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Cascades of St Anne 3540 Northeast 110th Street
Seattle, WA 98125

F 0689

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to follow the care plan for 1 of 1 resident (Resident 1), reviewed 
for accident hazards. The failure to follow two-person assistance when providing toileting care and 
repositioning placed the resident at risk for further falls, injury, and diminished quality of life. Findings 
included.Review of the facility policy titled, Activities of Daily Living (ADLs), Supporting, revised on March 
2018, showed, appropriate care and services will be provided for residents who are unable to carry out ADLs 
independently, with the consent of the resident and in accordance with the plan of care. Resident 1 was 
readmitted to the facility on [DATE] with diagnoses that included paraplegia (loss of muscle function in the 
lower half of the body) and Multiple Sclerosis (a disease of the brain and spine that can cause balance 
issues and muscle spasms).Review of the quarterly Minimum Data Set (an assessment tool) dated 
11/03/2025, showed Resident 1 had intact cognition.Review of Resident 1's Care Plan Kardex (summary of 
care plan) printed on 12/11/2025, showed Resident 1 required two-person assistance for incontinence 
(toileting) care and repositioning.Review of a nursing progress note dated 11/25/2025 showed that on 
11/25/2025 at 4:35 AM, Resident 1 had witnessed a fall during incontinence care.In an interview on 
12/11/2025 at 2:24 PM, Resident 1 stated they fell out of bed on 11/25/2025 while a staff [Staff C, Certified 
Nursing Assistant] was changing their brief. Resident 1 stated that while two staff members normally help 
with care, only one staff member was performing care at the time of the fall.In an interview on 12/11/2025 at 
2:45 PM, Staff C stated they were assisting Resident 1 with a brief change in bed, when the resident turned, 
they rolled and fell from the bed. Staff C stated Resident 1 was care-planned for two-person assist or 
incontinence care and stated, I did it by myself because we did not have enough staff to help. Staff C further 
stated they should have used two people and they did not.In an interview and joint record review on 
12/11/2025 at 3:15 PM, Staff B, Director of Nursing Services, stated that staff were required to follow the 
resident's care plan, which specified a two-person assist for incontinence care. A joint record review of the 
nursing progress note dated 11/25/2025 with Staff B showed that Staff C provided incontinence care by 
themselves and did not follow the care plan as required.Reference: (WAC) 388-97-1060(3)(g).
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