllty 
to function in dally life will be analyied to determine whether the facllfty Is meeting 
the ob)ectlves developed, • ' 

• If trends are Identified-by the ODA 1 thatlndlcate a failure to meet the heeds 
Identified In residents' comprehensive assessments, the QA Team will refer a 
sample of_qFAs that fall to meet the-residents' needs to the RHC QMC forrootcause • 
analysis and subsequent snlutlons . 

Howwlll the facility monitor Its corrective actlons/perfotmance to ensure thatthe deficient practice Is 
being corrected and will not recur, {(,e, what program wlll be put Into placo to monitor the continued 
effoctlveness of the systematic change to ensure that solutions are p~rmanent, 

' • 

( 

( 



I 

•w 227 lndlvldual Pr6gram Plan 

;-

• QATeam committee members wllf perform Internal audits ofQIDP reviews to 
ensure appropriate Interventions and obJec.tlves were developed to meet re~ldents' 
needs and address behavlort1_iat may Interfere with their ablllty to function In dally 

life 

• If trends are Identified by the ODA 1 that Indicate a 'tallure to meet the needs 
Identified in residents' comprehensive assessments, the QA Team will refer a 
sample of CFAs thi\tfull to meet the residents' n~_eds to the RHC QMC for root cause 
anaivsls and subsequent solutions 

When corrective action wlll be accomplished? 

4/15/2015 '· 

The title of the person or persons responsible to ensure correction-for each daffclancy, . ·' . . - . 

!CF PAT Director and DDA1 



••w'240 Individual Program ~Ian 

Plan of Correction 

How,the corrective action will be accomplished for the sample lndlvldualS'found to have been. 
affected-by the deflclef\t practice 

• Resident II 4 was recovering from a fractured hip sustained on 8/3~/20~4 ,, 
• PT Services wm re•traln Staffs, C, E, F, G, H, J, and K to Include the AC Mariager related 

to the placement, appropriate use of anti rem'oval of the gait belt, wheelchair and 
recommended distances Resident 114· should be walking In order to s11pp~rt Individual 

·training programs, . . . 
• HPA updated Resident H4's lHP to Include the current PTl'ecommendatlons on 

1/22/2015 to Include how Resident #4should be supported In Individual training 
program for walking. • • 

• An ·e-maUwas sent to the ACM regarding the need to revisit the expeciatlons of direct 
I • • • 

care staf,frelated'to receiving and the signing for training. 
• • A d!scusslon with the PTw,JII emphaslzetlie Importance of lmmedl~tely_ presentliig the 

Therapy Orders to the QIDP/HPA forlncluslon Into the IHP/Dlreat'Care Flow Sheets. 

How the fad\tty will Identify other Individuals wh9 have the potent!a! to be affected t,y the same 
~•ffclent practice and how It will •~tto prote_ct Individuals In sfmllar situations? 

• All.residents will be ass.eised by P.T annually or by Evaluation Request to Identify any 
" ·resident that may require Specialized Rehab Services such as, transfer, mobility . 

equipment.or adaptations and modifications to equ!pment andhr the environment 
• . lndtvldual training programs will be devel_oped based on assessed 

needs/recommendations 
• A discussion wltll tho PTwlll emphasize the Importance oflminedlately presenting the 

Therapy Orders to the QIDP/HPA for Inclusion Into the !HP/Direct Care Flow Sheets. 

What measures will be put Into place or systemic changes that will be made to ensure that the 
deficient practice wlll not recur, 

•· All residents will be assessed by PTannualfy orby Evaluation Request to Identify any • 
resident that may require Specialized ,Rehab Services such as, transfer, mob!llty equipment 

,or adaptations and tnodlflcatlons to equipment and/or the environment, 

• Specialized Rehab Service, will recommend the appropriate materials, adaptation, and 
necessary modifications {Such as but not limited to; gait belts, wheelchairs, built up 

( 
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toilet seats, adaptive eating utensils, extendetl reach devices, etc,) needed to promote 
and support Individual training programs. ,. . 

• Specialized Rehab Services will provide training In the use of appropriate materfals, 
adaptations and n~cessary modifications (Such as but not limited to; gait belts, 
wheelchairs, built up toilet seats, adaptlve eating utensfls, e)ltende(j reach devices, etc) 
needed f(!r the delivery of tho'Se Individualized training programs .. 

• HPA will ensure that lndlvldual training programs are written In the !HP, to Include the 
use of approprlattl materials, adaptatJons and necessary modifications, (Sue~ as but riot 
limited to; gait belts, wheelchairs, built up toilet seats, a9apt1ve eating utensils, 
exten'ded reech devices, etc,) and ls accessible by all dJrect care:stafffortha del!very of 
lndlvldual training program, • • 

' . . .. 
How wlll the faclllty monitor Its corrective actfons/performance to ensure that the deficient practice Is 
being correctect"and will not ~ec4r, (l,e, what program will be put Into place to monitor the continued 
effectiveness of the syst9matlc chanJia to ensur? that solutions are perm~nent. 

•.,,The DDA1 wlll.coitlplete quartertyspot checks to ensure the.Individual training 
programs are written ln'the IHP; to Include tha llSE! of appropriate m~terlals; 
adaptattons and necessary modifications, (Sueli as but not limited to; gait belts, 
wheelchairs, built UJ) tollet seats, adaptive eating \(tensll;, e~tended reach clevlces, etc,) 
And ls accessible by all direct care staff for the dellvery offndlvldual-tralnfng pro&ram, 

• !CF Q(I Committee will.discuss findings of spot checks on a-quarterly ba;I;, 

• If trends or concerns develop from spot check$, the fnformatlon wlll be submitted to the . 
RHC Quality ManegemantC~ordlnator for review and root ca~se analysis. • 

• When corrective action wlll be accampllshed? 4/15/2015 

The tme of the person or persons responsible to ensure correction fofeach def/clenoy, ICF PAT 
Director and DDA 1/ICF QA C?mmlttee Team Lead • 



~*W 242 lndlvldual Program Plan (Toileting Program) 

Plan of Correction 

How tha,correctlve.aGtlott wlll be accompltshed for fhli sample Individuals found tq have been 
affected by the deficient practice • 

✓• 

• • The IDT will ~•et to es;ess and determine if Resident ffS Is developments lly capable· or 
developmentally Incapable of exec11tlng a toilet training program. 

• The IDT wtll determine If there ls any d'aaumentatlan that ah aggressive, well organized 
and well executed tollet training program has been tried In the past, and !flt has; wlll 
use the resulw of that effort to Inform current planning, 

How the faclllty will Identify other Individuals who have the pot~ntlal to be a fleeted )>y·t~e 
same deficient practice and how ltwtll act ta p1otect lndlvldualsln·s1mllar sltua1Ions? 

. • Th~ IDT WIii ensure that all residents who lack nersonar skllls essentlal for privacy and 
lndep'endence wlll be provided appropriate skills acquisition experiences (lncludln!f, but 
not llnilted to, toilet trnlnlng, personal hygiene, tlental hygl~ne,self•fs•·ding, bathing, 
dressing, grooming and comm.unlcallon of basic needs) unless It Is clearly determined 
that the resident Is developmentally Incapable of acquiring s\1ch s~llls, 

• The r~sident·ne~ds wlll be prioritized by the IDT and ensure the sklll training Is 
Implemented lri btith formal and Informal ~ttings 

. ,' . 
What !J18asures will he.put lttto place· or 'systemic changes that w!II be made to ensure that the 
deficient J)rac.tlce will not recur, 

~ 
0

The IDTwlll ensute that ell residents who lack pers~nal skills essent\a! for privacy and 
Independence WIii be provided appropriate skills acquisition experiences (Including, but 
not llmfted to, to Tiet tralnlng,.personal hygiene, dental hygiene, self-feeding, bathing,. 
dressing, groomlni and communication of basic needs) unless !tis clearly determined 
that the-resident ls developmentally Incapable of acquiring such skills, 

• The resident needs.wlll be prlorl~ted by the IDT and ensure the skill training Is 
implemented In both' formal programming and Informal teachable moments 

• Qualified Intellectual Dlsablllty Profession~! Reviews wlll be completed quarterly to 
lnclu(je all summaries ofact)ve treatment programs (inqludlng, but not limited to, toilet 
training, personal hygle11e, dental hygiene, salf-feedlng,.bathlng, dressing, grooming and 
communication of basic needs) which analyze the progress !if sklll acquisition 

Howwlll the faclll~: monitor Its ~rrcottvi actlo.ns,iperformance to ensure that the deflclen·t 
practice Is being ~orrected and wlll ·not' recur, (l,e, what program will ba put Into place to 
monitor tho continued effectlveness of the sys,temat!c change to ensure that solutions are 
permanent. 

( 

( 
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• HPA group will review 2 QIDP reviews per quarter and HPA representative wlll bring 
monitoring tool results to·the !Cf/QA meeting fat analysis of the·progt:ess of sklll 

acquisition, formal ~rogrammlng and Informal teachable moments 

~ lftrendsare·ldentlfled that Indicate a failure to meet the residents needs pet 
monitoring tool the QA Team will refer sample results of QIDP Reviews to RHC QMC 
-for root cause·analysis and subsequent solutions • 

When correc\lve acilon wlll be accomplished? 
• '4/15/2015 • • • 

Th• title of the.person orper,on; resp~nslble to ensure ,correction for each dallclenciy, • 

ODA 11 QJDP/HPA 



·*W 247 lndlvidual Program Plan (Choice Self-Management/Meal Times) 

. Plan of Correction 

• How the corrective action will be accomplished for the sample Individuals found to have been 
affected by the deficient practice? #1, ff 3,115, #6, #2.7, #37, 1138 

• At naturally occurring teachable momerts related to meals, the sample·resldents will receive 
dally active treatment that increases Independent living skills and promotes choite. 

• As pa.rt of the !HP r~view, 'considerationwlll be glven'to the level of involvement with meal 
preparation each sample resident ls'capable of (or would be capable of If given guidance and 
support), and the IHP will specifically describe the lev~I of'lnvolvement with meal preparation 
the reside11_t should have. 

• Healthy. snacks wlll always be available for the sample residents unless their indlvldual IHP . 
·indicates that eating between meals is contra-indicated. Re~idents who are capable of picking 
up the snacks and feeding themselves will be allowed to do so, and residents who need 
assistance will be regularly 9ffered and provided the snapks, 

Haw the faclllty will Identify other Individuals who have the potential to be' affected by the same 
deficient·P:•ctice, and how lt wlll act to protect lndlvl~ua!s in similar situations, 

• At naturally otcurrlng teachable moments related to meals, all residents will receive dally active 
treatment that Increases Independent living skills and promotes choice, 

• As part of the !HP review, consideration will be g~en to 1,he level of involvement with me.ii 
preparation each resident ls capable of (orw,ouid be capable of if given guidance and support), • 
and the IHP will specifically describe the-·level of involvement with meal preparation the resl~ent 
should have. • 

• , Healthy snacks will always be available for all residents unless their individu_al JHP indicates that 
eating between meals is contra-indicated. Residents who are capable of r.Icklng up the snacks 

• and feeding themselves will be allowed tq do so, and.residents who need assistance will be 
regularly offerec/ and provided the snaclcs, 

I • • ' • 

What Measw·es will be put Into place or syst<1matic changes that will be made'to e!hsure that the 
deflclent .. practlce will not recur? 

See above. 

How wlll tHe faclllty monitor its corrective actions/performance to ensure that the deficient practice ls 
being corrected and wlll not recur, • 

• A member of the cottage ID'f wlll be responsfble for doing monthly meal-time spot checks to 
determine If residents ar~ actively engaged In naturally occurring meal-time teachable • 
moments. 

' . 

( 
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• Spot checks WIii be documented on·a QA m·onltorlng tool, The tool WIii be revised to 
incorporate this monitoring 

. • Results.from completed monlt?ringtools "."ill be reviewed at QA committee meetings. 

When Corrective action wlfl be accomplished? 

4/15/15 

The title of the person or persons responsible to ensure correction fot each deficiency, 

Superintendent, /CF PAT Director, Dietician 



••w Tag 249 Progr~m lmplemanMlon 

How the corrective action will be accomplished for the sample Individuals found to have been· 
affected by the deficient practice 

• Related to Resident /13 support socks/k1iee prace and Resident 117 oral care/groin 
care/antiperspirant: All Non-Program Services (Informal programming) related to' support socks, 
knee brace use, oral care,.sroln care etc,_wm be sµmmarlzed monthly or quarterly {as deemed 

• approprl~te) by the respo1islble discipline with!~ the monthly progress report of the IHP • 
• Related to Resident JM•cammunlty inclusion activities: All community Inclusion actlvltles have 

resumed fpr Resident 114. • 

How the faclllty wll[ 1cia.ntl(y other lndlvlduals who have the potential to be affected by the same 
daflclent practice and how It wlll act to protect Individuals In similar situations? 

• All Non-Program Services wll! have a mo~thly or quarterly report entered lhto·the database by 
the resP.anslble discipline and the Q!DP wlll further s~mmarlze that lnform~tlon In the Quarterly 

• QIDP review, (The resP,onslble dlsclpllne speclfi!lSc the frequ~ncy of reportin&•monthly or 
quarterly). • 

• • If any resident.has a medical Issue that precludes them from being Involved In actlve·treatment 
act!Vltles Identified In the IPP, the IPP will be revised to reflect their current medical status and 
suspehd or !J)Odlfy current formal and Informal programs until the (esldent Is medical cleare·ct to 
actively pa rtlclpate • 

' • 
Wliat measurwwlll bo put Into place or systemic changes that will be made to ensure that the 
deficient practice wlll not rec~r. 

• HPA wll/ ensure that Non ,Program Services ldanlified In the IHP wllf have monthly or quarterly 
documentation available to Include but not limited to the use al adaptive equipment, off • 

. campus actl,vltles and personal hygiene services Identified for residents, (The rospcinslble 
dlsdplln~ specifies the frequency of reporting-monthly or quarterly). 

• The HPA wlll ensure the monthly or quarterly NPS documentation Is summarized and analyzed 
In the Quarterly QIDP revle)'I, 

. ' 

How will the facllltv monitor Its corrective actlons/perfoimance to ensure that the deficient practice Is 
balng corrected and wlll not recur. (l,e, what program wlll be put Into place to

0

monltor the continued 
effectiveness of the systematic change to ensure that solutions are pennan~nt, ' • 

• :rhe HPA group wlll complete quarterly spot checks to ensure monthly or quarterly • 
docuin_entatlon Is available to Include .but not limited.to the use of adaptive equipment, off 
campus activitles and personal hygiene services Identified for residents. 

• HPA group wlll review 2 QIDP reviews per quar~erand liPA represent,atlve wlll bring monitoring 
, • tool reoults to the ICF/QA meeting for discussion concerning whether o\ pot there Is adequate 

documentation b~lng completed for each NPS 

When corrective action will be accomplished 4/15/2015 

". 

' . , 
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The title of the person or persons responsible to ensure correction for each defJcJency, DDA/OA Team 
Commtttee/Habllltatlon Plan Administrators 



••wTag 250 Progral)1 lmplementatlon (Active Treatment Schedule) 

Plan of Cor1ect1on 

How the.corrective acUon w!U be accomplished for the sam~le lndMdualsfound to have been 
affected by the deficient practice 

• • Residents #4; 1110 and ·1111 wlll have an lndlvlduallzed Active Treatment Schedule developed 
"'which will guide staff to the properlocatlon and focus of the resident's normal daily routine, 

• The Active Treatment Schedule w!U include formal and Informal skill acquisition opportunities as 
ldentlfled In the Comprehensive Functional Assessl]lent (CFA}/lndlvidual Habllltatlon Plan "r!HP) 

How the facility wm ldentlfY other lndlvlduals who have the potettt]al to be affootea by the same 
daflclatit praoilce and how lt wUl·aot to protect lndlvldlials In similar situations? • ' . . 

• Tha'lnalvlduall:ted Active Treatment Schedule wlll be developed for all lCf"tesldeots whl~h wlll • 
guide staff to the proper locatlon_and focus of the resident's normal dally routine, 

• ihe Active ireatment Schedule wlll Include forinal and Informal skill acquisition opportunities as 
identified In the CotnP.rehenslve Functional Assessment (CFA)/lndlvldual Habllltatlon Plan (!HP) 

What measures 1¥111 be pu\ Into place or systemic changes that wlll be made to ensure that the 
deficient practice wlll ncit recur, 

•· The QIDP/ACM (IDT) will develop an Active Treatment Schedule·foreach resident based on the 
Identified training needs ln the CFN!HP 

- . 
Howwlll the fac!Uty monitor Its corrective actions/performance to ensure that the doflclant-praollce ls . ' .. 
being corrected and will not recur, (l,e, what program wlll be put Into place to mcmltor.!he C?n)lnued 
effectiveness of the systematic change to ensure that solutlon.s are permanent, • 

• The ACj\1 will provide the !CF PAT D!rectorwlth copies ofan completed lndlvidualized Active 
Treatme_nt Schedules by 4/15/2015 . . 

• The !CF PAT Dlrectorwlll Inform DOA 1/QA ieam Committee when al! lndlvlduallzed Active 
TreatmentSc)1edulas ar~ completed. 

• • ACMs/AP Supervisors wllf b~gln monthly.spot checks to ensure the lndlviduallzed Active 
• . I 

Treatment Schedules ate consistent with resident obJatt!ves and 9ccurrlng at.naturally occurring 
times and submit flndlngi to the QA Team Committee 

• ICF QA Committee will discuss findings of spot checks on a quarterly basis, 
•, 
• If trends or concerns develop from spot checks, the Information will be submitted to the RHC· 

Quallty Munagema_nt Coordinator for rev\ew and.root cause analysis.· . 

When corrective aatlon WIit be accomplished 
4/15/7.01~ 

.. 

, ' •I 

( 

( ,· 

I 
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_ .. Vi(Tag 250 Program Implementation (Active Treatment Schedule) 

.jh_a title.of the person or parsons responsible to ensure correcilon for each deficiency, 
superintendent; ICF PAT Director, DOA ?-/QA 'J'eam Committee, AP supervisors • .. 



.. WTag 255 Program Monitoring and change 

Plan of corraetlon 

Haw the corrective action will be accomplished for the sample lndlvlduals found ·10 have been· 
affected by th~ doflclentpraotlco 

• For Resld~nt #9 the IDT has met and determined that the Psychology Associate will revise the 
objective to reflect a percentase of the baseline of Self lnJurlous Behavior (SIB) . 

• If ~esldent # 9 achieves tlie objective related to SIB and a medication adjustment Is warranted, 
the provldarwlll complete a Risk/Benefit Analysis to proylde a Justification for the medlcat\on •. 
adjustment and submit to th~ Human Rights Advisory Commlttee"for Review • 

How the facility will Identify other lndlvlduals w~o·have the potentlal to be affected by the same 
cleflclent practice and how It will actto"~rotect lndMduals In.similar sttuatlons7 • . . . ~ . 
• All Behavior support Plans will be revised to reflect objectives µs a percentage of the baseline of 

th~ maladaptive behavior. • 
• When a resident achieves a behavioral ohj~ctlve and a change Is required, {such ijS a medication 

adjustment, restraint reduqtlon, .ruperv~lon req4lr~ment or specific abridgement of rights, etc.,) 
the provider or appropriate dlsclpllne/lDTwlll complete n Risk/Benefit Analysis to provide a 
Justfflcatlon and sutimlt lo the Human Rights Advisory Committee for Review 

What measures will be put Into place o; systemic changes that_WIII be m~de to ensure that the 
deficient practice wlll not recur, 

• All Behavior support Plans will be"ievlsed to reflect objectives as a percentage of the baseline of 
the maladaptrve behavior. ' • 

• When a resident achieves a b~havloral objective_ and a change Is requ_ired, (such as a medication 
adjustment, restraint reduction, supervision "requirement or speclflc abridgement .ofrlghts, etc,,) 
the provider or a·pproprlate·dlsclpllne/lDT

0

wlll complete a nlsk/BenefltAnolysls to provide a 
Justlfica Hon and submit"to the Huin~n. Rights ,!ldvlsory Committee far Review 

How wlll the faclllty m·onltor Its corredtlve actions/performance to ensure that the deficient practice Is 
being corrected and wl/1 not racur, (l,e, what program wlll be put Into place to monitor the con\lnued 
affectlveness of the systematic change to ensure that solutions are permanent, 

• As behavloral objectives are achieved the Justifications ,ylll be presented al the monthly Human 
Rights Advisory Committee meeting _for review and appr~va I, 

When corrective action will be accomplished 4/15/2015 

The title of the pers~n or per~ons responsible to ensure correction for each deficiency . . . 

( 

( 



•~w Tag 255 Program Monitoring and Chang~ 

suµarlntendent/Human Rights Advisory Chair, DDA 1/ICF PAT Director 

\ 
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**W Tag 290 Management of lnapproprl;te CII ant aehavlor 

Plan of Co1rectlon 

How th• corrective action will be accomp,llshed for the sample Individuals. found to hava been 
affected by the deficient practice? 

• ,ha statement of deficiencies notes th~t resident 1/11 was wearing a code alert bracelet (known 
as a "Care Tracker-'), The bracelet was Intended to be usea to find resident# l1 In the event he 
le(t the cottage unbeknownst to staff. ,he device was GPS activated allowing for ease Is 
searching, The device has nol·been used for at least two years, and It has therefore been 
ell~inated {taken off the resident 1111 arm), 

How the faclflty wlll Identify other Individuals who have the p'otentlal to be affected by the same 
4eflclont practlpa-and how It wlfl act to protect Individuals In slmllars!tua)lons? 

• .The Faclllty wlll eliminate the use of a care Tracker for the one other (non-sampied) Jndlvldual at 
the ICF/11D who was wearing one by 02/19/15. 

Wh~t measuies wllf be put Into place or systemic changes thatw,llf be made to ensure.that the 
deflclant practice will not recur, 

• All lnterven'tfons addressing the control of Ina pproP,rlate behavior must be Justified by the 
comprehensive functional assessment and the current.l~vel of b~havlor. Ongoing data musi 
support the continued use, Care :rrackerwas eliminated for tl.10 two lndlvlduals. No other 
lndlvlduals are utilizing Care 'rmcker, 

How wlfl the faclllty monitor Its corre,tlve actlons/p~;formance to ensure that the deficient practice Is 
being corrected and will not recur. (I.a. wh~t program.will be put Into place to monitor the continued 
Mfectlveness of the syste111atl.c ·change to ensure that solutions are permanent. 

• Any Jntetventlons addressing the control of Inappropriate be!iaviors that would be considered 
restrictive wlll be reviewed by the ID'f and the.l:Juman Rlgl!ts Committee, Any exception to 
policy must be approved by the Regional Administrator In Beglon 1, • 

When corrective action will b~ accompllsned? 

Correction wlll be co!l'lpleted by 02/19/15 

( 
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"*W Tag 290 Management of IMJ>proprlate Cllent Behavior 

The title of the person or persons responsible to ensure correction for each deficiency. 

HPA/Psychologlsts 



*"WTag 301 Physical he;tralnis 

Plan of Correction 

How the corrective action will be accompl_lshed for the sample Individuals found to haye been 
affected by the deficient practice • 

• Reslden\,1117 utlllzes a toilet positioning device. An Evaluation Request has been sent to 
Occupatlonal Therapy to assess the need for the device and provld~ recommendations. 

How the faclllty wlll·Jdentlfy other lnd!vlduals who have the potential to he affected by t~e same 
deficient practlc~ and ho',)! ltwlli'act to protect lndlvlduals lh similar situations? • • 

• For all residents who currently utilize P.hyslcel restraints, an Evalu.atton Request has been.s~nt to 
Occupa!lonal Therapy to assess the need far the device and provide recommendations. 

What.measures wlll be put tntd place or systemic changes that will be made to ensure that the 
deficient practice will not recur, ., ' • 

• • When an occupation therapist determines that a physlcal restrnlnt ts necessary, h~/shewlll 
Inform the QIDP/HPA and the QIDP/HPA will complete a Physical Restraint Abridgement of 

. Rights form and submit !tto the Human Right~ Advls9iy_ Com~lttee fo;revlew and approval. 
• If the Human RlghtsA~vlsory Committee approves the request for restraint the Abridgement of 

Rights f9,rm wlJI be sent to the family/guardian for consent. 
• The recommended restraint will only be used If the Human Rights Advisory Committee approves 

'end the family/guardian.consents fo Its use. 
• The Physical Restralntl\brldgement of Rlghtsw/11 lncludo monitoring criteria 

How wlll the (aclllt.Y monitor Its corrective actions/performance to ensure that the d,ef/clent practice ts 
being correct~d and wlll not recur, (I.e. what program wlll be put Into place t_o monitor the continued 
effectiveness of the systematic change to ensure that solijtlons are permanent, . . . . 

• Human Rights Advisory Corpmlttee wm monitor through maintaining a database whlch Includes 
a!I abridgements of rights for physical restraints • 

. • • Speclalfzed nehabllitatlon Servlc~s wlll continue to assess resident need annually or by 
Svaluatton Request 

• The QIDP/HPA reviews the IHP quarterly, to !nclude the use ofre~tralnts. 

When corrective aotlon.wlU b• accompllshed 4/15/2015 
' . 

7'.he title of tho person or persons responslbl~ to ensure correction for each deflolency, 
superintendent, ICF PAT Director, DDA 1/HRAC Conimltteo Chair 

,, 

( 

( 

{ 
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*•WTag 460 Receipt of Nourishing Well•balanced Diet 

Plan of Correction 

How tho corrective action wlll be accomplished for the sample Individuals found to have been 
affected by the deficient practice? ResldMt US • 

• 8 ounce cups are now available on cottages to account for any S ounce flurd restriction, In the 
event Bounce glasses a.re unavailable staff wlll measure fluid and·demarcate on the 12 ounce • 
cups In order to provide the requited Intake offlulds spaci/Jc to the diet order, All diet orders 
wni be'followed as prescribed. -

" E~ch Individual diet orders w!II be wlll reflect any specific fluld restriction, . ' . ',· 

How the faclllty wl!I Identify other Individuals who have the potential to be affected by the same 
d~flalent practice and how It will act to protect lndMduals In ~lmllarsltuatlon~? 

• C~ttage staifwm Identify lhdlvldual diet orders with prescribed fluid Intake, ·8 ounce' cups are 
now available on cottages, 

What m•••?reswlll be put Into place or systemic changes that wlll be made to ensure that the 
deficient practice wlll not recur? • 

• B·ounce cups will ·he standard on cottages to ensur.e that residents affected by fluid restrictions 
are racelvlng the prescribed diet, Anyone without fluid restriction wlll be offered additional 
fluid as appropriate. 

How wlll thefacllltymonltorhs corrective actlo_ns)performance to ensure that tho deflclentp'ractlc~ ls 
being corrected and wlll Mt recur? (l,e, what progr~m will bo put Into place to monitor the continued 
eff~ctlveness ol the systematic chan11• t~ ensure thijt solutions are permanenti • 

• Attendant Counselor.Manager~ will spot cl1eck mealtime activities. Attendant Counselor 
Managerswlll compare the diet orderwlth the servings offered to residents. Corrective action 
wll\ be Implemented as appropriate, 

-• The Facllltv Dietician will observe cottage meals at \he ldenti/ied ·cottage (Hillside) to ensure 
compliance with diet orders, • • • 



••w Tag 460 Racel)lt of Nourishing W.ell-balanced Olet 

When corractlve actlo~ will be accotnpflshed? 

• 4/15/15 

. . . 
The title ohhe person or_persons responsible to ensure correction for each deflolencv: 

_ICF/PAT Director, Attendant couns~lor Managers,.Dletlclan 

( 
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"'*W.1rio Intermediate Care FacJllty services 

GofCorr~~ 

H~w. the cwrectlve action wlll be accomplished for the sample Individuals found to ha11~ been 
affected by the deficient practice? 

, • The fa~lllty WIii complete.an lndlvlduallzed comprehensive functional assessment, 
(CFA)thnt Includes lndlvldval strengths and needs,. To the extent P.OSSlble the lndlvldua[ 
shall participate In 'the development of the CFA. The CFA wl[J encompass major 1/fe areas 
such as personal skills, home llvl~g skllis, community l!vlng skms and vocation~! desires, " 

• Needs are then prioritized and.Implemented formallv., Formal and Informal skills 
acqulsltlon experiences shall be encouraged and relntorced throughout.environments 
ijrtcf during naturally occurring teaching moments. Active treatment shall mirror • 
naturally occurring livlng experiences, 

• • The facility wm engage all lndivlduals formally and Informally at naturally occurring 
opportunities to self-~anage wltti or without assistance. ActlVltles of Dally Living (ADLs) -
wlll focus on building skills to llve atl~keland Village oravalla)lle·communlty options. 

. . ' . 
. • ,~t· • .•, . • 

• !ndlvldual'chofoes WIii be respected and encou1·aged ~nd wlll align .with •resident rights", • . 

- •. lndlviduai Halillltatlon Plan meetings (!HP) wlll lnclude dlscusslon and information 
sharing of available resources.and connection with the Region 1 Field Service office, 

• The facllltywlll continue to support programs such as.Roads to Community Living, and 
Money Follows the Person and encourage partlclp~tron from·lndlvlduals, famllles and 
guardians, • 

How the facility wl/l,l6entlfy other lncflvfduals ll!h~ have the potential to be affected by the 
same deficient practice and how lt'wlll act to protect lndlvld1ta[s In similar sltuat[o~s? 

• The facllilywlll complete an Individualized CFA, Including lndlVldual strengths !Ind 
needs. To the extent poss!ble the Individual shall participate In the development of th·e 
CFA. The CFA wlll encompass major l[fe areas such as.personal skllls, home llvlng skills, 

. community living skllls an·d vocatlona! desires. • 
• Needs are then prioritized and Implemented formally, the prioritized formal sklfjs 

acquisition experiences shall be encouraged. and reinforced throughout environments 
and during naturally o~currlng teaching moments, Active lreatment shall mirror. 
naturally oc<:llJrlng llvlng experiences, 



••w :too !nter111edlate·Care Faclllty services 

• ·The faclll\y\vlll engage all lndlvlduals formally and lnfor.mally at naturally occurring 
opportunities to self-manage with or without assistance. Activities.of Dally llvlng ·(ADLS} 
will focus on building skills to live at Lakeland VIiiage or available community options. 

• • lnd!Vldual choices will be respected and encquraged and will align with "resident rights". 

• lndivldual Habllltatlon Plan meeting (IHP) wlll Include discussion and lnfonnatlon sharing 
of availabhfresomces and.connection wlt,h tha Region 1 Field Service office, . . . 

• The.facility will continue to support programs such.as ~oads to Community living, and 
Money follows the Person and ehcourage partlcipallon from lndlvlduals;fainllies and 
guardlijns. • • • 

What measures wlll bo put Into place or systemic changes thatwlll be made t9 ensure that the 
defl~.lent practice wlll not recur? • • 

. • The faell!ty wl!! adjust staffing nsed, to accompflsh active treatment requirements based 
on specific developmental dlsablllty and challonglng behavior, 

• Staff will be tralnsd on the reqt1lrem~nts of active treatment. Training will Inc.Jude . 
. receipt of the specific W:Tags and Interpret guidelines. Staffwlll focus oii'ldentlfylng 
speclflc skll!S required to be success(uf af Lakeland VIiiage or transition to the 
community, , • 

, The facllltyprofesslonal staff/members ofthe IDTwlll be regulred to spend portions of 
the·day seekln~ Input from <i'irect care workers. The professlonai di_sclpllnes wlll be 
deployed tp cottages to asslsi In the-development Qflndlviduallzed CFA, 

How wlll the facllltv monitor Its corrective ac:tlons/par/ormance to ensure thatthe·defictent practice Is 
'being corrected and wlll not rec~r? (1,e, what program will be put Into place to· monitor the continued 
effectiveness of the systematic change to ensure that solution; are permanent? 

• rne fac!llty Dovalopmental DJsahllitles Admlnlstratorwlll mgnltor professional staff 
Involvement, 

• Tlie ICF/PAT Director wlll monitor Attendant Counselor M,anagers and. ensure they· 
uriderstand Active Treatment requirements as stated In regulations. 

• ACMs will train staff who directly report to them. 
• Nurse Mana_gers wlll train staff who directly report to them. 

,-
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"'*W100 lntermsdlate care FacllJty Services 

• . Adult Programs supervisors wlll train staff who directly report to them, 

When cori:ectlv~ action wHI be accomp/lshed1 

• 4/15/2015 

Theil!le of the person or persons responsible to ens~re correction for each deficiency? 

• • Superintendent, ICF PAT PJrector, PPA l 

,,. '· . 
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( 

3 



' 

'**W 102 Governing Body and Management 

How wlll the corrective action be accomplished for the sample Individuals found to have been 
affected by the deficient practice? See W-104, W-195, W-122, W-127 

ii 1·Malntenance: 

• . The facility identifies work orders for faclllty repairs, replacement and maintenance, Work 
orders are submitted by faciliW staff, reviewed by their supervisor to ensure the description of work to 
b,,; performed ts accu~ate and all required fields are entered. After review by the supervisor the work 
order form ts submitted to the Faclllty Servtces Admln.lstrator (FSA), Request for work that is considered 
urgent may be phoned In to the FSA. The FSA then enters the work orders into.the Advanced 
Mai~tenance Management System {AMMS), Work orders are assigned by number by Central 
Management Office (CMO) and submitted to c:onsolidated Support Services (CSS) for assignment to the 
apPropriate personnel to'COmplete ~he required work. If the FSA determines that the work is urgent, he 
wlll directly contact css for immediate repair. • • , •• 

• . consolidated Support Services (CSS) was identified as not closing out work orders In AMMS 
g!Ving the appearance.that work Is still outstanding. The Lakeland Facility service Administrator 
identified as WWis working with the css to ensure the css teain is closing out completed work orders 
timely. The css Facility Manager and css Maintenance ·Manager are required to review and reconcile al.I 
~ncampleted work orders providing the FSA a time frame as to:when the work orders ,will be completed 
Reconclllatlon of work orders between CSS and Lakeland Village Is ongoing . 
' ' 

#2 Active Treatment:· 

, For sampled residents 114, 119 and 1111, the JOT will carefuliy review each.of their IHPs to ensure 
that the !HP ~ccurately reflects the resident's ;pacific developmental and oehavioral . 
management needs and lf so, whether the !HP describes an active treatment program that can 
reasonably be expecte.d to enable the resident to function with as fl'\UCh self-determlnatlo~ and 
Independence· as possible, arid/or to prevent or slow the loss•af the resident's current functional 

status. 
• Where the IHP ls found not;o correlate with the resident's strengths and neeq~ as Identified In 

the resident's comprehensive functional assessment, partlcular.ly in major' llfe areas (such as· 
personal care, home living skills, community living. skills, employment skllls, etc.) essential to 
Increasing independence, the IHPwill befevised to ~etter reflect the'resldent's ~urrent status 
• and appropriate active treatment objectives. The identified objectives will be prioritized based 
on the r.asloent current abilities and needs. ' 

• The skills necessary to reaching the prioritized objectives wili be Identified, and the activities 
relevant to acquiring those skills wll! be clearly described. The activities will be based on lhe 
resident's abilities, needs, interests, and choices. 

• A OJDP will monitor the records of resldents#4, #9, and #11 to ensure that:the 
recommendations in their IHPs related to act[ve treatment are being appropriately 
implem~nted. Review of the records will focus on whether the resident's active treatment 



**W ~OZ Governing Body and Management 

program Is being implemented both through form.al s~aff inter:ventions and through informal 
naturally occurring teachable moments. 

• Where reyiew of the records of residents #4, #9, and #11 does not document thatthe 
recommendations In their IHPs regarding active treatment are being prop~rly Implemented, the 
QrDP will work with the interdisciplinary team to determine what may bii ln.hlbltlng full 
Implementation of the- active treatment program, and what can be done to ensure that the 
program Is successful going forward. Thi~ discussioneand plan wlll be documented In the 
resident's records, and any new specific directions for staff wlll be documented and discussed 
with all relevani staffwho·work with the residents. • 

• Where review of the records of residents 114, 119, and #11 indicates that an o)l)ective has been 
achievea or that no progress Is being mape toward an objective, the QIDP will work with the. 
lnterdlsclpllnary team to initiate different .interventions to try to achieve the current objective or 
to move on to the next .prioritized objective, This discussion a_nd plan wm be documented In the 
resldent'srecords, and any new specific directions for staff'will be documented and discussed 
with all relevant staff who work with the residents. • 

113 Client Protectlo_ns: 

• The ,Appointing Authority will immediately reassign an alleged perpetrator to a posltlon in which 
he or she WIii have no unsupervised contact with any vulnerable adult. The allegeil perpetrator 
wlll remain In reas~lgnment status with no unsupervised access to vulnerable adults until all 
relevant investigations (CIM, APS, and/or law enforcement) are complete. In the event that 
there Is no final report from the investigating entity, .the Appointing Authority will determine 
whether continued reassignment of the alleged p·erpetrator continues to be necessary to ensure 
~he safety of vulnerable 'adults. 

• The alleged victim of alleged abuse/negl_ect wfll be assessed/treated/monitored by Nursing 
Staff, the facility ARNP or Physician for any sustained injuries or psychological harm. When 
approprlate,-addltional assessment by local hospital personnel wlll apply. Acute care planning 
w111 be Initiated for signs and symptoms of pwchologioal harm. Staff wlll document ac:cordlngly. 
The cottage-Psychologist wlll visit the affected resident{s) .and assess for psychological harm. 
Evidence gatl)erlng, photographs and witness statements \viii be preserved, whtln applicable. 

• The Appointing Authority will thoroughly review the investigation and take appropriate 
disciplinary action up ta and including termination of employment. 

114 Abuse of Clients: 

• The Appointing Authority will immetjiately reassign an alleged perpetrator to a position in which 
he or she wlll have no unsupervised contact with any vulnerable adult, The ,alleged perpetrator 
will remain In reassignment status with no unsupervised access to vulnerable adults until all 
relevant investigations {CIM, APS, and/or law enforcement) are complete. In the event that 
there Is no final. report from the Investigating entity, the Appointing Authority .wlll determine 

( 
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whether continued reassignment of the alleged perpetrator continues to be necessary to ensure 
the safety of vulnerable adults. 

. . 
• The alleged.victim· of alleged abuse/neglect will be assessed/treated/monitored by Nursing 

Staff, the facility ARNP or Physician for any sustained lnjuriei. or psychological harm. Wfien 
appropriate, additional assessment by local hospital personnel will apply. Acute care planning 
WIii be initiated for signs and symptoms of RSVChologlcal harm. Staff will document aGcordingly. 
The cott~ge Psycliologlst will Yisitthe affected cllent(s) and.assess for psychological harm. 
Evidence gathering, phQtograph? end witness statements wlll be preserved when applicable. 

·., 
• The Appointing.Authority will thoroughly review the Investigation and ta.Ice-appropriate 

dfsciplfnary action up to and fncludlng termination of employ·ment. • 

How will the facility Identify other Individuals who have the potential to be affected by the same 
deficient practices, and how it will act to prbtect Individuals In similar situations? 

ff1 Maintenance: 

• . Every month the Faclllty Services Administrator (FSA) wm su.bmit a llst_ofail uncompleted work 
ordersto the CSS Facility and css Maintenance Manager. The CSS 'facility Manager and css • 
M0Intenance Manager a re required to review and reconcile all lincomp!eted work orders providing the, 
FSA a time frame as to wheh the work-orders will be completed. If no response Is received with the • • 
requested time frame the matter will be up channeled -to the Superintendent for further action 

#2 Active Treatment: 

• The !HP for all !CF residents will be-reviewed by a QIDP by 4/15/15, regardless of jNhen the 
resident's next comprehensive annual assessment Is due. The QIDhvlll review each IHP to . . . ' 

determine whether It correlates with the resident's comprehensive assessment hi regards to the 
resident's strengths and fieeds, and If ~o, whether the !HP describes an active treatment 
program that can reasonably be exp_ected to enable the resident to function,wlth as much self•. 
determlm1tlon and Independence as pos_slble,_ and/or to prevent or slow the loss of the 
resident's current functional status. 

• If a resident's IHP indicates that it does not correlate with the resid·ent's strengths and needs as 
documented Jn the resident's comprehensive functional assessment, _or ls otherwlsei"insufflclent 
to enable th~ ICF to Implement an appropriate a~tive treatment program, the reviewing QiDJ> 
wlll arrange for a new IHP to be developed by the lDT as soon as possible. 

•. If a resident's !HP reasonably correlates With the resident's strengths and ,nee/ls as documented. 
In the resldent's•compr!lhenslve assessment, and is either sufft~ienl on It$ face to enable the ICF 
to Implement an appropriate active treatment program or can be made sufficient with_ minor 
modifications, the QIDP will make any necessary modifications and will note J.n the resident's 
record that the IHP has been reviewed and approved. 

• By 4/15/15, the dally rec~rds ofa representative sample of aU residents whose IHPs have been • 
approved by a QI_DP wlll be reviewed by that staff membei; to determine whether the active 
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treatment program for each of those residents has been properly implemente/J, Review of the 
records wlll foc',ls on whether the resident's active treatment program Is being implemented 
both through formal staff interventions and through informal naturally occurring teac~aole 

. . .. 
moments, 

• If the QIDP finds that the resident's records do not document that th~ recommendatlons In the· 
resident's IHP regarding ac\lve treatment are being properly·implemented, the QIDP will work 
with Interdisciplinary team to determine wha_t may be Inhibiting full implementation of tlie 
activetreatment program, and what can be done ta ensure that the program Is properly 
Implemented going forward, This discussion and plan will be documented In the resident's 
records, and any new specific cllrecilons for staff will be _doc~mented and discussed with all 

relevant staff who work with the residents, . . ' 
• If the QIDP finds that t~e resident's records indicate that an objective has been achleved'orthat 

no pr~gress Is being made toward an objective, the QIDP will work wltlc the Interdisciplinary 
team to Initiate different ipterventipns to try to achieve the current objective or to move on to 
the next prioritized objective, 'fhis discussion and plan will be documented in the resident's 
records, and any new specific directions for staff will be'documented and discussed with all 

relevant staff who work with the residents. 

#3 Client Protection: 

' 
• · All staff at the Facility ls mandatory reporters. This Includes ~ontractors, volunteers, interns; 

and work study students, All Facllity staff. has been retrained to mandatory training 
requirements on January 26, 27, 28, 29 and February 5 and.6, 2015, All Facility staffwlll report 
every Incident of observed, 'reported, or suspected abandonment, abuse, financial exploitation, 
neglect or self-neglect of children ?nd vulnerable adults, Injuries of unknown orlgi1_1 must be 
investigated if unwitnessed or could not be explained by the client and If the Injury ·raises • 
suspicion of possible abu~e and neglect based on tpe extent, location, number of Injuries 
observed in time or over a period o'rtime. To the extent possible. and appropriate to the 
situation, the reporter wlll 'prov)de immediate protection and safety, Once protection and 

. safety Is achieved the reporterw11l lmmed1ately: • 

, Notify the on-duty autha'rtty to ensure continued cllent(s} protection. 
• Provlµe supervision until the on~duty authority arrives and removes the alleged perpetrator 

from client c'are. • 
• Contact the Complaint Resolution Unit (CRU), 
• Notify the Appointing Authority immediately for any further instructions, 

The on-duty authority will: 

• Escort the alleged perpetrator to the Support Office of the Superintendent (SOS), noting the 
time when this occurs. 

, <;ontact law enforcement as applicable, 
o Preserve evidence. • 
• Contact the person's guardian, 

I 
i, ! I 
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• Ensure faclllty procedural incident reporting is followed. 

#4 Abuse of Clients: 

• All staff at the Facility Is mandatory reporters, This lnc;ludes contractors, volunteers, interns, 
and work study students, Alf Facility staff has been retrained to m.andatory training 
requirements on· Janvary 26, 27, 28, ;2.9 arid February 5 and 6, 2015. All Facility staff will report 
every incident of observed, reported, or suspected abandonment, ebuse, financial exploitation, 
Qeglect or self-neglect of children and vulnerable adults. lnjurie~ ot'unknown origin must be 
Investigated if unwl.tnessed or could not be explained by the client and if the injury raises 
suspicion of possible abuse and neglect'based on the eJ!_tent, location, number of injuries • 
observed In time or over a period oftlme: To the extent possible and appropriate to the 

• situation, the ,epo/ter will provide Immediate 'pr9tection and safety. Once protection and 
safety. is achieved the. reporter will immediately: 

• Notify the on-duty authority to ensure continued client{s)protectlon. 
• Provide supervlslon untll the on-duty authority arrives an.d. removes the alleged perpetrator· 

• from client care. 
• Contact the Complaint Resolution Unit (CRU). 
• Notify the Appointing Authority immediately for any further ln.structions. 

The on-duty authorltywlll: 

·• • Escort the alleged perpetrator to the Support Office of the Superintendent {SOS), noting the 
time when this occurs, • 

• • Contact law enforcement as applicable: 
•· Preserve evidence. 
• tontactthe person's guardian. 
• Ensure facllity procedural Incident r~portlng Is followed. 

Wha.t measures wm be put lnto place or systemic ch~nges mape to ens.ure that the deficient practice 
wlll not re-occur? 

#1 Maintenance: 

• 'The CSS Facility and CSS Maintenance Manager has directed all CSS staff that all c,ompleted work 
orders are to be closed out In AMMS no later than 48 hours qpon completion. 

• The q;s Faclllty and css Maintenance Manager has directed all CSS staff that upon completion· 
of an urgent repaiibased on a call-In, they are to contact the PBX switch board, notifying them that the· . . . ,. 
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• work has been completed or deferred (provldlng the -~ason for deferment), Furthermore, if status 
notification Is not recelv~d after,24 hours of the work request, the PBX Chief Operator will contact the 
css call Center Operator to obtain the.status of any uncompleted Urgent C;llHn_work request and 
follow-up dally until completed. 

• •. The PBX switch board is the centralized control point for all campus Urg~nt Call-In work r~palrs. 
Add!tlonally, tracking data columns identifying "com_pletlon date" and "work verified by" have been 
added to the Faclllty'Work Order Call Log, 

#2 Active Treatment: 
i 
', 

• Staff will be trained bn µie requirements of active treatf!1ent. Training will Include receipt of 
specific WTags and interpretive guidelines. ' 

• The IHP format will be revised and modified to reflect and Identify the resident's specific• 
developmental and behavioral management needs, . , 

• . The facility wlll adjust staffing levels and types, Including through new hires; wherever a pattern 
of failure to implement residents' active treatment progr~.ms is found fo be due to Inadequate 
staffing, .. 

#3 Client Protection:· 

• The Facility will continue to screen potential employees utilizing the background check (BCCU) 
' . ' 

process, 

, The Facility trained staff on Developmental Dlsablllties Administration (DDA) Policy 5.13, 
"Protection from Abuse: Mandated Reporting", The training was provided.by experienced ODA 
Central Office staff members. The materials were presented by power-point and copies of ODA 
Policy 5.13 were provided to all attendees. Training was completed for.o/40 Siaff members on 
2/6/15. 

• . Laminated copies of Attachment A and B from DDAPoli~y 5.13 have been promin~ntly placed In 
cottages and Adult Programs 02/05/15, Attachment A is general definitions of relevant terms, 
and Attachment 8 provides darlfylng examples of abuse, neglect, financial exploitation, end self
neglect. 02/05/15. 

• The Facility will provide DOA Polley 5.13 training at all New Employee Orientations (NEO). 

• • The Facility will provide ODA Polley 5.13 to all staff annually for continued education, ODA. 
Policy 5.13 Protection Form (DSHS 27-076) "Abuse: Mandatory Reporting" will be signed and 
,uploaded in the employee personnel file. 

, The Facility will cqnduct trend analysis on Incident reports related to abuse/neglect, and Injuries 
of unknown origin. When there Is a reasona)lle cause to believe abuse/neglect has occurred or 
any patterns of Injuries Identified, further Investigation will occur, 

, 
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#4 Abuse of Clients: 

• The Facility will continue to screen potential employees utilizing the background check.(BCCU) 
process. 

• The facility trained staff on Developme·ntal Disabilities Administration (DDA) Policy 5.13, 
"Protection from Ab~se: Mandated Reporting''. The training-Was provided by experlenced-DDA 
central .Office staff members. The materials were presented by power-point and copies of DDA 
Policy 5.13 were provided to all attendees. Training was compl.ited for 740 staff members on .. 
2/6/15. • • 

• Laml_nated copies of Attachment A and Bfrom _ODA Policy 5.13 have been prominently placed In .. 
cottages and Adult Programs 02/05/15, Attachment A is general defmltlons ofrelevant terms, 
and Attachment B provides clarifying examples of abuse, neglect, flnanclal,exploltation, and self-
'neglect, 02/05/15, • • 

. . 
• The facfilty'(,1111 provide-DD!', Policy 5.13 training at all New Employee Orientations (NEO). 

• The Facility will provide DDA Policy 5,13 to all staff annually fo.r continued education. DDA 
Policy 5.13 Protection Form (DSHS 27-□76) "Abuse: Mandatory Reporting" will be signed and 
uploaded In the employee personnel file, 

• The·Facllity will conduct trend analysis on incident reports related to abuse/neglect, and injuries 
of un·known origin, When there is a reasohable cause to believe abuse/neglect has occurred or 
any patterns of Injuries identified, further ln'-'.estigatlon will occur, • " 

How will th~- Facltlty-monl!or.lts corrective actions/performance to ensure tHatthe deflclent"practlce 
is being corrected and will not re-occur; l,e,, what program will be put Into place to monitor the 
continued effectiveness of the systemic change to ensure t_hat solutions are permanent? 

·. 
#1 Maintenance: • 

• The Facillfy services Administrator will perform and document a weekly Quality surveillance 
Inspection.of the PBX Facllity Work Order Call Log. Additionally, he will verify a sampling of the previous 
months completed AMMS work orders and document his findings In a m~nt)11y Quality Surveillance 
Inspection. 

#2 Active Treatment: 

• Through the QIDP Quarterly Reviews, .the QIDP /HPA will provide evidence tha°i the IHP format 
has been revised td reflect developmer'ltal and behavioral management needs. The evidence 

fO 
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will be the revision dates of the objectives within the Monthly Progress Report and the summary 

In the Quarterly Review, 
• ACMs/AP Supervisors will.begin monthly spot checks to ensure the lndividuall,e~ Active 

Treatment Schedules are consistent with resident objectives and occurring at naturally occurring 
times: The results of the spot checks will be documented on a facility monitoring tool,.and • 

. overall findings will be submltte.d to the QA Committee and the resident's lDT. 
• I.CF QA Team Committee will discuss findings of spot checks on a quarterly.basrs. 
• If trends or concerns develop from spot checks, the lnform.,tlon will be submitted to the RHC . 

Quality _Managem~nt Coordina~or for review and root cause. analysis. 
• The !CF Administrator will monitor for any patterns of failure to me.et active treatment programs • 

and wlll lhltiate staff moves or new hires as ~ecessary. 

"3 Client Protection: 

• As of 2/6/15, the F~cillty has developed a monitoring tool that will test staffs' u~derstandlng of 
• mandatory reporting requirements and the definitions of abuse/neglect. All Attendant 
Counselor Managers will be·tralned on the use of the monitoring tool by 02/11/15, 

• Attendant Counselor Managers. will utlliz~ the tool with all .direct ~eports. This wnt be 
Implemented ·for a random sample of staff from three shifts. The Attendant Counselor 
Managers will be require.cl to complete monitoring of all direct reports within each quarter. 

• Psychologists will also utillze the tool to randomly provide spot.checks testing of staff koowl!'dge 
regarding r~~ortlng requirement~ and definitions of abuse/neglect, Psychologlsts may also be 
deployed after ACM communication related to additional training needs of specific staff. 

• DDA central Office Quality ,l\ssurance wlll monitor the implementation of the.monitoring tool 

monthly. 
• The ~lectronli: Incident report datapase was modrfled to Include client, WPe of Injury, alleged 

abuse/neglect, client to client altercation, shift, complaint resolution notification, and guardian, 
contact. 'fhls will allow for enhanced Identification of trends. Modification was completed on 

02/12/15. 
• The office of the Appointing Authority wlll maintain a data base that Identifies alleged 

perpetrator(s) Involved In abuse/neglect i~cldents. The data will also track the outcomes of the • 
Investigation. This data base Is. expected to be operational by 02/12/15. • 

• The Jnterdisclpllnary Team will monit<,r client to client altercations and recommend changes. 
This wlll include the need for environmental modifications, or increasg in supervision. Behavior 
support Plans.(BSP) will be modified with any additional positive approaches/Interventions. 

• In cases involving alleged aquse/neglect, Licensed Nursing will complete Acute Care Plans for 
any injuries and establish monitoring ~riteria for psychological harm. The monitoring will occur 
for at least 72 hours following Incidents that Involve alleged abu.se/neglect. 

( 
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•. When a client Is Involved in alleged abuse/neglect Incident the Psychologist wlll review the client 
4nlt record (CUR) progress notes and assess the clfent for signs and symptoms of psychological 
harm and provide any counselling servlces when lndi~ated. 

• Where data indicates trends of staff alleged abuse/neglect or client to client altercations the 
. Superintendentwifl call for additional investig~tlon . 

. • lnter<iisciplinary Team will Identify cottages where cUent to client altercation or alleged staff 
abuse/neglect Is occurring an a fre_querit basis and conduct a root cause analysis with the 
assistance from the RHC Quality Management Coordinator and inform the ICF QA ~ommittee. 

• The monthly ICFQuallty Assurance Committee will Include.Incident t~ending as a standing 
agenda item. 

• The Human Rights c~mmlttee wlll analyze Incident trending data related to client to client 
altercation and allegations of abuse/neglect and all restrictive practices.at Lakeland 

#4 Abuse of Clients: 

• As of2/6/15, the Facility has developed a monitoring tool that will test staffs' understanding of 
mandatory repo1tlng requirements and the definitions of abuse/neglect. Ali Attendant 
Counselor Managers were trained on the use of the monitoring tool on 02n1/1s, 

• Attendant Counselor Managers will utilize the tool with all dlr~ct reports, This will be 
implemented for a random sample of staff from three shifts, The Attendant Couns.efor Manager 

. will be require.,;! to complet~ monitoring of all direct reports within each quarter. Psychologists 
will also utilize the tool to tesl'staff l<nowledge of reporting requirements and deflnlt10ns of 
abuse/neglect. 

• Central Office QuaUty Assurance ivlll monitor the implementation of the monitoring tool • 
monthly, .. 

• The electronic Incident report database was modified to include
0

client, type of Injury, affeged 
abuse/neglect, cflent to client altercation, shift, complaint resolution notification, and guardian 

. contact, This wlll allow for enhanced Identification of trends. Modification was completed by 
02h2/_1s. 

• The office ofthe.Appo_intlng Authority wm maintain a data base that identifies alleged 
perpetrator(s) involved in abuse/neglectinddents. The data wlll also track the outcomes of the 
Investigation, This data base Is expected to be operational by 02/12/15 .. 

• The Interdisciplinary Team will monitor cllent'lo client altercations and recommend changes. 
This will include the need f9r environmental modifications, or·lncrease in supervision, Behavior. 
Support ·Plans (BSP) will be modified with any additional positive approach'es/interventlons, 

• In cases involving alleged abuse/neglect, licensed Nursing wilJ ·complete Acute Care Plans for 
any Injuries and establish rnon)torlng criteria for psychological harm. The monitoring will occur 

. for at least 72 hours following Incidents· that involve alleged abuse/neglect. 

• When a client is involved in alleged abuse/neglect Incident the Psychologist w!II review the client 
unit record (CUR) progress notes an\i assess the client for signs and symptoms of psychological 
harm and provide any counselling services when Indicated. 

tJ1,, 
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. . 
• Where data inHicates trends of staff alleged abuse/neglect. or client to client altercations th.e 

Superintendent will call for additional Investigation'. , . 
• Interdisciplinary Team will identify cottages where client to client altercation or alleged staff 

abuse/neglect is occurrlng on· a frequent basis and conduct a root cause analysis with the 
assistance from the RHC Quality Management Coordinator and lnrorm the !CF QA committee. 

• The monthly !CF Quality Assurance Committee wlll include incident'trendlng as a standing 
agenda Item .. 

• The Human Rights committee will analyze incl,;lent trending data relatea to cllent to client 
. ·altercation and ~llegatlons of abuse/neglect'and·an restrlctfve practices atLakeland Village. 

' . . . 

When will the corrective action be accomplished? 

4/15/20~5 , 

The title of the person or p~rsons responsible to ensure correction for each· defloiency? 
., 

Superintendent/lCF PAT Director/Facility Services Ad.mlnistrator/DDA-1 

( 
( 

( 
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How the.correctlve.actlbn wlll be accomplished for the sample lndlvlduals found to have b_ean 
affected bythe def[cl?nt practice? 

·• Faclllty Se~ices did not receive a vlork.request or a call In request to-have the dra'!ler repalr~d 
for resident l/39's dresser drawer. Faclllty-Servlces will notify css to replace tha broken drawer: 

• Work Ordersff1406300144 ·& 14110S0072 was verbally verified a;completed by the service 
provider (CSS) and closed out ln AMM5 by 2/18/2015. • • 

• Work order 1114110300039 was verbally verified as completed by css and closed out in AMMS 
on 1/15/2015, • 

• • Work Order#14005090D33 was verballyverlfled as cgmpleted on 2/6/2015 and closed In AMMS 
on the same date, 

... 
• Work Order i!14040700181 was verballyvertfled as completed on 2/13/2015 and closed In 

AMMS on the same date: 

• Sample !lasldents 1/40, #41, 1142 all ,,tlllza the shower equlpmimt; ~leaning schedules wlll be 
adhered to after each use to ensure sanitation. StaffWnt·beexpected \o'lnltlal after ~ach· 
resident. Ccimpleted 1/1$/15. 

• Sample Resldents.#17, ff22 utlllzes the tollet positioning belt d"ue. to poor coordination tind 
- seizures, staff will disinfect and clean the device when soiled, Schedule use and monitoring will 
• be Identified based on recommendation a/professional assessment. Once assessed and If ft Is 

determined that continued use ls appropriate, the Facllfty WIii acquire devices tha_t are FDA 
approved. 

• Sample Resident i!·35, th·e solled.g,ilt belt was replaced during at the time of the State surveyors 
observation. It wlll·be the exP:ectation that gait belts are utl112ed during transfers a_nd_posltlon 
and per recommendation from physical therapy, Staff wlll replace gait belts ii solled. Dased on 
the statement of deficiencies (SOD) completed 01/'lSJ/15, • 

• Wheel chairs wlll be cleaned when food Is spllled,onto surfaces by res!ct'ents. Staff will observe 
wheel.chairs and clean as appropriate. • ' • 

~ • Wheel chairs wlll be Inspected oo the HS shift and cleanlng will occurwhlle residents are 
steeping per deaning schedule. 

• Painting of exterior surfaces Is part of preventatlv.• maintenance provided by consolidated 
support services {CSS), The painting ofExterlpr doors and window frames Is notconsldered to 
r.lace residents at risk, The Faclllty Services Administrator will coordlnate for painting with css 
during the spring/Summer 2015 to ensure furthet cleterloratlon Is eliminated. 

How the facllltywlll ldentlfy other lndlvlduals who have the potential to be affected by the same 
deflclant practice, and how It wlll·act to pro'cect Individuals In similar sltu~ticms'I 



• Eveiy month the Faclllty Services Administrator ( FSA)wlll submit a list of all uncompleted.work 
orders to the css Faclllty and CSS Maintenance Manager, The css Faclllty Manager and CSS 
Maintenance Manager are required to revlew and reconcile all uncompleted wqrk orders 
providing the FSA a time frame as to when the work.orders wlll be- completed. lf no response ls 
received with the requested time frame the matter will be up channeled to the Superintendent 
for further actlpn. 

• The Fac!llty will disinfect the gait belts and toilet positioning belts after each residents use and • 
replaced If soiled, • • •• •. 

• • Shower equlpmentwlli be disinfected following each use, Cleaning sch~duies wlll be adhereµ to 
after each,.use to ensure sanitation, 

What measures wlll be put Into place or systemic changes that wlll be made to ensure that•the
deflclent practice wlll not recur? .. 

• The css Faclll.ty and Maintenance Manager have directed all css staffthat all completed work 
orders are to be closed out In AMMS no later than 48 hours upon completion, . ' . 

. ' 
• . The CSS Faclllty an(j Ma,lntenance Manager have directed all css staff that completes Urgent 

CalHn work repairs are to contact the PBX switch board, notlfylng them that°the work has been 
CO!flplated or deferred (providing the reason for deferment). Furthermore, If status notification 
Is not received after 24 hours afthe work request the PBX ci1lef Operator will contact the css .• 
Call CenterOperatarto attain the status of any uncompleted Urgent Call-In w.ork request and 
follow-up dally untll.°completed, 

. • The PBX switch board is the centralized control point for all'campus Urgent Qlll-ln work repairs. 
Addlt!onally, tracking data columns Identify the completion date and workverlffed by has been 
~dded to the 'fa.cl/lty Work Order Call log. • • 

• Each area that utilizes this type of adaptive equipment wm maintain a cleaning schedule-to 
disinfect gait belts and toilet positioning belts after each residents use and replaced if solled, . . . 

• Shower equlpmontwlll lie disinfected following each use. Cleanlng schedules wlll be adherea to 
after each use to ensure sanitation, • 

Haw the facliltywllf monitor lls corrective actions/performance to on sure that the deficient practice Is 
bel~g corrected arid wlll not recur, I.e., what·program wm be put ln\<i place ~o monitor the cpntlnued 

• effectlv~n.••• of the systematic change to _ensure that solutlon,are permanent? 

• Tlie Faclllty'services Administrator will perform and document a weekly Quallty:Surve!llance . 
Inspection of the PBX Faclllty Work Order Call Log, Addltlonally, he wiltverlfy a sampling 'of the 
·previous months compleied AMMS work orders and document his findings In a monthly Quality 
Survelllanco Inspection. , 

• ACMs/AP Supervisors will complete quarlc!'rly spot checks to ensure clean!rig schedules are 
completed and adhered to and forwarded to the !CF PAT Dlr~cg,r 

When corroctlvo action villi be accompUshed? 
4/l5/20l5 

' . 

C 
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The title of the person or persons responsible to ensure correction for each deflclenty/ 
Facility Services Admlnlstrator, ICF PAT Director 

.. '.'··. 



PLAN OF CORRECfJON. 

How wlll the corrective action be accomplished for the sample lndlvlduals found to have been 
affected by the deficient pra.ctlce? • • 

ihe Facility has Implemented protective measures for the l~enUfled lndlvldual by the !\)flowing: . . . 
.. 

• 'the aliened parpetrato~-was fully reassignerl to the on 
January 16, 201s. 

• After consultation with the survey Team theallei;ed perpetrator was fully reassigned to the 
nianuary21, 201.S a position In which she has staff 

avallable to ansuro supervision at all tlmes, 
• A referral related to the Incident .of alleged abuse was made to 

the Superlnte~de.nt on.i/29/15. • • 
• The alleged perpe1ratorwiU remain on reassignment with no ~nsupervlsed contact wlth 

vulnerable adults at Lakeland Village at least until the current lnvostlgatlon by • 
. -scompleted,. • . • 

• Th~·alleged perpetrator was lnfol1)'led orflw supervision guldelf~e$ contained lri the 
reassignment letter on 01/16/15 and again on 01/21/15, 

• . The Appointing Authority (SupMntena·ant) has reviewed the Compliance lnvestlgatlo.n Manager 
(CIM) S.d,(Y Investigation reports (8/14/14 and :1,/23/15) and determlned that no other action Is. 

• • needed at this time to protect tho Identified lndlvidual from, the alleged perP,etrator based on 
that report. 'J11e Appointing Authority notlfted the guardian on 01/16/J.5 about tile alleg':d 
abuse and the actions taken In response. 

• T_he AppolnUnii Allih~111;11 take furtt,er corrective aellon related to al>u~e/neg!ect If Indicated 
. fol/owing recefpt of the fnvestlg_atlo~. . _ . 

How wl!I the facility Identify other lndlvlduals who have the potanlla\ to be affected by the same 
deffelent practices, and how ltwlll act to protect lndlvlduals In similar sliuatlons? • 

All staff at the Faelllty are ll]•ndatory reporters, lh\s lncf udescontractors, volunteors, Interns, and work , 
study.students. All ~acmtv staff have been retralned.to·mandatory training requirements on January 26, 
27, 28, 29 and February~ and 6, 2015, All Facility staff win repo1t every lncldenfof Ob$atved, reported, 
ot $USpected abandonment, abuse, financial exploitation, neglect or self-neglect of clllldr4n and 
vulnerable adults, Injuries of unknown origin wm be Investigated If unwitnessed or could not be 

. explained by the rll!ept and If the Injury ralse5 suspicion of possible abuse ~nd neglect based on the 
""tent, location, numbor ofln)urles observed In time or over a period ottlme. Ta the extent prm!ble 
anci appropriate to th• sltU~tlon, the reporterwlll pfovlde Immediate protection and safety, Once 
protection and safety ls achieved tho reporter will Immediately: 

• Notify the on-duty •uthorlty to ensure continued c!lent{sl protection, 

( 
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•*w 1Z2-Cllent Protections 

• Provide supervision until the on-duty authority arrives and removes the alleged perpeti.tor 
ftom client care. • " 

• Contact the Complaint Resolution un!'t {CRU), , 
• • Notify the Appointing Authority Immediately for any further Instructions, 

Th~ on-guty authority Mil: 

• Escort the ~lleged perpetrator to the support Office of the Superintendent (SOS], notlng.tl1e 
time when this occurs, 

• Contact law enforcement'as applicable, 
• P.reserve evidence, 
• Contact the person's guardian. 
• • Ensure facility procedural'lncldent reporting Is followed. 

The Appointing Authority WIii tmmedlatelyreassign an alleged perpetrator to a position In which he :or 
she wfll have no unsl!pervlsedcontactwlth anywlnerable adillt. The alleged perpetrator wfll,remaln in 
reassignment status With »? unsupervlsed. access to vulnerable adults until all releyant Investigations 
(CIM, APS, and/or law enforcement) are complete. In the .ivenJ thal'there lsno ffnal report from the 
investigating entl\y, the Appoltitlng Authorlty will deternilne whether continued reassignment of the· 
allegeil perpetrator continues to.be necessaiytil ensure the safety of vulnerable adults, 

\. 

The alleged victim of allegecl abuse/neglectwlll be assessed/treated by N urslngstaff, the fac!Uty ARNP 
or Physician for any sustained lnjurlespr psychologlcal harm, When appropriate, addltfonal assessment 
PY local hospital personnel w!II apply, Acute care planning _wlll be lnltl?tedfor signs and symp\oms of 
psychological harm, Staff will d.ocument according!y, The <:ottage Psychologlst wlll visit the affected 
client(s) and assess for psychological harm, Evidence gat~erlng, photographs nnd witness statements 
wlll be preserve<! when.applicable, 

The AppolntlntAuthorlty win thoroughly review the lnves\igatlon_ai1d ta~e approprlpte disciplinary 
action up to and Including termination ofemployment, • 

What measures wlll be put Into pi ace or systemic changes made to ensure-that the deficient practl.ce 
. wlll not're-occUt? • • • 

• . '111e faclllty wl/1 ·continue to screen.potential employees utllMng the background check (BC,CU] 
process. 

• The Faclllty trained staffon Developmental Disabilities Admlnistr~tl~n (ODA) Policy 5.13, 
"?rotectlon from Abuse: Mandated Reporting", The training was provided by experienced ODA 
Cenµ-a!Offlce staff members, The materlals were presented by power:polnt and copies of ODA 

. Policy S.13 were provided to all attendees, Training was completed for 740 staff members on 
i/G/!J3. 

• laminated copies'of Attachment·A and.B from ODA Policy s·,1s have heen prominently placed !n 
cottages.and.Adult Programs 02/05/'13. Attachment A ls general definitions ofre!.evantterms, 

' . 
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and Attachment B provides clarlfylng examples of abuse, neglect, financial explolta\lon, and self-
neglect. 02/05/15, • 

• • ·The Facllltywlll provide DDA Policy 5,13.tralnlng at·alJ New Empl9yee Ortentatrons (NEO), 

• Tha Faclllty wlll provlde'DDA Polley 5,13 to ail staff annually for continued education, DD/\ 
Polley 5.13 Protection form {DSHS 27-076) "Abuse: Mandatory· Reporting' w!II be signed· and 
uplo?d•d In the employee persoh,nel file, • 

• ihe Facllltywlll condu~ttrend analysis on 'incl~ent reports related to abu~a/neglect, and Injuries 
of unknown origin. When there Is a reasonable cause to believe abuse/neglect has occurred or 
any patterns of Injuries !dent\fled, further lnvestlliatlon wni occur: . • • . 

How wlll the Facility monitor Jts corractlve actlo·ns/performance to ensure thae the. deficient pr~ctlce 
I• being corrected and will not re-occur; l,e,, what program wlll be put Into place to mohltprthe 

• continued effectiveness of th• svstemlq ·change to· e)lsure that solutions are permanent? . . . 

• As of 2/6/lS, the Facility has developed a monitoring tool that wlll,test staffs' underst,ndlng of 
l)landatory reporting requirements and the definitions of abuse/negiect.,AII Attendant 
counselor Managers were trained on the use of the monitoring fool on 02/11/15, 

• Attendant Ct)unselor M~nagars will utlll.e the·tool with all direct reports. This wlll be 
Implemented fora random sample of staff from three shifts. 'fhe Attendant Couhsefor Manager 
.wU! b'e required lo complete monltorlng of all dlrec~ report_swithln each quarter, Psycholo~lsts 

. wm also utilize the tool to test staff knowledge of reporting requirements and deflnlUons of 
abuse/neglect, . 

• DDA Central bfftce Quality Assurance wlll monitor th~ Implementation of the monltorln,s tool 
monthly, • 

• The electronic Incident report database was modlflad°to Include client, type of Injury, alleged 
abuse/neglect; client to'cllent altercation, shift, complalnt·resolutlon notlflcotlon,-and guardliin 
contact. This will allow lot enhanced Identification of trends, Modlflcatlon was completed by 
02/12/25, . 

• 'fhe office of the Appolntlng·Authorlty will maintain a data base that ldentllles alleged 
p~rpetrator(s) Involved in abuse/neglec\ incidents. 'fhe dal~ will also track the outcomes of the 
lnvestlgailon. ihls data base Is expected to be operational by 02/12/15, . . . 

• The lnterdlsclpllna!Y Team wlll monl\or cllent to client altercations end recommend changes,' 
This wlll Include the need for environmental modlflcatlons, or Increase In supervision. Behavior 
support Plans {DSP) wlll be modi/led with any additional posl\fve approaches/Interventions,· 

~ In cases ln~olvlng alleged abuse/neglect, licensed Nursing wlil complete Acute Care Plans for 
. any Injuries and establish monJtoriQ8 criteria.for psychological harm. ,:he monitoring will occur 

for at least 72 hour~ followlng Incidents that involve alleged abuse/neglect.· 

( 
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• When a client Is Involved In alleged abuse/neglect Incident the Psychok,glst wlll r.evlew the client 
unit record (CUR) progress notes ~nd assess the client for signs and symptoms of psychological 
harm and proVldo any counselling services when Indicated, ' • 

• Where data Indicates trends of staff elleged abuse/neglect or cllent to client altercations the 
Superintendent WIii call foraddltlonal Investigation, 

• lnterdlsclpllnaryTearn wJII Identify cottages where client to client altercation or alleged staff. 
abuse/neglect Is occurring on a frequent basis and conduct a root cause analysis with the 
assistance from the RHC Quality Management Coordinator and Inform the !CF QA committee, 

• The monthly [CF Quality Assurance Committee wlll lhclucle Incident trending.a, a standing 
agenda Item. 

• The Human Rights Committee wlll analyze Incident trending data related io cll?nt to clie_nt 
altercation and alleg_atlons of abuse/neglect and all restrictive practices at Lakeland VIiiage. 

When wlll the correttlve action ba accomplished? 4/15/2.01.S 

." Title of Person·• llesponslbl~: Su~erlntendent, ICF PAT Director 
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Plan of Correction 

How the corrective action wlll be accomp!lshed for the s~mple indiv!duals found to have been 
affe~ted by the deficient practice? 

• • for Resident #31 #6, 118, #13, #22, 1/24, #27,#30,#31,1132,1133, #34, #36, #39, #42, #43, #44, #46 
• • The facility has eliminated' the practl~e of blocking clients view from their bedroom wlndo~s or 

cottage living rooms. AH painting or window covering that block in.dfvfdual choice to loo!( 
outdoors have been removed, or alter~d so_ viewing outdoors ls·not Impeded. Sample,c!ient #24 
has-made a choice to keep her opaque window covering. Her roommate Is moving back to a 
separate bedroom where windows remain ,free of obstructions .. 

• HI-Lo beds with ra_ised lips are provided to residents. All residents utllfzlng the raised lip 
mattresses are able to enter and exit their beds ancl'therefore freedom of moveme"rit Is not 
restricteif. Phys/cal Therapy or Occupational Therapy will assess individual residents to 

.determine If they are restrictive. !flt is determlneifthat the mattress is restrictive an 
Abridgement of Rights With justfflcation presented,to the Human Rights Advl~ory com'mlttee 
and c6nsentwill b~ obtained rrom guardians. All locked doors qetween cottages WIii be 
unlocked or an Abridgement of Rlghtswith Justification will be presented to the Human Rights 
Advisory Committee and consent wlll be obtained from guardians where a door remains locked. 
Work order's will be submitted to remove lo'cks on specific cottages that are problematk:. 

• The IHP's for the sample residents will be reviewed by a QIDP and revised as nece~aryto 
ensure that the resiqents have as much·access•to th_eir money as possible, based on an •• 
Individualized determination of the residents' abfllty to understand and manage money. 
Residents wh~se functional assessment indicates that they understa~d the purpose and process 
of monetary transactions wilf have Immediate access to their money at all times, and wfll only 
be assJsted to keep the money safe (e.g., In a locked box in their room). Residents who do not 
currently understand.the purpose and process of monetary transactions wfll be assisted to gain 
that understanding, and wlll have lndlvidualized_plarrs for access to .their money. That money 
wlil in all.cases be separately maint~lned and accounted for, 

• Shower handles wl!I b~ restored to shower areas for access by our resident pQpulations 

• Resident 1134 will have he,r personal soda moved to her side of the cottage 

How the facllltywlll identify other fndlviduals who have the potential to be affected bytne same 
deficient practice and how It wm act to protect. Individuals In slmllar situations? . . 

• Attendant Counselor Managers will en~ure all windoVJ·coverlngs are appropriate and win.dews 
will remain free of paint or coverings that impede resident rights to view the outdoors 

• ,Hi-Lo beds wlth raised Ups are p'rovlded to residents. All residents utilizing the raised lip 
mattresses are able to enter and exit their beds and therefore freedom of movement Is not 
restricted. Physical Therapy or Occopatlonal Therapy will assess individual ~esldents to 
deteImine If they are-restrictive. If ft js determined thatthe mattress isrestrlctl~e an 

( 
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Abridgement cif Rights with jusiificatlon presen.ted-to the Hurnan Rights Advisory Committee 
and consent will be obtained from guardians. • 

• All locked doors between cottages wnJ be unlocked or an Abrldgementof Rights with . ' 

justification will be.presented to the Human Rights Atlvlsory committee arid consent will be 
• obtained from guardians where· a door remains locked. Work orders will be submitted to . 
remove locks on specific cottages that are problematic, 

• The IHP's for all residents will be reviewed by~ QIDP and revised as necessa_ry to ensure that the 
. residents have as much access to their money as possible, based on an Individualized 
determination of the residents' abll!ty to understand and manage money, Residents whose 
functional assessii'Jent indicates that they understand the purp_ose and process of mon,etary 
transactions will have Immediate access to their nion_ey at all times, and will only be assisted to 
keep the money safe (e.g., In a locked box in their room). Residents who do not currently 
understand the purpose and process of monetary transactions will be assisted to gain that 
understa_ndlng, aµd wm have lndlvlduallzed plans for access to their money. That money wlll in 
all cases be sepa.ret~ly maintained and accounted for. 

• Shower handles will be restored to shower.areas for access by our resident populatlqns and 
each individual resident's need'for monitoring during showering will be assessed. 

• Resident belongings (Including personal soda) will be stored In theircottage 

What measure, wlil be p~ into place a.r systemic ~h;,nges that wlll be made·to ensure that the 
\ , deficient practice will n(lt recur, 

• Attendant C_ounselor•Managers will ensure all window coverings are appropriate ·and Windows 
will remain free ~f paint or coverings that impede resident-rights to view the ou_tdoors . 

• Hi-lo beds with raised lips are provided to residents. All residents utilizing the raised lip 
mattresses are able to enter and exit their beds and therefore freedom of movement is not 
restricted. Physlc_al·Therapy or Occupational Therapy wf!I assess Individual residents to 
determine if they are restrictive. If it is determined that the mattress ls restrictive an 
Abridgement of Rights with Justification presented to the Human l\lgh.ts Advisory Committee 
and consent will be obt.ained from guardians. 

• All .locked doors between cottages will be unlocked or an Abridgement of Rights with· 
Justification wlll be presented to the Human Rights AdQisory Committee am( consent wlll be 
o~talf!ed from guardians where a door remains locked. Work orders wlll tie submitted to 
remove locks on-spec(flc cottage,s that are problematic, • 

• The IHP's for all residents will be reviewed by a QIDP and revised as necessary to ensure that the 
residents have as much access to their money as possible; based on an Individualized 
determination of the residents' ability. to understand and manage mon•V: Residents whose 
functional' assessment indicates that they understand the purpose and process of monetary 
transactions will have Im.mediate access to thek money at all times, and will only be assisted to , 
keep the money safe (e.g., in a locked box in their room). Residents who do not currently 
understand the purpose arid process of monetary transactions will be assisted to gain that 

0 '1.,-
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understanding, and will have Individualized plans for access to their money. That money.will In 
all cases be separately maintained and accounted for. 

• Shower handles will be restored to sh~wer areas for access by qur reslde~t populations and 
each Individual resident's need for monitoring dyring showering will be·assessed. 

• Resident belongings (Including personal soda) will be stored In their cottage 

• Resident rights wlll not lie violated wiihout due process through assessment, abrfdgetnent .and 
consent. 

How wlll the·facility monitor its corrective actions/performance to ensure t~atthe defldent practice Is 
being corrected and wlll not recur. (I.e. what proiiram·will be put into place fo monitor the continued 
effectiveness of the systematic change to ensure that solutions are permanent. 

. . 
• ACM will conduct a "Housekeeping, Sanitation an~ Physical Environment Self-Audit" quarterly. 

• • Humah Rights Advisory Committee will maintain a database related to all abridgements of rights . . . . . 
and consents. 

• The JCF Administrator wlll work.closely with all QIDPs to ensure that all lHPs are reviewed and 
• revised as necessary to ensure that they include an appropriate plan for residents' access to 
their money, based on the functional level of the-resident and the need to safeguard the money. 

When correc.Uve action wUfhe ~ccompllshed? 

4/15/2015 

'fhe title of the person or pers.ons responsible to ensure·correction for each deficiency. 

ICF Administrator 

( 

,, 
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PLAN OF CORRfJCTION 

How wll! the corrective aetlon be accompllshe_d for the sampie lndlVlduals found ti;, have been 
affected by.,the dtlfl,clent practlcor 

'(t'le ,Facl!ltv has Implemented protective measures for the ldentmed lndlvldual hy the fol)owlng: 
, , 

• ·~a~ perpetrato(, (Staff !'-l was f~ilv ra~sslgned to the 
__,n January 16, 2015. , , · • , 

• After consultation with the survey Team the alleged perpetrab:Jr (Staff A) was fully reassigned to 
the on January 21, Z01S a position In which she has" 
'staff ~~allable to ensure supervision at all limes. • 

• A rei~rral rel(lted to the Incident of alleged.abuse wasmade t~y 
. the Superintendent on 1/29/15, • 

• The aUeged perpa\rator(Staff A) wlll remain on reasslllmnentwlth no unsupervised contactwlth 
vulnerabl~ adults atlakeiand Vlltage at least unill. tl)g curt•n! investigation by 
-ls completed. 

• ·rhe alleged perpetrator (staff A) was Informed cf the suparv!s!on guideline~ contained In the 
reassignmont l<ilter on 01/$6/15 and again on 01/2'1/15, 

• The Appointing Autl1orlty (Superintendent) has tevlawed the Compliance lnvesllgat/on Mantljler 
{ClM) S-day lnvestlgaUon reports (8/1A/~4 and 1/23its) and determined that no other action Is 
needod lrt this time to protect the Identified Individual irom the, alleged perpetnitor (Staff A) 
based on that repor~ The Appolntl~ii Mthotlty notified the guardian on fJ1/i6/'J!i', about th• 
alleged abuse and tha actions taken In response. , , 

• ·The Ap~olntlng Authority will take furtlie/ corractlv• ~ctlon related to abuse/neglect tflndlcated 
follow\ng receipt ofthelllnve;t/gatlon, , 

• The Facl!lt\' \rained staff on Developmental Ol~abllltleMdmlnlstra\lon {ODA) Poiicy 5,13, 
"ProtectloQ from Abuse: Mandated l\eportlng'', The training was prov/de,d by experienced ODA 

• central Of/lceitaff me1~bers, The n1aterlals were, presented by power-point and copies of DOA 
Policy 5.13 were provided to all attendees, Training was completed for 740 staff memoers oll 
~~, . • , . 

How.w!II tlie faclllty Identify other Individuals who have th• potential to be affected by the same 
deficient practices, and how It wm a~tio pro\~ct lndlvlduals In slmliar situations, 

All staff at the Facllltyls mandatory reporters, This Includes conll'actors, volupteers, Interns, nod work 
study students. All Faclllty start has been retr~lned to mandatory.training requirements ortJ•nuary 26, . 
•271 28, 29 and February Sand 6, 2015. All Fadllty staff will report every incident of-observed, reported, 
or suspected abandonment, •buse, flnancl~I exploltatlon, neglect or self-neglect of children and. 
vulnerable adults, Injuries of unknown orlgln mustb.o lnvasllgated lfunwltnnssed or could not be 
explalne,! by the cllent and If the Injury raises: suspicion of possible abuse and·neglect based on the 

' e:<lent, location, numllel ofln)urles observed,\n time or over a period of time, To the exlentpbsslble 
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and appropriate to the situation, the reporterwlll provide Immediate protection om) safety. Once 
protection and safety Is achieved the reporterwlll lmmedlately: 

• Notify the on-duty authority to ensure continued cllent(s} protection. 
• Provide supervision until th~ ,on•dUtY authorlty·arrlves and removes tbe alleged perpetrator 

from clleni care. 
• Contact the•Complnint ResolutJon Unit (CRUJ. 
• Notify the Appointing Authority Immediately for any further Instructions. 

The oh•d~ty authority will: 

·• Escort the alleged. perpetrator to the Support Otflce·of the Superintendent (SOS}, noting the 
time when this occurs. . • 

• ·confact,law enforcement as applicable. 
• Preserve evidence. 
• Contact tho person's guardian, 

• • Ensure facl!Jty procedural Incident reporting Is followed, 

The Appolntlilg Authority wlll Immediately rMsslgn an alleged_ perpetrator to a position In whlch he or 
she wlll have no unsupel"/lsed contact with any vulnerable adult, !he alleged perpetrator wlff'remaln In 
reassignment status with no unsupervised access to vulnerable adults at least until all relevant 
Investigations (CIM; APS, and/or law enforceme~t) are complete. ln the event that'!here Is no final 
report from the Investigating entity, the Appointing Authority wTII determine whether continued 
reassignment of the allegei! perpetriitor .continues to be necessary to ensure the safety of.vulnerable 
adults, . 

The victim of abuse/neglect will be assessed/treated by Nursing Staff, the facility ARNP or Physician for 
any S(!Stalned Injuries or-•psychologl~al harm•. When approprlate,.addltlopal assessment by local hospital 
personnel will apply. Acute care planning wlll be Initiated for signs and symptorns of psychological 
harm. Staff wlll document accordingly. The cottage Psychologist wlll vlslt tije affected cllent{s) and 
assess for psych(\loglcaf fi.arllj, Evidence gathering, ph"otographs and witness sta\ements wm be 
preserved when appllcable, 

The Appointing Authoritywm thoroughly ~•view the.Investigation nndt~ko appropriate d!Sclpllnary 
action up to and Including te1111inatlon of employment. 

What measures will be put In.to place or systemic changes made to ensure that the ·deficient practice 
wlll not re-occur? 

. . 

• The Faclllly wlll continue to screen potential employees utlllzlng the background check (BCCU) 
process. 

• The Fac!llty tralned'staffon Developmental DlsnbllltlesA1fmlnlstratlon (DDA) Polley S,13, . 
• "Protactlon from Abuse; Mandated Reporting". The training was provided by experienced Dl:lA 

Central Office staff members. The materials were presented by power-point and copies of DDA . , 

.. 

' . 
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Administrative Reviewers will provide a.final review of all Incident reports to ensure nil • 
required fields on the facility incident report, Immediate Investigation, and 
administrative review are completed to review and ensure a complete Investigation of 
reported events or Incidents. and development or a prevention plan If applicable. 
Administrative Reviewer wlll ensure that all ajlproprlate notifications have been 

completed. 
• A·Superlntandent Memo will communicate to all supervlsors'ihat procedure revisions 

have been completed for review and dissemination ot'Jnformatlon for training to all 
direct reports :, 

How will the facility monitor Its corrective actlons/parlormance to ensure that the deficient practice Is 
being corrected and wm not recur. (I.e. wttat program wlll be PU\ Into place to monitor the contlpuecl 
effectiveness a/the systematic change to ensure that solutions ar.e permanent, 

, The Faclllty ODA 1 wlll conduct trend analysis on abuse and neglect Incidents. The trending wlll 
Include; staff person, type of Injury, oileged abuse/neglect, cl!ent to client altercation, shift, 
applicable notifications and discuss at the monthly !CF QA meeting 

' ' • The office of the Appointing Authority will maintain a database that Identifies alleged 
perpetrator{s) Involved In alleged abuse/neglect Incidents, The data will else track the outcomes 

• -of the lnvestlgatl<m. This database Is operational as of2/12/2015, 
• Human Bights Commmee wili analyze Incident trending data related to client to client 

altercation and allegatfons of abuse/neglect. 

When corrective action will be accomplished? 4/lS/2015 

,ho title of the person or persons responsible lo ensure corractlon for e~ch deficiency? 
Superintendent and !CF PAT Director 
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Plan of Correction 

How the corrective action wlll be accompllshecl for the sample ·Indfvlduals found to have been 
affected by the deficient p;actlce • • • • 

• Resident 112, 1113, 1114, 1126, 1128-
• ·The Faclllty wlll ensure that all allegatlons of mistreatment, neglect·arid abase as well as Injuries 

of unknow~ source ~re reported Immediately to the Superlntendent/Deslgnee In accordance· 
with State Law and established procedures, • • 

• By 2/20/Z015 Immediate investigators Involved In the notification process for sampled residents 
• -112, 1113, 1114, 1126 and 11?8 will be lnform~d of the deficiency In reporting to the 

,superlntendent/Daslgnee ancl will be given the written perforl'l'lance expectation of lmllledla'tely 
reporting to the.Superlntendent/Deslgnee for Immediate client protection. • 

• As an employee of Lakeland VIiiage, all staff are responsible to c¢mply with expectations/work· 
Instruction?; failure to comply, wlU result In disciplinary-actions, • 

How the facility wlll Identify other Individual; who have the•patentlal to be affected· by the same 
defldent practice and how It will act to protect lndlvlduals In similar ij)tuatlons? 

• The Pacl!ltywill ensure that air allegations of mistreatment, neglect and abuse as well as Injuries 
of unknown source are reported lrnmed!atelyto the superlntendent/Deslgnae In accordance 
with State Law and established Procedures, .. 

• All staff at the Faclllty are mandatory reporter.. This Includes tontactors, volunteers, Interns, 
and work study students, All FacHlty staff has bean retrained to mandatory reporting 
requirements on January 26, 27, 28, 29 and February 5 and 6, 2015, 

• All Facility staff will lmll'!edlately report to the Superlntendenf/Deslgnee every Incident of 
observed, reported, or suspected abandonment, abuse, flnanclal exploitation, neglect of 
vulnerable adults, • • • 

• • Injuries of unknown origin wll! be'lnves!lgated If unwlt~essed or could not be explained by the 
cllant and If the Injury raises su'splclon of possible abuse and neglect based on the extent, 
locallon, number of lnJurles observed In time or over a period of time, 

, To the extentposslble and appropriate to the situation, the reporter wlll provide immediate 
pro!ectlon and safety, Once protection and safety fs achieved the reporterwlll Immediately: 
Notify the on-duty authority lo ensure continued cllent(s) protection, ' 
Provide supervision unt!I the on,duty authorlty'arrlves and removes the alle~ed perpetrator 
from client care, . • 
No!lfy the Appointing Authority Immediately for any further Instructions 

What measureswlll be put Into place or syG!emlo changes that wllf be made to ensure that the 
• deficient practice wlll not recur, 

• All staff at the Facility are mandatory reporters; This Includes contractors, volunteers, !ri'terns, 
and work study students. All Facility staff have been retrained to mandatory training 
requirements on January 26, ?,7, 28, 29 and February 5 an_d 6, 2015, 

' ' 
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• All facility staff V(lll immediately report to the Su/)erlntendent/Deslgnee every Incident of 
observed, reported, or suspected abandonment, abuse, financial exploitation, l\eglect of. 
vulnerable adults, 

• Injuries of unknown origin will be Investigated if unwitnessed or could not be explained by the 
client and If the Injury raises suspicion of possible abuse and neglec\ based on the extent, 
location, number of Injuries observed in time or over a period of time, 

• • To the extent possible and appropriate to the situation, the reporter will provide Immediate 
protection and safety, Once protection and safety Is achieved the reporter wm immediatelv.: 
Notify the on-duty authority to ensure conHnued cllent(s) protection. 
l'rovide supervision until the on-duty authority arrive, and removes the nlleged perpetrator 
from client care, . • • 

• Notify the Appointing Authority Immediately for any furtherlnstructlons 

. How wl!I the faclllty monitor Its corrective actions/performance to ensure !hat the deficient practice Is 
being corrected and wl!I not recur. (i,e, what p;ogram wl!l bo put Into place to monitor the continued 

effectiveness of the systematic change to ensure that solutions are pertn,mant, 

• The FacUlty ODA 1/Designee wlll conduct trend analysf, on abuse and neglect Incidents, 
• The trendlngwlll Include: staff name and position, type offoJury, alleged . 

~buse/neglect, client to client altercation, sldft, applicab)e notlflcatlo!\S and <llscuss at 
the monthly ICF QA m·eetlng • 

• Huma'n Rights committee will analyze .Incident trending data related to dient to client 
altercation and allcgati~ns of abuse/.neglect and Involve. the RHC Quality Management 
Coordinator for root cause analysis as needed, 

I . • • • 

When corrective action wlll be accomplished? 

4/15/2015 ' 

The title of the person or per.ens responsible to ensure correction for each deficiency, Superintendent 

and ICF PAT Director, • 
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Plan of Correction 
• I 

Howwlll the corrective action be accompllshed for the samr,le Individuals found to have been 
affected by tho doDclent pracilce? • 

• For Residents #13, /1111, JJ2S -,he r-acilltywm ensure that all alleged vlolatlons·are thoroughly 
lnves~gated related to allegatroniof mistreatment, neglect and abuseas well as Injuries of . 
unknown source by reopening these Investigations to Include, but not ilmlted to; the 
Superlnte11dent contacted the Washln~n State Patrol and received /he completed 
lnvestlgMlon related to resident ff 13 and provided tt to survey, team on 2/11/WIB, The alleged• 
perpetrator no longerworks wlth vulnerable adults. The Superintendent Will address 
procedures related to smoking In Deslgnaba~ areas with all staff, All l~antlOed witnesses will be 
Interviewed and If new Information Is uncovared,.the Incident Will be re-submitted to the CJMS. 

, For Resident 1116· The alleged perpelratorwas fully reassigned to th~- • 
n January 16, 2015. . • • • 

o Af/er co~sultatlcm Ith the Survey Team the aOeged perpe!ratorwas fully reasslened to 
the onJatiuary21, 2015 a position In which 
she has staff available. to ensure supervision at all times. • .. 

o A referral related to tho. Incident of alleged abuse was made to 
• -by !fie Superl~tendent on 1/29/is; 
o The alleged perpetrator wUI retnaln on reassltmmont v.1th no unsupervlsed contact with 

. ~elafld Vlltage at least until the current lnvesttgatlon by-
--ls compleled. • .. 

o The·alleged perpetrator Wa,s Informed of the supervision guldel!nes contained ln the, 
reassignment le!ler on 01/16/15 and qealn on 01/21/1.!l. 

o The Appolntlng Authority (Superlrtendent) has reviewed the compliance lnvestlgatton 
Manager (ClM) 5•day Investigation reports (8/14/14 ~nd 1/2S/!.S) and determined that 
no other action is needed at this tlmo to protect the ld~nti(led Individual from the 
alleged perpetrator based on that repor1. The Appointing Authority notified the • 
guprdl~n on 01/16/15 about the alle;ed abuse snd t/)e actlo.ns taken In response, 

o ihe Appointing Authoiity will take further corrective action related to ab11se/nsglect II 
Indicated following receipt of th-investigation. • • 

How tho fac!llty wlll Identify other Individual• who have the potential to Ile affected by the same 
deficient practice arid haw ltwlll act.to )lrotect !ndlvlduals In •!t11flar situations? • 

• Staff/Client Mslgnments WHh locatloll of staff at ~ma of lncldent Wll! be provided with the : 
•incident report RS part of the Investigation packet to ensure that there Is evidence that all 

• alleged Incidents ara thcr.i~ghJy lnyestlgated. • • 

All staff at the Facility are mandatory reporters. Tli!s Includes contractors, volunteers, Interns, and work 
stu1ly students •. All Facility staff have been retralnod to m•n~atory reporting r.equlrements on January 
26, i1, 28, ~9 and February 5 and 6, 20!5.·Atl Padllty.s(a/1 will report every Incident ofol,served, 

I • 

( 

( 
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reported, or susp,ected abandonment, abuse, flnanclal exploitation, neglect orself'neg-lect of chlldren 
and vulnerable adults, Injuries of unknown origin must be Investigated If unwitnessed or could not be . 
explained by the client and If the tnJurv raises suspicion of possible abuse and neglect based on the -
extent, location, number 61Jnjurles observed In time or over a per_lod oftlme, To the extent possible 

. and appropriate to the situation, the reporter will provide Immediate protection and safety. Once 
protection and safety Is achieved the reporter wlll lmmedlate!y; 

•• . Notify the on-duty authority to ensure continued cllent(s) protection,. . 
• Provide supervision until the on-duty authority arrlves and removes the alleged perpetrator 

fi'om client care. . • • ·,· ' 
• Contact *e,Complalnt Resolution Unlt(CRU). 
• Notify the Appointing Authority Immediately for any further ln;tructlons. 

The on-duty authority will: 

• Escort the alleged perpetrator. to the Support Of!Ice of the Superintendent (sosl,anollng aild 
documenting the time when this occurs, 

• Contact law enforcement as aj)pllcab!e, 
• Preserve evidence'. • 
• Contact the person's sua_rdian. 

, • Ensure facility procedural Incident reporting Is followed, 

l'he AppolntlngAuthorltywlll immedl~tely reassign an alleged perpetralor to a position In which heor 
sne will have no unsupervised conwctwlth any vulnerable adult, The allegad perpetrator will remain In 
reassignmentsta\us with no unsupervlsqd access to vulnerable adults at least untll all relevant 

• Investigations (CIM, APS, and/or law enforcement) are complete. In the event that there ls no final 
report from the investigating entity, the Appolnllng Authority wilt determine whether continued 
reassignment of the alleged perpe1rator continues .to be necessary to ensure the safety of vulnerable 
adults. • • 

The vl~tim of abuse/neglect will be assessed/treated by Nursing Staff, the f;cillty ARNP ·or Physician for 
any sustained Injuries or psychoioglcal harm, When appropriate, adili)lpnal assess.in~nt by local hospital 
personnel will,appiy, Acute care planning wlll be Initiated for signs and symptoms .. of psychologlcaf. 
harm. Staff will document accordingly, The cottage Psychologist will visit the affected c(Jant(si and· 
assess for psycholog1cal harm: Evidence gaihering, photographs and-witness statements wm be 
preserved wheri appllcable. • • 

The.Appointing Authority will thoroughly review the-Investigation a11d take appropriate disqlplinary 
action up to and Including termination of emp\oym~nt, • • 

What measures will be put Into place or systemic chang!)_s.that wlll be made to ensure that the 
I . ~ 

deflclantpractlce wlll not recur, 

•• The Facfflty wlll con(lnu~ to screen potential employees utlllzlng the background check (BCCU) 
process, . 
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• The Faclllty trained staff on Developmental DlsabilitiesAdmlnl~tratlon (DOA) Policy 5,13, 
"Protection from.Abuse: Mandated Reporting", The training was provided by experienced DDA 
central Office staff members, Tlie inaterials were presented by power-point a_n~ copies of ODA 
po!l~y 5,13 were provlded,to all attendees. Training was completed for74D staff members o~ 
2/6/15; 

• Laminated copies of Attachment A and a from DOA Policy 5.13 have been prominently placed In 
' cottages and Adult Programs.02/05/15, Attachment A Is general deflnillons.ofrelevanttenns, 
-and Attachment B p"rovld~s clarlfytngexamples of abuse,neglect, financial exploitation, and seif• 
neglect: 02/05/15, • • 

• The Pacllltywlll provide ODA Policy 5;13 training at all° New Employee Orientations (NEO). 

• The Facility WIii p~ovJde DDA,Pollcy S,13 to all staff annually for contlnu~d education, DDA • 
Polley 5,13 Protection Fotm (DSHS 27•076) "Abuse; .Mandatory Reporting" will be signed and 
uploaded in the employee personnel file, • 

. ' ' 

• The FacllJtywlll conduct trend analy~I• on Incident reports related to abuse/neglec~ and Injuries 
of unknown origin. When there Is a reasonable cause to believe abuse/neglect has occurred or 
any patterns oflnJut1es identified, further Investigation wlll occur, 

• Related to statement of the embeddei Information of a staffsrnokl~g an a patio-The 
Superintendent will send.a memo of eKpectntlon related to smoking In Designated smoking 

• Areas only to all supervisors who will In turn review with all tllrect reports, . 

• The Faclllty will schedul<\ hivestlgatorTralnlng for personnal who cooduat Incident report 
Investigations by 4/15/2015 • 

. How wlll tha facility monitor Its corrective actlons7perforiilance to ensure that.the deficient practice 1, 
being corrected and wlll not recur. (1,e, 1Alhat prosram wlli be put Into place to monitor the uontlnued· 
effactlveness of the systematic change to ensura that solutions are permanent, • 

I• ' • 

• As of2/6/tS, the Facility has developed a monitoring tool that wlll test staffs' understanding of 
mandatory reporting requlremen!s and the definitions of abuse/neglect, All Attendant 
counselor Managers will be trained dn the use of the monitoring iool by 02/11/15. 

• littendant Counselor Ma~•gers will utilize the tool wtth an direct re.p~rts. This will be 
- _ Implemented for a random sample of staff from thr~e shlfts,. The Attendant counselor 

Managers will be required to complete monitoring ofalldltect reports within each quarter, 
• Psychologists will also utilize th.a tool to randomly provide spot ,hecks testing of staff knowledge 

regarding reporting requirements and. definitions of abuse/neglect. ·Psychologists may also be 
deployed af~er ACM rommunlcatian related to additional training needs of specific staff, 

• DDA Central office Quality Assurance wlll monitor the lmplementa!19n of the monitoring tool· 
monthly,· 

( 

( 

{ 
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Policy 5.13 were provided to alf attendees. Training was completed for 740 staff members on 
.2/6/15, • 

• Laminated copies of Attachment A and B from DDA PollcfS.13 have been prominently placed In 
cottages and Adult'Programs 02/05/15. Attachment A is general definitions of relevant terms, 
and Attachment B provides clarifying examples of abuse, neglect, flnailaial 11xploltatlon, and self: 
.neglect. 02/05/15, • • • .• • • • 

• The Facility will provide DOA Policy 5,13'tralnlll? at all New Employee Drientatlons (N~ci), • 

• The Facllltywill provide DDA PollcyS.19 to all staff ann4ally for continued ed;catlon. DD/i 
Polley 5.13 Protection Form (D~HS 27--076) "Ab~si'<: Mandatory Reporting" wlll be· signed and 
uploaded in the employee_ personnel file. 

• K 

• The Fadlltywill condUcttrerid analysis on l11cldent r~ports related. to abuse/neglect, and Injuries 
of unknown origin. When there Is a reasonable caijse to believe abusef.neglect has occyrred or• 
any patterns of lnjurles'fdentlfled, (urthertnvesti~atlon will occur, . . . ' 

, . The Facility wlll train staff on DDA Polley 5,0o-Cllent Right; to provide the summary of clvJI rights 
• of eligible r.esldent~ of the Developmental Disabilities Admlnlst'ratlon. . • 

' 
• Issues related to Protection of Client Rights wlll be submitted to Human l\lghts Advisory·. 

Committee for revlew/discusslo.,1 and approval/disapproval. ' • 
' ' 

How WIii the Facility mo~ltor Its corrective sctions/perlormance to ensure thatthe deflclent practice. 
Is being correct_ed and wlll not ro-occur;t,e,, what program wlll be put Into place ta monitor the 
continued effectiveness of.the systemic change to ensure th~t solutions are permanent? 

• As of 2/o/15, the Faclllty lias developed a monlt~ring tool that wlll test staffs' understanding of 
mandatory reporting requirements andJhe deflnltlons of abuse/negle_ct, All Attendant 
Counselor Managers w!II be t\alned on the use of the monitoring tool by 02/11/15. 

• Attendant Counselor Managers will utll~e the tool ".'ill) all direct reports, This \'ill! be 
. Implemented for a random sample of staff from three shifts. The Attenda~t Counselor 
Manager'swlll be required to complete monliorlng of all direct reportswlthln each quar\er, 

• • Psychologists will also utllJ,e the tool to randornly provlde spot checks testing of staff knowledge 
regarding reportlng requirements and definitions of abuse/neglect. Psychologists may also be 
deployed after·ACM communication related to a~dltlonal.tralnlng needs of specific staff, 

• . DDA Central Office Quality Assurance wlll monitor the Implementation of the monitoring tool 
monthly, 

'o The electronic Incident report database was modified to Include client, type of Injury, alleged 
abuse/neglect, client to client altercation, shift; complaint resolution notification, and guardian 
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contact, This will allow for enhanced ldentlftca!lon of trends, Modlflcatloh was completed on 
~2/12/15, • • • • • 

• The office of tha Appointing Authority will maintain a data base that Identifies alleged 
perpetrator{s) Involved In abuse/neglect Incidents. Tha'data witl also.'trock the outcomes of the 
Investigation. This data base Is expected to be operational by.02/12/15. 

• The lnterdlsclplli1ary Team will monitor client to client altercations and recommend changes. · 
This will include the need for environmental modifications, orrncrease In supervision, Behavior 
Support Pl~ns {BSP) w111 be modified with any additional positive approaches/Interventions. 

, In cases Jnyolvlng alleged abuse/neglect, Licensed Nursing WIii complete Acute care Plans for 
any lnjurles and establfsh monftorlng criteria for psychological harm. The monitoring will occur 
for at least 72 hours fofiowlng Incidents that Involve alleged-abuse/neglect. 

• w·hen a client Is involved Iii afieged abuse/neglect Incident the Psychologist wlll review the client 
unit record (CUR) progr~ss notes and assess the client for signs and ~ytnptoms of psycholog!cal 

.harm and provide anycounsellJng services whep Indicated, . 
• Where data Indicates trends ~fstaff alleged abuse/neglect or Client to client altercations the 

Superintendent wlll call fof•addltlonal Investigation, 
• • lnterdlsclpllna'ry Team will Identify cottages where client.to client·alterca!lort or alleged staff 

abuse/neglect ls occurring on a frequent basis.and conduct a root cause analysis with tlie 
asslsta.nce from t_he RHC Qualtty Management Coordinator and Inform the ICF QA committee, 

• The monthly ltf' Qualify Assurance j'.:ommlt\ee wJII Include Incident trending as a standl_ng 
·agenda Item. • • 

• The Human· Rights Committee will analyze Incident trendmg da·ta related to client to client. 
altercation and allegatlonsofabuse/neglectand all restiictlv~ practices at Lakeland VIiiage. 

When wlll the corrective action be accomplished? 4/iS/2015 

The title of the person or personsresponslbla to imsure correctfon for each deficiency? • 
suj,erlntendenl/JCF PAT Director 

. . 
( 

( 
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How the corrective action will Ile accomplished for the sample Individuals found to have been 
affected by the deficient practice? 

• The Installation of three privacy curtains In the bathrooms on Pinewood Cottage was 
completed on 1Ji4/15. This is not a pervasive Issue on campus, hov1ever If a privacy 
curtain is needed itw111 be replaced Immediately, 

• Client privacy will be maintained, 

How the faclllty wlll ldantlfy other Individuals who have the potential to be affected by the same 
deficient practice and how It will act to protect Individuals In similar situations? 

• . Cottage ACMs and housekeeping staff will spot check cottage privacy curt;iins, 
This Is nol a pervasive ls~ue on campus, whenever a privacy curtain Is damaged, soiled, 
or mls,lng It will be replaced Immediately. 

What measures ,Will be put Into place or systemic changes that will ba made to ensure t~at the 
deficient practice will notrecur. 

• . • f,acllltY -,taffwlll be expected to Identify any privacy Issues and report findings to the 
arwsupervlsor so Immediate cbrrecilons can be m.ade. • 

• Residential Services Coordinators on shift 2will complete quarterly monitoring reviews 
for privacy standards 

How wlll the facillty.monltorlis corrective actlons/performa11ce to ensure that the deficient practice Is 
being corrected and will not recur. (l,e, what program wlll be put Into 1,l~c• to monitor the contln~ed 
effectiveness of tho systema\lc change to ensure that solutions are permanent, 

• ACMs wlll conduct a "Housekeeping, Sanitation and Physical environment Self-Audit" 
quarterly, 

• The ICF has developed a QA team/committee wlth audit tools In which peer review 
audits wlll occur on a neighboring cottage at least quarterly, 

• • The O.A team/committee WIii review the quarterly peer audits to ensure deficiencies are, 
completed In a timely fashion. 

When corrective action wlll be accomplished, 4/15/2015 

The title of the person or persons responslbfe to ensure correction for each <lellclency? ICF PA"f 
Director; AC M~nagers • • • • • • 
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Plan of correction 

H9w the corrective action wlll be acoompllshed forthe sample lndtvtduals found to have been 
affeded Jiy the deflcle~t prM~ce? 

Regarding the •~mpled cllents-#2, 1!131 1114, #15, #16, ~is, #26, 1129 

. • Superlntendent/fCF PAT Director wm Inform the parents/guardians ofresldents2,1s, 14, 15,16, 25, 
26, and 29 about the Incidents noted In the Statement of OefJciencles Involving those residents by. 
2/27/2015, • • 

• The facility will promptly notify parents/guardlahs ~f those residents of any slgnlllcant Incidents, or 
changes In the resident's condltl~n-ln~luding, but not limited to Incidents ofserlous Illness, . • 
accident, death, abuse orunauthorlied ab~ence, 

. . 
How the faclllty wl!I Identify other lndlvJlluals who have the potentfal to h~ affected by the same • 

. deflcleht prac\l:• and how It will act to protect Individuals 1.n similar situations? 

, Immediate Investigator or dM!gnee wnl Immediately attempt t~ notify the client/resident guardlaQ 
of any serious Incidents or changes In the resident's condition, including but not 11inited to serious 

• • I • • 

llfness, Injuring, accident, death, abuse or unauthorized absence, Noti/lca!lon wlll be docuniented 
Jmmedlately In the CUR/RUR. The lncld·e~t Report wll! also contain the Information re!ated to ti.me, 

' d~te and.name of gUardlan with wham they spoke. If notlflcat!on of guardian ls not successful the. 
PAT Dlre9tor or Deslgnee will ensu,e that attempts to contact guardian H(e,made and documented 
at least darly until conlllct I~ made .. 

• . The Facllltyhas modified the parent/guardian database to Include the direction for the Immediate 
Investigators to "Notify the guardian of any: serious tnclden.t or changes In resident's condition, 
lnclu~Jng·but not llmlteil tQ serious Illness, 111]ury, accident, death, abuse or unauthorized absence," 

What measures will be put Into plac~ or systemic changes that wlJI be made to ensure that the 
deficient practlce·wlll not recur, 

• Immediate Investigators and Administrative Revlewerswtil be retralned·on the revised LV 
Procedure 10.68 Client/Resident Protection:' Immediate Investigators will ensure that risldim_t's 
parents/guardians wllf be notified followtng any serious lncfdent or change in the resident's· 
condition, Including but not limited to serJous Illness, (nJuiy, accident, death, abuse or unauthprlzed 
abs_ence and dqcumented Immediately In the CUR/RUR and Incident Report, • • 

• The Facility has mo~ifled the parent/guardian database to Include the direction for the Immediato 
Investigators to "Notify. the guardian of any! substantial Injury or any alleged abuse/neglect that has 
occurred." • 

( 

( 
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How the facfllty wlll monitor Its corrective actions/performance to ensure thattne deficient practice 
Is being corrected and wlll not racur, (i,e, what program wlll b~ put Into place to monitor the 
continued effectiveness of the_systernatlc change t6 ensure that solutions ar.e permanent.) 

<t Jhe J.CF/DDA 1 wtU prOVide n final revfow of all J/~ Reports to ensure all required fle!ds on the fac!llty 
lncld~nt report, Immediate Investigation and administrative review are complete to Include the 
documentation of the notification of the· guardian. 

When correc\lve acUon will be accomplished? 

4/~/2015 

·Tl)e·tltle of the person or p~rsons respqnslble t<> ensure correction for.each deficiency. 
Superintendent and 1CF PAT Director 



(lO)(f)(vi) Review the regulation of Continuing Care Retirement 
Communities and ways to protect those who reside in them, 
including the consideration of effective disclosure to residents; 

• A Continuing Care Retirement Community (CCRC) is 
considered a person's own residence (independent living) 
therefore protection of a vulnerable adult living in that 
setting would fall under the jurisdiction of Adult Protective 
Services, under 74.34, if a report of abuse or neglect was 
reported. 

• A brief description of Continuing Care Retirement 
Community ( CCRC) is attached. 



Overview of Continuing Care Retirement Communities (CCRC) 

Residential Care Services (RCS) does not have licensing or oversight authority over 
Continuing Care Retirement Communities (CCRC). In Washington State, CCRCs are 
not licensed by any regulatory body. 

CCRCs can be located on the same campus as a licensed nursing home or licensed 
assisted living facility. RCS' licensors/surveyors are mandatory reporters meaning that 
if they observe or hear of any care issues even those occurring in non-licensed building 
in the CCR Cs, they will call the issue in to the Department's complaint hotline for 
investigation. In this situation, a CCRC resident is considered a person who is 
independent living in their own residence so protection of this vulnerable adult falls to 
the Department's Adult Protective Services. 

Adult Protective Services investigate reports of abandonment, abuse, financial 
exploitation, neglect and self-neglect of vulnerable adults, and provides protective 
services and legal remedies for this vulnerable population. Chapter 74.34 RCW. is the 
governing statutory authority for Adult Protective Services. 

Attached you will find the section of Chapter 74.34 RCW that defines vulnerable adult 
and established the legislative need for Adult Protective Services. You will also find a 
further description of a CCRC. 



RCW 74.34.005: Findings. 

RCW 74.34.005 

Findings. 

The legislature finds and declares that: 

Page 1 of 1 

(1) Some adults are vulnerable and may be subjected to abuse, neglect, financial exploitation, or 
abandonment by a family member, care provider, or other person who has a relationship with the 
vulnerable adult; 

(2) A vulnerable adult may be home bound or otherwise unable to represent himself or herself in 
court or to retain legal counsel in order to obtain the relief available under this chapter or other 
protections offered through the courts; 

(3) A vulnerable adult may lack the ability to perform or obtain those services necessary to maintain 
his or her well-being because he or she lacks the capacity for consent; 

(4) A vulnerable adult may have health problems that place him or her in a dependent position; 

(5) The department and appropriate agencies must be prepared to receive reports of abandonment, 
abuse, financial exploitation, or neglect of vulnerable adults; 

(6) The department must provide protective services in the least restrictive environment appropriate 
and available to the vulnerable adult. 

[1999 C 176 § 2.] 

Notes: 
Findings -- Purpose--1999 t: 176: "The legislature finds that the provisions for the protection of 

vulnerable adults found in chapters 26.44, 70.124, and 7 4.34 RCW contain different definitions for 
abandonment, abuse, exploitation, and neglect. The legislature finds that combining the sections of 
these chapters that pertain to the protection of vulnerable adults would better serve this state's 
population of vulnerable adults. The purpose of chapter 7 4.34 RCW is to provide the department and 
law enforcement agencies with the authority to investigate complaints of abandonment, abuse, 
financial exploitation, or neglect of vulnerable adults and to provide protective services and legal 
remedies to protect these vulnerable adults." [1999 c 176 § 1.] 

Severability -- 1999 c 176: "If any provision of this act or its application to any person or 
circumstance is held invalid, the remainder of the act or the application of the provision to other 
persons or circumstances is not affected." [1999 c 176 § 36.] 

Conflict with federal requirements --1999 c 176: "If any part of this act is found to be in conflict 
with federal requirements that are. a prescribed condition to the allocation of federal funds to the 
state, the conflicting part of this act is inoperative solely to the extent of the conflict and with respect 
to the agencies directly affected, and this finding does not affect the operation of the remainder of 
this act in its application to the agencies concerned. Rules adopted under this act must meet federal 
requirements that are a necessary condition to the receipt of federal funds by the state." [1999 c 176 
§ 37.] 

http://app.leg.wa.gov/rcw/defau1t.aspx?cite=74.34.005 7/30/2015 
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Continuing Care Retirement Com1nunity (CCRC) 
A Continuing Care Retirement Community (CCRC) is a residential community for adults that offers a range of 
housing options (normally independent living through ·nursing home care) and varying levels of medical and 
personal care services. A CCRC is designed to meet a resident' s needs in a familiar setting as he/she grows 
older. People most often move into such a community when they're healthy. 

A CCRC resident has to sign a long-term contract that provides for housing, personal care, hot1sekeeping, yard 
care and nursing care. This contract typically involves either an entry fee or buy-in fee in addition to monthly 
service charges, which may change according to the medical or personal care services required. Fees vary 
depending on whether the person owns or rents the living space, its size and location, tl1e type of service plan 
chosen, and the current risk for needing intensive long-term care. Because the_ contracts are lifelong a:nd fees 
vary, it is important to get financial and legal advice before signing. 

Washington State does not license retirement commw1ities. To find local retirement communities in the area, 
contact your local Senior Infonnation and Assistance office. 



(lO)(f)(vii) Identify the needs of older people and people 
with disabilities for high quality public and private 
guardianship services and information about assisted 
decision-making options; 

• Residential Care Services (RCS) 



(10)(/)(vii) Identify the needs of olde1·people and people with disabilities for high-quality 
public and private guardianship services and information about assisted decision making 
options. 

Individuals with cognitive impairments require varying degrees of assistance with decision 
making. At one end of the spectrum are individuals who simply need someone to consult with 
regm·ding choices in complex areas, such as money management. At the other end of the 
spectrum are individuals who lack the cognitive ability to make basic life decisions. As more 
and more individuals have Alzheimer's disease and other types of dementia, this is becoming a 
growing issue in tetms of decision making. It's cutrnntly estimated there are approximately 
107,000 people with Alzheimer's or other dementia in Washington State; that number is 

projected to increase to 271,000 by 2040. For every level of decision-making ability, the 
assistance provided should be the least intrusive necessary for an infotmed decision to be made. 
The goal of all assistance should be to ensme that the individual maintains or achieves the 
highest level of independence of which he or she is capable. 

In Washington, the greatest unmet need related to decision making is the need for more publicly
funded guardians and limited guardians for individuals with significantly impaired capacity and 
limited financial means. While this is a small minority of the total population of persons with 
cognitive impairments, the problem for these people is acute. Individuals with financial means or 
with willing and able family members can obtain guardians when needed, but indigent and 
isolated individuals have much more difficulty obtaining guardians. The absence of a 
comprehensive public guardianship system in Washington means that many people who require 
legally-appointed guardians for some, or all of their decision-making, either go without or are 

forced to reside in more restrictive settings. 

Although many individuals who require guardians receive social security benefits, that funding is 
generally insufficient to pay guardianship fees on top of normal costs ofliving (room and board). 
Washington law prohibits the use of state or county funds to pay guardians (RCW 11.92.180), 
but individuals who live in facilities in which their costs of living and care are subsidized can 
have that subsidy increased, leaving money available for the individual to pay guardian fees from 
his or her personal income. (Such facilities include adult family homes, assisted living facilities, 

nursing homes, and residential habilitation centers.) However, individuals who live in their own 
homes, even those who are enrolled in a DSHS-certified supported living program, often cannot 
obtain a guardian because they have no money to pay a professional guardian and no one willing 

to provide the service for free. 

The lack of guardianship services is particularly problematic for individuals who lack capacity to 
provide consent for health care and who have no family members able and willing to act as 
substitute-decision makers, since health care providers are, at best, reluctant to provide care 
when no one is legally empowered to provide consent. Guardians are also needed for legal and 



financial matters that individuals cannot resolve on their own, due to their disability. Considering 
the growing issue of decision making as it relates to the growth of individuals with Alzheimer's 
disease and other dementias, the need for assisted decision making and guardianship services 

will continue to grow. 

That said, full guardianship of the person and estate is not the only, or best means, of assistance 
with decision-making for most people with cognitive disabilities. Other less intrusive methods 

for helping people with decisions facilitate greater autonomy and community integration. These 
methods include limited guardianships (making decisions only for certain purposes, such as 
health care); person-centered planning (a holistic, inclusive service planning model used by the 
Aging and Long-Te1m Supp01i and Developmental Disabilities Administrations within DSHS); 
and the Necessary Supplemental Accommodation policy which requires that all clients of the 
Developmental Disabilities Administration to have one other person to help them understand and 
act on notices and information from DSHS. Necessary Supplemental Accommodation is also 
part of the Aging and Long-Term Support Administration but is an optional choice. 

One strategy in the in the new State Alzheimer's Plan is to promote advance care planning and 
legal/financial planning in early stages of dementia in order to avoid guardianships when 

possible. And one of the specific recommendations is to expand the authority of the Office of 
Public Guardianship to assist individuals with planning end of life care and decision-making, and 
provide funding to meet the need. 

Guardianship Fee impacts for Medicaid beneficiaries 

The Department's cun-ent process of allowing guardian fees as a deduction from participation 
has significant drawbacks: 

• For clients with limited income, such as SSI recipients, it creates a disincentive 
for guardians to move clients from more restrictive institutional settings because 
they will not have money to pay guardian fees when they live in the community 

• For clients with limited income who live in residential settings, the state does end 
up paying guardian fees out of state dollars through an exception to rule process. 

• Federal regulations have specific caps on income that can be used to pay guardian 
fees which are not understood or followed by county commissioners who approve 
guardianship orders. This places the depaiiment in the position of having to 
violate federal regulations or face contempt of court charges. 

WINGS Project 

The Depaiiment sits on the steering committee for the WINGS Project (Working 
Interdisciplinmy Networks of Guardianship Stakeholders) which is funded by a grant awarded to 
the Washington State Supreme Court, to partner with community stakeholders in establishing 



and maintaining a stakeholder group focused on guardianships and other decision-support 
options. Facilitated by Washington State Administrative Office of the Courts, WINGS Project 
Workgroups: 

• Identify strengths and weaknesses in the state's cunent approach to adult 
guardianship and less restrictive decision-making options; 

• Address key policy and practice issues; 
• Engage in outreach, education and training, including, for example, training on supported 

decision-making; and 
• Serve as an ongoing problem-solving mechanism to enhance the quality of care and 

quality of life of adults affected, or potentially affected, by guardianship and other 
decision-making alternatives. 



(lO)(f)(viii) Identify options for promoting client safety 
through Residential Care Services and consider methods of 
protecting older people and people with disabilities from 
physical abuse and financial exploitation; and 

• Residential Care Services (RCS) conducts ongoing 
survey of facilities and takes enforcement actions 



Promoting Client Safety through Quality Assurance 

History and Philosophy of Residential CareServices Quality Assurance System: 

Residential Care Services (RCS) received 24 month funding (expiring in March 2016) 
for 6 FTEs from a Centers for Medicare and Medicaid Services (CMS) community living 
grant in order to develop and implement a structured, comprehensive quality assurance 
management system. This is the first time RCS has ever had a formal division wide 
quality assurance system. The development of this system is critical in accomplishing 
the mission of promoting excellence in RCS. The QA unit is aligned with RCS' objective 
to have a fair, consistent, and efficient regulatory system that promotes positive 
outcomes. Continuous quality improvement of core processes and services ensure 
quality care and life for individuals residing in licensed and certified settings. 

QA Unit's Successes to Date: 
In its short tenure thus far, the QA unit has accomplished the following tasks: 

1. Conducted nursing home Statement of Deficiencies (SODs) review and 
audited ASPEN, CMS's Nursing Home tracking system data to identify if 
Statement of Deficiencies were mailed out on time (within 1 O days). 

2. Conducted audits of adult family home and assisted living facility to review 
SODs to determine if they met the Principles of Documentation (POD) 
standards and to determine if SODs were mailed timely. 

3. Conducted a review of Adult Family Home licensing files to determine if 
Criminal Background checks were done during licensed home inspections. 

4. Conducted a comprehensive hands-on review of AFH licensing inspections 
files to determine if licensors followed standard procedures related to 
licensing inspections. 

5. Conducted an audit in the ICF-IID program to determine if surveys were 
timely and the SOD was done according the Principles of documentation 
standards. • 

6. Conducted an audit and re-audit of the Quality Review standard procedures. 

7. Completed phase one Customer Service Feedback Initiative. 

QA activities resulted in these systemic changes: 

After each audit/review, the QA unit makes recommendations based upon the data they 
have collected. The following are examples of internal process improvements made: 

1. Developed reports to track when SODs are mailed out to meet the 10 working 
day standard by Centers of Medicare and Medicaid Services. 

2. Evaluated and updated the curriculum for SOD writing training to ensure 
content is meeting the needs of field staff. 



3. Require SODs to have a quality review using CMS tool prior to being mailed 
out. 

4. Working on developing a consistent statewide filing system for the working 
and licensing files. 

5. Surveyors/licensors spend time in entrance conference with the relevant team 
explaining what will be communicated so process is less vague. 

6. Require training on communication, cultural humility and respect. 
7. Training on entrance and exit conferences. 
8. Ensure training covers WACs, RCWs for staff. 
9. Schedule periodic forums with stakeholders to improve communication, 

collaboration. 
10. Ensure providers have RCS staff numbers to contact for questions. 
11. Review and update content on department website. 
12. Provide data on common citations to associations. 
13. Institute protocol for investigators/providers to solve issues at lowest levels. 
14. Encourage provider associations to tell providers to check websites for 

updates. 

What is needed to continue to build upon the success? 

Permanent funding from the legislature is requested to maintain the quality assurance 
system now in place since the grant funding is scheduled to expire in spring of 2016. 
Continued funding will allow the Quality Assurance Unit to operationalize consistent, 
measurable quality assurance practices and conduct independent internal reviews to 
ensure state performance measures and CMS expectations around quality 
management are consistently met. The QA unit will continue to implement 
accountability review mechanisms and monitor proficiency improvement plans to 
prevent the recurrence of repeat audit findings. Ultimately, residents who live in our 
licensed and certified long-term care settings will also benefit by ensuring the services 
provided by the division are in compliance with federal, state and agency rules and 
regulations. 



(l0)(f)(ix) A description of the 1nethod in place to ascertain the 
outcome of responses to findings. 

• Residential Care Services (RCS) conducts follow up 
visits/revisits to ensure that facilities are in compliance with 
initial findings. The processes of follow up visits (revisits) is 
described in Residential Care Services (RCS) policies in 
(l0)(f)(ii). 

• Residential Care Services (RCS) Management Bulletin 
Nursing Home Post Survey Revisit - Standard Operating 
Procedure 15-016 - March 10, 2015 

• Residential Care Services (RCS) Operational Principles 
and Procedures for Adult Family Homes (AFR) Licensing 
Inspections - Follow-up Visits - June 2010 

• Residential Care Services (RCS) Standard Operating 
Procedure (SOP) Assisted Living Facility - Revisits -
June 2015 

• Residential Care Services (RCS) Informal Dispute 
Resolution (IDR) Operational Principles and Pr.ocedures for 
Nursing Homes, Assisted Living Homes and Adult Family 
Homes - July 2014 



Overview of RCS's Methods to Ascertain Outcome of Responses in Findings 

After Residential Care Services (RCS) conducts an inspection or investigation, if there 
are findings of non-compliance, the provider is cited in writing on the Statement of 
Deficiencies. RCS conducts follow up contacts to ensure that the provider is back in 
compliance with the federal/state laws and rules. Follow-ups can be done in three 
ways: 1) telephone verification; 2) documentation/letter verification or 3) on-site 
verification. 

Assisted Living and Adult Family Home 
For assisted living facilities and adult family homes, telephone and document/letter 
verification is done only when the deficiencies do not have a direct, adverse impact on 
resident care, when the deficient practice issue is such that there are clear, objective 
criteria in determining compliance and the provider has a good history of complying with 
providing care and services to residents. Examples of letter documentation verifying 
back in compliance include current CPR/first aid cards, tuberculosis testing results, 
orientation and training checklists and criminal background check results. 

On-site verification for assisted living facilities and adult family homes are required for 
deficiencies with a negative or potentially negative resident outcome and when the 
documentation or letter verification is not received. 

Nursing Home 
For nursing homes, onsite revisits are required to occur when there has been 
enforcement and for all deficiencies cited above Level F during initial and full surveys. 
Letter/document reviews occur for deficiencies cited Level F or below. 

All Provider Types 
If providers disagree with the findings, RCS has a standardized process to give 
providers an opportunity to informally exchange information to dispute violations and 
enforcement actions. Staff who did not participate in the analysis and oversee the 
determination of violations and enforcement remedies conducts the informal dispute 
resolution process. 

Attached you will find the standard operating procedures for the nursing home revisits 
and assisted living and adult family home follow up visits. You will also find the standard 
operating procedure for the informal dispute resolution process. 



TO: 

FROM:. 

SUBJECT: 

PURPOSE: 

STATE OF WASHINGTON 
DEPARTMENT OF SOCIAL AND HEALTH SERVICES 

Aging and Long-Term Suppori Administration 
Residential Care Services Division 

PO Box 45600, Olympia, WA 98504-5600 

RCS MANAGEMENT BULLETIN 

15-016- PROCEDURE 
March 10, 2015 

RCS Regional Administrators 
RCS Field Managers 
RCS Management Team 
RCS Compliance Specialists 

Carl I Walters II., Director 
Residential Care Services 

NURSII\JG HOME POST-SURVEY REVISIT- STANDARD OPERATING 
PROCEDURES(SOP)NH 

'To remind survey staff about the formal expectations and procedures to 
follow for post-survey revisits in nursing homes. 

• BACKGROUND: • In June 2013, RCS Management Bulletin R13-029 issued an Operational 
Principles and Procedures (OPP) for nursing home post~survey revisits. 

WHAT'SN,EW, 
CHANGED,OR 
CLARIFIED 

ACTION: 

• Since June 2013, we have become aware there are still some 
inconsistencies in the implementation of nursing home post-survey revisit 
processes. 

• Preliminary findings from a recent audit reveal that nursing home revisit 
documenta.tion has not always been completed. 

This management bulletin supersedes MB 13-029. 

To address the above issues, the 2013 OPP for Nursing Home Revisit 
Survey has been reviewed, updated, and reissued in the newly adopted 
Standard Operations Procedures (SOP) format. 

Highlights include: 
• Purpose, scope and type of revisits; 
• When revisits must be conducted; 
• How many revisits can be conducted; and 
• Documentation necessary to verify a nursing home is back in 

compliance. 

RCS Regional Administrators and Field Managers will: 
• Review the updated NH Post Survey Revisit SOP immediately and 

ensure all NH Survey Staff: 
.o Review and follow the updated SOP; and 
o Discard all outdated versions of the 2013 "Revisit Survey OPP" . 



RCS Management Bulletin: SOP NH Post-Survey Revisit 
March 10, 2015 
Page 2 

RCS HQ Training Unit is: 
• • Currently conducting state-wide training sessions on the QIS NH Post 

Survey Revisit. 

RELATED None . 
REFERENCES: 

ATTACHMENTS: 1. Instructions for ACO & ASE-Q Exporting/ Importing Post-Survey 
Reyisits 

2. NH Post-Survey Revisit SOP 

11) Ii) 
R15-016 - R15-016 -

Attachment 1 - InstnAttachrnent 2 - SOP.c 

CONT ACT(S): RCS Field Managers 



RESIDENTIAL CARE SERVICES- STANDARD OPERATING PROCEDURE (SOP) 

TITLE: ORIGINATOR: DOCUMENT ID NUMBER: 
Nursing Home (NH) Post Policv & Traininq To be issued br Policr Unit 
Survey Revisit SUPERSEDES: June 6, 2013 EFFECTIVE DATE: March 2015 

L PURPOSE 

To ensure nursing home (NH) post survey revisits are conducted throughout the state in a 
consistent manner according to state licensing and federal certification requirements. 

II. SCOPE 

This procedure involves post survey reyisits done in nursing homes after a survey or complaint. 

Iii. OPERATIONAL REQUIREMENTS 

A. QIS-post survey revisit is conducted in accordance with. section 7317 to confirm that a 
facility is in compliance and has the ability to manage its residents. 

B. Post revisit surveys will be brief, focused, purposeful reviews of previously cited ' 
deficiencies to evaluate if correction has occurred,. 

C, Onsite revisits can be conducted anytime for any level of non-compliance. 

D .. If a surveyor does not receive credible documentation verifying back in compliance from 
the facility, they need to consult with Field Manager and discuss an on-site revisit. 

E. The Field Manager is responsible for ensuring that: 

1. Onsiterevisits occur when there has been enforcement and for all deficiencies cited 
above Level F during initial, full, and complaint surveys. 

2. Le.tier/document reviews or onsite revisits occur, for deficiencies cited at. Level F or 
below. The Field Manager will determine if the revisit should be onsite for non
substandard deficiencies at Level F and below. 

3. Telephone interview with follow-up documentation reviews occur, provided the facility 
can confirm correction in interview and documentation as support. 

F. Whenever possible, the post survey revisit should have at least one member from the 
original survey team. 

In order to determine if the facility has the ability to remain in substantial compliance, 
post survey revisits should not occur during or on the last date for the plan of correction. 
Correction dates should not exceed forty-five (45) days from the last day of the onsite 
survey unless the revisit team obtains management approval for an extension ( see 
Nursing Homes Enforcement Process Plan of Correction SOP for details). 

G. The field will generally do revisits by day 60, and no later thari day 70. 

1. ·The Field Manager mu~t ensure all revisits are conducted no later than 70 days after 
the last date of onsite survey. 

2. The field must notify the Office Chief of Field Operations or cjesignee if these 
timeframes cannot be met. • 

H Issues and areas not previously cited will not be subjected to further review during a 
revisit without cause. "New" deficiencies may be ·written during a revisit when an obvious 
problem is observed. A new, deficiency must have demonstrated negative outcome for 
the resident or be a significant threat to resident health and safety. 

I: All new nursing home surveyors will be trained on the post survey revisit procedure 
during new employee orientation .. 

NH Post Survey Revisit March 2015 Page 1 of4 



RESIDENTIAL CARE SERVICES- STANDARD OPERATING PROCEDURE (SOP) 

. J. The Quality Assurance (QA) team will monitor the nursing home· post survey revisit 
business practices to ensure they are being uniformly adhered to: • 

IV. FORMS AND ATTACHMENTS 

1. DSHS 10-207 
2. DSHS 10-206 
3. CMS 2567B 

. V. PROCEDURES 

A. When there has been enforcement, staff will conduct the post survey revisit any time 
after receipt of the provider letter indicating compliance, by day 60, if possible, but no 
later than day 70, unless the Office of Field Operations or designee is notified. 

**Examples of this may be for situations where. the facility did not give a plan of correction 
date until after the 70th day (e.g., repair a facility's roof). For surveys with no enforcement, 
staff will conduct the revisit by day 60 if possible, or no later than day 70. 

B. In situations where the facility has had an opportunity to correct, the revisit needs to be 
• . completed by day 60. This is because RCS needs to inform CMS if the facility is back in 

compliance by day 60. . • 

C. Staff will consult with Field Manager before conducting any second or subsequentonsite 
revisit. Field Manager will then consult with Compliance Specialist who will work to 
obtain CMS RO approval. 

D. The Field Manager will ensure that the post survey revisit is accomplished using one of 
three methods: • 

1. Letter/Documentation reviews:- Correction of Level D-F • (not substandard) deficiencies 
may be verified by letter with documentation submitted by the provider when: 

a. The deficiencies do not have a direct, adverse ill)pact on resident care; i.e. 
citations are below level "G". 

b. The facility provides acceptable evidence of compliance, fully addressing 
necessary actions taken by the facility to correct deficiencies; including how and 
when the correction was achieved. Examples from the SOM of acceptable 
evidence include an invoice or receipt, copy of amended bylaws or written 
policies, sign-in sheets verifying staff participation in in-services training, 
interviews with more than on·e training participant about training, contact with 
resident council when dignity issues are involved. • 

c. For letter/documentation reviews, the survey team or Field Manager will ensure 
that the Back in Compliance (BIC) notice letter is sent to the provider. A copy of· 
this notice letter along with the all the documents submitted by the facility 
verifying correction are retained in the office facility file. 

2. Onsite Revisits: Correction of deficiencies must be verified by an onsite visit: 

a. When the deficiencies have direct impact on resident care; i.e. deficiencies cited 
above Level F. 

b. For any substandard care, Level F. and above. 

c. · When the documentation submitted by the provider does not adequately support 
the conclusion that correction has been achieved. 

d. At the Field Manager's discretion after discussion with the Compliance Specialist. 
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RESIDENTIAL CARE SERVICES - STANDARD OPERATING PROCEDURE (SOP) 

3. Telephone Interview with documentation reviews. 

a. Correction of the deficiencies may be verified by telephone only under the 
following situations: 

i.. The deficiencies do not have a direct, adverse impact on resident care, e.g. 
citations are not associated with a negative or potentially negative resident 
outcome. 

ii. The deficient practice issue is such that there are clear, objective criteria for 
determining compliance. 

iii. The NH has a good history of compliance with the provision of care and 
services to residents. 

iv. The surveyor/investigator must document pertinent details of the call to the 
NH and a statement indicating if the facility was found back in compli,mce 
and places the information in the NH facility file along with documents sent by 
the NH. 

b. The surveyor/investigator.must document pertinent details of the call to the 
nursjng home and a statement indicating if the NH was found back in 
compliance. The information about the call and the documents senf by the 
nursing honie must be place in the office NH facility file .. 

E. Conduct onsite QIS post survey revisit in accordance with the QIS Post Survey Revisit 
Procedures and checklist including use of QIS standard survey shell, tablet PC and 
CMS-2567 with the facility POC. • 

F.' Conduct complaint investigation onsite revisit as follows: 

1. Prepare prior to conducting the revisit, and at a minim uni consider the following 
information: 

a. The provider's compliance history; 

b. All outstanding citations as these should be reviewed at the revisit; 

c. The nature, scope, and severity of each cited deficiency; .and . 

d. If sarctions were imposed or if they may be imposed against the provider as a 
result of the revisit. • 

2. Discuss a plan or approach for how the revisit will be conducted and help focus the 
team's work. 

3. Conduct an entrance conference to explain the purpose of the visit and to request 
• any information needed to conduct the revisit. • 

4. The nature, scope, and severity of previously cited deficiencies determine the extent 
of the revisit. Only those survey tasks necessary to ascertain compliance status are 
required. • 

5. Focus the sample selection on residents who are most likely to be at risk of 
problems/condition/needs cited in any currently open survey. 

6. Determine the sample size using 60% of the sample size for a traditional survey as 
described in resident sample selection with the following exceptions: 

a. Phase 1 sample size is 60%, or less if appropriate to determine compliance. 

b. Phase 2 sample selection is not required. 

7. Review records and documentation from the last day of the survey t; the time of the 
revisit. However, citations may only be written based on deficiencies existing after the 
date offacility letter asserting compliance or last day nf the plan of correction. 
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RESIDENTIAL CARE SERVICES - STANDARD OPERATING PROCEDURE (SOP) 

E. Completion of the required forms for all types of revisits: 

1. Document if the facility is in compliance with regulations on the CMS 2567B, and the 
DSHS 10-207. 

2. Deficiency( s) remain uncorrected or new citations identified, document on the CMS 
2567, and DSHS 10-207. 
a .. Update compliance history in ASPEN. 
c. • Make changes in ASPEN report, if any, and fax the CMS 2567 to provider, if 

unable to meet the required revisit timelines. • 
d. Mail the original CMS 2567 and DSHS 10-207 with the Field Manager's cover 

letter to the provider by fax or overnight/certified mail. 
e. Fax alert sheet and above report except DSHS 10-207 form to the Regional 

Office for the following deficiencies - substandard, immediate jeopardy, harm or 
third failed revisit. 

f. Conduct 2nd post survey revisit upon receipt of 2nd POC on or before 70th day 
• provided permission is obtained. . . . • . 

g. Notify via email the Office Chief or designee if revisit is scheduled after 70th day . 
and provide the reason. 

· h. Record all time spent on revisit activity on the CMS 670 in ASPEN in accordance 
with ASPEN time reporting instructions. 

• 3. Process post survey revisit documents completed as the result of a letter/documentation 
or phone review in the same manner as documentation completed as the result of an 
onsite revisit. • 

4. Facility will submit their documentation verifying correction by the latest date on their plan 
of correction. 

5. When all deficiencies have· been corrected and. no new deficiencies are cited, the 
administrator's signature is not required on DSHS 10-207, CMS 2567B. The 2567B 
is an internal document and is not sent to the provider. 

6. W.ithin seven working days, send. a BIG letter to provider indicating that the facility is 
in compliance. The BIG letter will be s,'lnt from the field unless there is a stop 
placement that is lifted at the same time. If there is· a stop placement lift letter 
needed, the compliance unit will send the lift stop place letter. and include the BIG 
language The Administrative Assistant will process the packet by making a C&T 
(CMS-1539), and appropriate data entry in ASPEN/CASPER. • 

VI. AUTHORITY 
1. State Operations Manual (SOM): 

Chapter 7 Secti.on 7317, Chapter 2 Section 2732 
Appendix P: I1.A.3. • 
(QIS); I1.B.3. (complaints) 

cfor 
e I e 1 : a e. e ices 
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I. Purpose 

Residential Care Services (RCS) 

Operational Principles and Procedures for 

Adult Family Homes (AFHs) 

LICENSING INSPECTIONS 

FOLLOW-UP VISITS 

To determirie if the home is back in compliance with the state licensing laws and rules 
cited in any previous inspection or complaint investigation. • 

II. Authority 

RCW 74.39A.060 

Ill. Operational Principles 

The Licensor will: 

RCW 70.128.070 

A. Focus the follow-up visit on the areas of deficient practice previously cited. 

B. Not delay the follow-up visit waiting for the Informal Dispute Resolution (IDR) 
results oran attestation of correction. • 

IV. Procedure 

The Field Manager will: 

A. Consult with the Licensor or Investigator to determine if the of follow-up visit will 
be done by: • 

1. Telephone verification; 

2. • Documentation/letter verification; or 

3. On-site verification. 

B. Track any additional visits/citations once the home is initially out of compliance. 

C. Include the person who did the original inspection or complaint investigation in 
the follow up visit, whenever possible. 

D. Generally limit the practice of investigating new complaints during follow-up visits. 
If possible the follow-up visit should be completed before any ne\/,/ complaint 
investigation so that the provider is back in compliance before writing new citations. 

E. Will notify the Compliance Specialist/Assistant Director to strategize further 
enforcement action steps if the provider has failed the second follow-up visit. 

F. Only schedule a third follow-up visit after consultation with the Compliance 
Specialist/Assistant.Director. 

• The Licensor will: 

A. Make follow-up visits within 10 to 15 days after the last date on the Plan of 
correction (POC) that the provider has indicated .for compliance .. 

B. During the follow-up visit only review information from the time period between 
the last date on the attestation of correction and the date of the follow-up, visit to 
determine if the deficient practice has been cor'rected and the home is back in 
compliance. 
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RCS OPP F0RAFHs 
LICENSING INSPECTIONS- FOLLOW-UP VISITS 

C. Conduct the on site follow-up visit: 
1. Consider the following prior to the follow-up visit: 

a. Current deficient practice issues, including the nature, scope (number of 
residents impacted or potentially impacted) and severity (seriousness or 
extent of the impact or potential seriousness or extent of the impact on 
residents) of each cited deficiency; and 

b. The enforcement remedies imposed as a result of the inspection. 

2. Only do the inspection tasks necessary to determine if the deficient practice 
has been corrected. • • 

3. Focus the sample selection on residents who are most likely to be at risk of 
problems/conditions/needs resulting from the deficient practice cited in the 
original report. 1 • 

4. Only review evidence obtained between the provider's last date on the 
Attestation and the date of the revisit to make compliance decisions. 

D. Upon completion of all follow-up visits: 

1. Record corrected and new or uncorrected deficiencies in FMS. 

- 2. Write a new Statement of Deficiencies for any new or uncorrected deficiencies. 

3. Process telephone, letter or document review follow-up visits in the same 
manner as an on-site follow-up visit. 

4. After the telephone call, letter, or document review determine if there is 
enough information to correct deficiencies, or to recommend to the manager 
that an on-site follow-up be conducted. 

5. Foliow the appropriate tasks of the inspection process necessary to determine 
home compliance. • 

6. Follow the decision making and Statement of Deficiency writing processes 
; for any follow-up visit that results in uncorrected deficiencies. 

7. Follow the FMS processes necessary to schedule and complete the follow
up visit. 

Information and Assistance 

A General: 
1. Citing additional issues not cited in the original visit shou.ld be a rarity and 

cited only following consultation with the Field Manager. • 

2. Base the sample size on the deficient practice cited and the number of 
residents necessary to review in order to determine compliance. (You will 
likely need to include more than one resident in the sample in order to have 
enough information to determine compliance.) . 

3. In order to be efficient, you will only complet\') the inspection tasks related to 
the deficient practice: l.e. focused preparation, entrance, focused tour, and 
focused observations and interviews. 

B. Failed follow-up visit: 
1. When the first follow-up visit results in any deficiency the field will complete a 

second follow-up visit before day 90. 
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RCS OPP FOR AFHs 

LICENSING INSPECTIONS- FOLLOW-UP VISITS 

C. Telephone verification. Correction of the deficiencies may be verified by 
telephone when: 

1. The deficiencies do not have a direct, adverse impact on resident care, i.e. 
citations are not associated _with a negative or potentially negative resident 
outcome; 

2. The deficient practice issue is such that there are clear, objective criteria for 
determining compliance; 

3. The provider has a good history of compliance with the provision of care and 
services to residents; and 

4. ,Place a_ note recording the pertinent details of the telephone conversation in 
the facility file. 

D. Documentation/letter verification. Correction of deficiencies may be verified by 
letter or documentation submitted by the provider when: 

1. The deficiencies do not have a direct, adverse impact on resident care, i.e.· 
citations are not associated with a negative or potentially negative resident 
outcome; 

2. The home sends a letter that fully addresses the necessary actions taken by 
the home to implement the correction, whether their plan(s) worked and how 
and when correction was achieved; and 

3. The home sends copies of documents as verification, i.e. cardiopulmonary 
resuscitation/first aid cards, tuberculosis test results, orientation checklists, 
criminal background check results. 

a. Place documentation in the facility file. 

E. On site verification. Corrections of deficiencies must be verified by an on-site visit:. 

1. For deficiencies with a negative or potentially negative resident outcome; 

2. When the documentation submitted by the provider does not adequately support 
the conclusion that correction has been achieved; and 

3. At the manager's discretion, . 

Joyce Pashley Stockwell, Director 
Residential Care Services 

June 2010 

June 30, 2010 
Date 
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RESIDENTIAL CARE SERVICES - STANDARD OPERATING PROCEDURE (SOP) 

TITLE: ORIGINATOR: RCS Policy Unit DOCUMENT ID NUMBER: 
ALF INSPECTION: 

SUPERSEDES: ALF Full Inspection. OPP: 
To be issued b~ Polic~ Unit 

REVISITS Revisits dated January 2014. EFFECTIVE DAT[': June, 2015 

I. PURPOSE 

To determine if the assisted living facility (ALF) is back in compliance with the state licensing 
laws and rules cited in any previous inspe~tion or complaint investigation. 

II. SCOPE 

Revisits 

Ill.· OPERATIONAL REQUIREMENTS 

A. Revisit inspections will be brief, focused and purposeful reviews of previously cited 
deficiencies to evaluate if correction has occurred. 

·s. Do not delay the revisit waiting for the Informal Dispute Resolution (IDR) results or an 
attestation of correction. 

IV. FORMS AND ATTACHMENTS 

1. N/A 

V. • PROCEDURES 

THE FIELD MANAGER.WILL: 

A. Consult with the Licensor or Investigator to determine if the revisit will be done by: 

1. Telephone verification 

2. Documentation/letter verification; or 

3. On-site verification. 

B. Track any additional visits/citations once the ALF is initially out of compliance. 

C. Include at least one person who did the original inspection or complaint investigation in 
the revisit, whenever possible. 

D. Generally limit the practice of investigating new complaints during revisits. If possible, 
• the revisit is completed before writing new citations. 

E. Notify the Compliance Specialist/Chief of Field Operations to strategize further enforcement 
action steps if the ALF continues to be out of compliance at the second revisit. 

F. Only schedule a third revisit after consultation with the Compliance Specialist/Chief of 
Field Operations. 

THE LICENSOR WILL: 

A. Make revisits within 10 to 15 days after the last date of the attestation of correction that 
the ALF has indicated for compliance. Correction dates should not exceed forty-five (45) 
days since the last day of the onsite visit, even if the attestation statement was not 
submitted and is part of an informal dispute resolution request. 

B. During the revisit only review in.formation from the time period between the last date on 
the attestation of co.rrection and the date of the revisit to determine if the deficient . 
practice has been corrected and the ALF is back in compliance .. 

C. Conduct the onsite revisit: 
1. Considering the following prior to the revisit: 

a. Current deficient practice issues, including the nature, scope (numb,ir of residents 
impacted or potentially impacted) and severity (seriousness or extent of the impact or 
potential seriousness or extent of the impact on residents) of each cited deficiency; and 
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RESIDENTIAL CARE SERVICES.,.. STANDARD OPERATING PROCEDURE (SOP) 

b. The enforcement remedies imposed as a result of the inspection. . 
2. Only do the inspection tasks necessary to determine if the deficient practice has 

been corrected. 
3. Focus the sample selection on residents who are most likely to be at risk of 

problems/conditions/needs resulting from the deficient practice cited in the origina.I report. 
4. Only review evidence obtained between the ALF's last date on the attestation and 

the date of the revisit to make compliance decisions. 

D. Upon completion of all revisits: 
1. Record corrected, and new or uncorrected deficiencies in FMS. 
2. Write a new Statement of Deficiencies for any new or uncorrected deficiencies. 
3. . Process letter or document review revisits in the same manner as an on-site revisit. 
4. After the letter, or document review, the licensor will determine if there is enough 

information to correct deficiencies, or to recommend to the manager that an on-site 
revisit be conducted. 

5. Follow the decision making and Statement of Deficiency writing processes using Principles of 
Documentation for any revisit that results in uncorrected deficiencies. 

6. Follow the FMS processes necessary to schedule and complete the revisit. 

VI.· INFORMATION AND ASSISTANCE 

A. General: 
1. Citing additional issues not cited in the original visit should be rare and cited only 

following consultation with the Field Manager. 
2. Base the sample size'on the deficient practice cited and the number of residents 

necessary to review in order to determine compliance. (You will likely need to include 
more than one resident in the sample in order to have enough information to 

• determine compliance.) 
3. In order to be efficient, you will only complete the inspection tasks related to the 

deficient practice: e.g. focused preparation, entrance, focused tour, and focused 
observations and interviews. • 

B. Failed revisit: 

1. When the first revisit results in any deficiency, the field will complete a second revisit 
before day 90 from the exit date. 

C. Telephone only verification: 

1. Correction of the deficiencies may be verified by telephone only under the following 
situations: 

a. The deficiencies do not have a direct, adverse impact on resident care, e.g. citations 
are not associated with a negative or potentially negative resident outcome; • 

b. The deficient practice issue is such that there are clear, objective criteria for 
determining compliance; and. 

c. The ALF has a good history of compliance with the provision of care and services • 
to residents. 

2. The licensor must document pertinent details of the call to the ALF and a statement 
indicating if the facility was found back in compliance .and places the information in 
the ALF file along wiih documents sent by the ALF. '. 

D. Documentation/Letter verification: 

1. The licensor will call the ALF and have a dialogue if/when it may be appropriate to do 
compliance verification. The licensor can specify what may be acceptable to send in 
as ·evidence. 
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RESIDENTIAL CARE SERVICES - STANDARD OPERATING PROCEDURE (SOP) 

2. The ALF must submit letter/documentation for each deficiency to show they are back 
in compliance. This letter or documentation verification must fully address for each 
deficiency cited, the actions the provider has taken to implement the correction, 
whether the plan worked, when the correction was achieved and how correction will 
be maintained. This documentation must be submitted on or before the attested plan 
of correction date. • • 

3. Correction of the deficiencies may be verified by letter or documentation submitted 
by the ALF when: 

a. The deficiencies dci not have a direct, adverse impact on resident care, e.g. 
citations are not associated with a negative or potentially negative resident 
outcome. The deficient practice issue is such that there are clear, objective 
criteria for determining compliance. 

b. The ALF has a good history of compliance with the provision of care and services 
to residents. 

c. The ALF sends evidence of compliance, fully addressing necessary actions 
taken by the facility to correct deficiencies; including how and when the 
correction was achieved. Examples of evidence may include documents, such 
as cardiopulmonary resuscitation/first aid cards, tuberculosis test results, 
orientation checklists, criminal background check _results. 

4. The inspection team reviews ALF documentation and calls the ALF Administrator or 
designee to discuss the issues in order to determine if sufficient documentation is present to 
justify reporting the deficiency as corrected, or to recommend to the Field Manager that an 
onsite revisit inspection be conducted. 

5. The inspection team documents pertinent details of the call to ALF and a statement 
indicating if the ALF was found back ih compliance and places the information in the 
facility file along with documents sent by the facility. 

E. On-site verification: Corrections of deficiencies must be verified by an on-site visit: 

1. If documentation or letter verification of correction was not received; 

2. For deficiencies with a negative or potentially negative resident outcome; 

3. When the documentation submitted by the ALF does not adequately support the 
conclusion that correction has been achieved; 

4. After a finding of a violation for which a stop placement has been imposed, within 15 
working days from the request for revisit; 

5. For violations that are serious or recurring or uncorrected following a previous 
citation, and create actual or threatened harm to one or more residents' well-being, 
including violations of resident's rights as soon as appropriate to ensure correction of 
violation; and 

6. At the m;c1nager's discretion. 

VII. AUTHORITY 
1. RCW 18.20.110 
2. RCW 74.39A.060 

Kathy Morgan, Interim Director 
Residential Care Services 
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Residential Care Services 
Informal Dispute Resolution 

Operational Principles and Procedure 
for 

Nursing Homes, Assisted Living Homes, and Adult Family Homes 

I. Purpose 

To make available to Residential Care Services (RCS) guidance and direction to 
carry out Federal and State statutory requirements· in the performance of an informal 
dispute resolution review (IDR). • • 

To create a standardized process RCS can implement to give providers of licensed 
and/or certifiedresidential care settings of nursing homes (NH), assisted living 
homes (ALF), and adult family homes (AFH) an opportunity to informally exchange 
information to dispute violatjons and enforcement action issued by RCS. 

II. Authority 

Adult Familv Home Assisted Livim:1 Facilitv Nursina Home 
RCW70.128.163 RCW 18.20.195 RCW18.51.060 
RCW70.128.167 WAC 388-78A-3210 WAC 388-9'7-4420 
WAC 388-76-10990 WAC 388-110-280 42 CFR 488.331 -, . , ;~:-:-:, .. ~ ' ' . . SOM 7212.1-4 .. .. . •, 

Ill. Operational Principles 

A. Residential Care Services has a standardized, objective informal dispute 
resolution process for AFH, ALF, and NH. The process is centralized and 
implemented at RCS headquarters in Lacey. 

B. Employees who ·did not participate in analysis and oversee the determination of 
violations and enforcement remedies Will conduct IDRs. 

C. The state is responsible and accountable for IDR decisions. 

D. The IDR process is consistent with federal and State Operational Manual (SOM) 
requirements for nursing homes. • 

E. An IDR is an informal process for providers. If a provider wants an attorney to 
attend in person or by phone, they must first inform the I0,R Program Manager. 

F. Providers may request an IDR review after any federal NH survey and for any 
licensing or complaint investigation in state licensed ALF and AFH, including 
enforcement action. 
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G. The Division does not routinely conduct an !DR for every violation and 
enforcement action. 

H. To informally dispute a violation and/or enforcement action, including 
consultation in ALFs and AFHs, providers must request an !DR. 

I. State and federal law requires all lDR requests must be submitted in writing. 

J. The Division will inform the Long Term Care Ombuds Program (L TCOP) of !DR 
requests and final outcomes. The L TCOP will facilitate any resident's or resident 
representative's input on the disputed deficiency citation(s). 

K. Providers may submit information for review. RCS will only review relevant 
information which is detailed, paginated, and documented per citation. Irrelevant 
information not linked to the citation may not be reviewed. 

L. Providers must: 

• Request an IDR within 10 working days of receipt of the Statement of • 
Deficiency (SOD) report for ALFs and AFHs, and 10 calendar days for 
NHs. 

• Return their Plan of Correction and/or attestations within 5 days of receipt 
of amended SOD reports for any ID Rs that result in modified or deleted 
violations. 

M. Providers will have up· to .two hours to present in an IDR. 

N. The Division will notify providers of final !DR outcomes by letter generally two to 
three wee.ks after the IDR. The IDR Program Manager may make courtesy calls 
to the provider if this timeline has to be extended and/or with the final IDR 
outcome. 

0. The IDR process will not review: 

• Scope and severity assessments of deficiencies with the exception of 
substandard care and immediate jeopardy in NHs 

• Survey, inspection, complaint investigation, or IDR operational processes 

• Inconsistency inprocess as perceived by provider 

• The acceptability or authority of state and federal laws and regulations 

• • Timelines and outcome of enforcement actions 

• Division concerns other than the disputed violations and/.or enforcement 

• Complaints about field staff 

P. The Division will issue an amended copy of SOD reports if violations are modified 
and/or deleted. 

Q. The Division will issue an amended copy of formal notice letters if enforcement 
remedies are modified or rescinded. 

R. All I DR files and provider submitted requests and information shall meet state 
and federal public disclosure and patient confidentiality laws and requirements. 

S. Timelines identified within this OPP.may be extended with Division approval, 
except as otherwise specified in statute or regulation. 
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T. Failure to complete an IDR in a timely manner will not delay the effective date of 
any enforcement action(s). 

U. Providers have one opportunity lo IDR with no re-reviews, except as provided in 
the OPP. Additional IDRs may be requested for revisit violations for continuation 
of the same violations cited, a new deficiency, or new violations resulting from 
the IDR. 

IV. Operational Procedures 

IDR Process 

Step 1. Notice of IDR Appeal Rights 

1. The notice: 

• Explains provider rights to an IDR review; 

• lndic:ates the method(s) of the IDR process providers may request: direct 
(face-to-face), telephone, or documentation review; 

• Provides the request submission timelines providers must follow in sending in 
their request; and 

• Instructs providers to: 

o Make a written request and specify what violations/findings/ 
enforcement action(s) are disputed and why; and 

o Send their requests to the Division IDR Program Manager at the 
Olympia address. 

2. The field and Division gives providers written notice of IDR appeal rights in a: 

• Notice of violations without enforcement letter that the field mails out with the 
asso~iated statement of deficiency (SOD); 

• Formal notice of violations with enforcement letter the Division mails out with 
the associated SOD. 

3. Providers will su.bmit written I.DR requests (as directed in Department letters that 
accompany themailed SOD) to IDR Program staff per mail, email, or fax within 
10 days of receipt of the SOD report (10 working days for ALFs and AFHs and 10 
calendar days for NHs) that: 

• Identify the citation and/or enforcement action(s) that is disputed; 

• Explain why the home is disputing the action; and 

• Indicate the method of dispute resolution process preferred (direct meeting, 
telephone conference, or documentation review). 
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Step 2. Request Receipt 

1. The field will instruct providers to contact the !DR Program staff regarding !DR 
. request inquiries and reference the SOD report cover letters for !DR instructions. 

2. !DR Program staff will: 

• Identify the violation(s), findings, and/or enforcement action(s) in dispute; 

• Process the request; and 

• Open a hard copy temporary holding !DR file that will contain: 

o Written provider !DR request 

o Disputed SOD report, sample resident/staff identifier list, Form 10-207 
crosswalk (NH only) 

o Provider submitted information 

o !DR communication log 

o Applicable enforcement formal notices 

o Applicable amended SOD report and enforcement formal notice letters 

Step 3. Scheduling 

1. !DR Program staff will: 

• Verify the method of !DR provider requested; 

• Clarify what violation(s), findings, and/or enforcement action(s) are disputed; 

• Schedule the !DR time, date, and conference room; 

• Identify who will participate; 

• Identify if the provider is going to submi.l and/or present additional 
. documentation for review and request ii be limited in volume and only 
relevant to the disputed vioiation(s); 

• Send the provider a written notice (per letter, emqil, and/or fax) confirming 
date, time, and method of !DR, with cc copies (per email/fax) to the L TCOP. 
and field offices; 

• Scan the Field Manager the Provider's !DR request letter identifying what is· 
being disputed and reasons why, if included. 

• Enter scheduling data into application FMS and ASPEN programs' tracking 
systems; and 

(If a scheduling delay is confirmed, !DR Program staff will record on the !DR 
communication log the reason. If delay request is not ruled reasonable as 
above, proceed with denial of the !DR). 
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2. The field will: 

• Instruct providers to contact the IDR Program staff regarding any IDR 
scheduling inquiries or changes and to reference SOD cover letters for IDR 
instructions. 

• File a copy of the provider scheduling letter. 
• Scan the working papers related to the disputed violations and/or • 

· enforcement. • 

Step 4. Preparation 

1. Providers may submit information to IDR Program staff before'the IDR, however 
it is not required. 

2. The field will forward any information the provider submitted for IDR to IDR 
Program staff, and assist with obtaining any information needed for preparation. 

3. IDR Program staff may review the following before the scheduled IDR: 

• Method of IDR provider requested; 

• Compliance history; 

• • SOD, findings, and/or enforcement action(s) under dispute; 

• IDR temporary holding file contents; and 

• Any applicable laws and CFRs, RCWs, WACs, and OPPs. 

Step 5. Informal Review 

1. Providers present their disputable facts. 

2. The field will instruct providers to contact the IDR Program staff regarding IDR 
informal meetings, and supply to the IDR Program staff any facts they want reviewed 
in the documentation review. 

3. I DR Program staff will: 

• Facilitate the informal review meeting, encouraging providers to present their 
. disputed facts; 

• See the provider understands the purpose of the review, the dynamics of the 
meeting, two hour time limits, and when to expect receipt of the final outcome 
notice letter (in most cases, two to three weeks after the review); 

• See that the Stale an_d provider each have the opportunity lb ask and clarify 
questions; 
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• Listen and clarify the disputable facts presented; 

• Not determine or discuss final outcomes during meeting; 

• Not engage in discussions about provider disagreement related to: 

o Scope and severity assessments of deficiencies with the exception of 
substandard care and immediate jeopardy in NHs; • 

o Survey, inspection, complaint investigation, or IDR process; 

o Process inconsistency; 

o State and federal laws and regulations acceptability or authority; 

o Complaints about field staff 

o Timelines and lifting of erforcement actions; and 

o Division concerns other than the disputed violations and/or enforcement. 

Step 6. Analysis 

1. IDR Program staff may contact the provider or the field seeking additional 
clarification. 

2. The field will route any information needed to Compliance Program staff for 
analysis. 

3. !DR Program staff will: 

• Review provider statements that may result in amendments of violations and/or 
enforcement remedies; 

• Discuss with the field facts the provider presented that may result in 
amendments; 

• Review, field working papers and QIS (NH only) if necessary; and 

• Discuss disputed violations, findings, and enforcement remedies with 
compliance specialists. 

Step 7. Decision-making 

1. The field will route any information needed to !DR Program staff during decision
making. 

2. IDR Program staff will: 

• Discuss with the Assistant Director facts from the analysis that may result in 
amendments in enforcement action. 

• . Make the final decision when there are no changes (including no changes to 
enforcement action); and 

• Discuss the !DR findings with the field as necessary to clarify findings, 
determine IDR outcomes and whenever there will be changes made to the SOD. 
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• Inform the field about the final IDR outcome . 

. 3. The Assistant Director will make the final decision(s) for any changes to 
enforcement action(s) resulting from an IDR. 

Step 8. Outcome Notice 

1. The field will instruct providers to contact the IDR Program staff regarding IDR 
provider inquiry about final IDR outcomes. 

2; IDR Program staff will: 

• Coordinate with compliance specialists for joint outcome notice letters if 
changes are made with enforcement (hybrid form of IDR outcome letter and 
enforcement formal notice letter); 

• Make the changes to SOD reports in FMS/ASPEN; 

• Amend SOD cover letters for arw changes to consultation, or any violations 
changed to a consultation (ALFs and AFHs only); 

• • Send the provider an outcome notice lett_er that may include: 

o No change to violations; 

o No change to violations and enforcement remedies; 

o Change to violations; 

o Change to violations and enforcement remedies; 

• Send providers a new copy of amended SOD/2567/WAC reports and formal 
notice letters (hybrid form), including amended Form 10-207 (NH WAC 
crosswalk); 

• Enter the results of the IDR in FMS and ASPEN; 

• Email the field a copy of the IDR outcome letter for ALFs and AFHs, and 
where to locate the letter in ASPEN for the NHs; and 

• Email the L TCOP a copy of the IDR outcome notice (notice to CMS as 
applicable for NH). 

Step 9. Closure 

1. The field will: 

• File their copy of the IDR outcome letter, any amended SOD/2567/WAC 
reports and Form 10-207s; 

• Follow-through with provider to see the POC (NH only) and attestation dates 
(ALFs and AFHs only) are transferred over to any amended SOD reports at)d 
amended documents signed; and 

• Refer any provider questions about IDR outcome back to IDR Program staff. 
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.2. !DR Program staff will: 

• File the IDR request, schedule .Jetter, !DR outcome notice letters, and any 
amended SOD reports, cover letters, and amended hybrid enforcement 
formal notice letters in the central files. 

Process Outliers 

Withdrawal 

1. The field will instruct providers to contact the I.DR Program staff regarding noti,ce 
. of withdrawal. • 

2. IDR Program staff will: 

• Process any withdrawal notices including acknowledgement and confirmation 
with the provider; • 

• Clarify the withdrawal request to rule out any processing problems; 

• Document the withdrawal request on the IDR communication log, if 
confirmed; 

• Notify field, LTCOP, compliance staff, and CMS (if applicable) of the 
withdrawal; 

• Enter withdrawal in program applications (ASPEN and SHAREPOINT); and 

• Close out the temporary holding IDR file. 

Denial 

1. IDR Program staff will: 

• Process any denial notices including acknowl~dgement and clarify request 
being beyond submission timeframe; 

• Check ASPEN, FMS, and postal system for dates to confirm denial timeframe 
per RCS principle; 

• Inform provider by telephone that their request for an !DR has been denied 
and mail a subsequent denial letter; 

• Distribute denial letter to field, LTCOP, central files; and 

• Notify CMS (if applicable) of the denial. 

2. The field will instruct providers to contact !DR Program staff regarding any 
denials. 
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Repeat IDR Request 

The field and !DR Program staff will inform providers requesting repeat ID Rs on the 
same violation(s) and/or enforcement action(s) that providers are given one 
opportunity to dispute. 

Tracking 

IDR Tracking Logs 

IDR Program staff will enter IDR data elements into the tracking log(s) upon closure 
of the IDR process (FMS database for AFH and ALF IDR:, and ASPEN for NH 
IDRs). IDR data elements from all programs will be entered into the IDR Tracking 
Tool (SHAREPOINT). 

July 5, 2014 

Date 
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