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W 000 | INITIAL COMMENTS W 000

This report is the result of an Annual i
Recertification Survey conducted at Rainier
School PAT E on 3/25/13 to 3/29/13. A sample of
| 12 resident was selected from a census of 122.
The Expanded Sample included 79 current
residents. o :

| The éurvey was conducted by

The survey team is from:

ICFAID Survey and Certification Program
Residential Care Services Division:

Aging and Long-Term Support Administration ‘ .
Department of Social and Health Services - . .

P O Box 45600 RECEIVED
Olympia, Washingion 98504-5600 R

Telephone: 360-725-2405 | " MAY 20 2013
: Fax: 360-725-2642 : : )
W-104 483.410(a)(1) GOVERNING BODY W 104 DSHS/ADSA/RCS/BAAU

The govéining body must exercise general policy,
budget, and operating direction over the facility,

This STANDARD is not met as evidenced by
Based on observations and interviews the facility
failed to ensure staff handled and stored food
properly and failed fo provide a well repaired and !
maintained environment which was free from |

!

I ;
LABORATORY DIRECTOR'S R PROVIDERSUPPLIER REPRESENTATIVES SIGNATURE = TILE T (XeYOATE
e (.‘ . i "Ff_w ‘ e ’ P
M,,f”‘fww ‘iw-ﬁ;;.:w__."MN‘”"'"_WﬂmL';‘mejf? ) hinww,, c L - et T mf

Any deficiency statement ending with an astenisk {*) dopwles deficiency which the instituion rna?/ be excused from comrecting providing it is determined that
offwer safeguards provide sufficient protection i;}pe’patients. (See Instructions.) Except for nursing homaes, the findings stated above are disclosable 80 days
foliowing the date of survey whether or not a pign of coreclion is provided. For rursing homes, the above findings and plans of correclion are disclasable 14
days following the date these documents arémade available to the facility. If deficiencies are cited, an approved plan of correction Is requisite fo conkinued
program participation.
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]
W 104 | Continued Erom page 1 W 104
safety hazards for 5 of 8 cottages (Alpine, Aspen, PAT E house refrigerator/freezer food was Completed
Omak, Orcas, & San Juan). Failure to store and assessed for labels and any food not labeted Si2Ans
handle food properly couid place residents at risk was thrown away. .
of food borne iilness and failure to provide a well Person responsible:
: repaired and maintained environment could place A(M
 residents at risk for injury. ' M“;)’S‘X;
Findings include: ' ' Any food product that is ot pre ackaged )
| All observations were between 03/25/13, _ Y e(:;(;;ir{a)tion['l date will be oot
03/27/13 and 03/29/13 unless otherwise stated. identifiod and dated. 5/2%;:3
Alpine: (Exterior) Person mpwf{?};,i Ungoing
1. Old barbeque moss growing on the wood, Moniter:
blocking the bicycle rack area ' : o DDA2
2. Patio under bedroom windows in the garden PAT.E Houses will.monitor on a weekly
' area was wood pieces stacked on the ground basis to ensure food products are
: 3. Charcoal barbeque was leaning up against appropriately labeled, identified and dated.
the cottage in the flower bed Fools: 52413
Aspen; (Exterior) _ : - . checklist and
1. Back patio area noted that there were fawn - " Person responsible: Ongoing|
chairs and foot stools stacked on top of the glass ' ACM
top picnic table with hoses and cushions stacked M%:g;rz »
on top of that .
2. .Under the wrndovys a piece of WOOd. stacked Al identified items identified as safety
ag?mSt the cottage with several other pieces hazards were discarded and/or repaired.
laying on the ground . : - Completed
3. Window screen broken : Person responsible: N3
4. On the sidewalk there was a pile of bricks on : ACM
the side _ : o Menitor:
! Omak: (Exterior) : DIDA2
| 1. Torn landscaping fabric o .
2. Broken trellis An environmental observation will be
' 3. Landscaping border sections not completely completed monthly to identify safety 5’2‘113
 buried in ground hazards. A work réquest will be submitted to Ongoing
+ 4. Nails protruding from exterior siding (B side repair and/or discard safety hazards.
| door) Tools:
Eavironmentaf checklist form
iI (interior) Person responi}é}ﬁ
| Refrigerator: | | Monitor: ‘
- DA
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1. Hotdog buns bag (3), no open date

| Oreas: (Exterior)

1. El Pato Salsa (2 bottles), date received labei,
no open date

2. Smuckers Grape Jelly, date received label,
o open date

3. % gallon Miik (2), date received label, ne
open date

4. Rejuv Prune Juice, date recewed labet, no
open date

5. Spaghetti (yellow plastic container), no open
date

8. Crand Parmesan, date received label, no
open date

7. Spaghetti in foil covered bowel, no open date
8. Diet Mt. Dew, open, unlabsled

Kitchen Freezer;

1. Pancakes, date received label, no open date
2. French Toast (5), date recewed {abel, no
open date

3. 2 slices of funchmeai in-Ziploc bag, no open
date

4. Waffles (24), ripped bag, date received label,
no open date

5. Ben & Jerry lce cream, no open date-

6. Scandinavian Frozen Vegetables, date
receive label, no open date

7. Waffles (3} in Ziploc bag, undated, untabeled'
8. Ice cream bar, uplabeled

9. 1 tall plastic glass with ice on bottom
uniabeled

Upright Freezer (locked):

2. Hotdog buns bag (6}, ho open date

1. Bike parts (screws, holts, axel) on patio

RAINIER SCHOOL PATE
BUCKLEY, WA 98324
KD | SUMMARY STATEMENT OF DEFICIENGIES In PROVIDERS PLAN OF CORRECTION £5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPR]ATE DATE
‘ DEFICIENGY)
W 104 | Continued From page 2 W 104
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2. Broken office chair on patio

3. Wooden swing with broken siats, protruding
rusty screws

4. Basketball pole with broken rim lying on
ground

: 5. Missing/Broken screen from window

1 8. Tipped over 2 seat bike with bike chain
wrapped around red wagon wheel

{Interior)

Upright Freezer {locked):

1. Shredded Cheddar Cheese (bag not tied
shut)

2. Hot Dog Buns (1 package), open, undated
Dining Room Table

1. Ketchup bottle, open, undated

San Juan:

(Interior)

Refrigerator;

1. Ketchup (3 bottles), date recewed iabel no
open date

2. Smuckers Grape Jelly (2 bottles) date
recelved label, no open date

3. Syrup (2 containers), date received iabel no
open date

no open date
Freezer;

i 1. Sausages (4), torn bag, date received labed,
o open date
2. Waffles {5) in Ziploc bag, date received label,

f no open date

| 3. French Toast {3), torn bag, date received

i iabel, no cpen date

1 Upright Freezer (locked):

I1. Corn Dogs, torn bag, no date opened :
2. Brown paper sealed bag, not identified, no

4. Onion (1/2)in Ziploc bag, date recewed {abei ;

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - A. BULDING COMPLETED
_ 50G046 B. WING 03/28/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
} RYAN ROAD
RAINIER SCHOOL PATE
BUCKLEY, WA 98321
(LI SUMMARY STATEMENT OF DEFICIENCIES i) ' PROVIDER'S PLAN OF CORRECTION X5)
PREFEX, {EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPR{}PRIATE DATE
’ DEFIGIENCY)
W 104 | Continued From page 3 W 104
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W 104 | Continued From page 4 | W104.
 date frozen !
3. French Fries, date received label, no date i
' opened : i
4. Shredded cheese, no fabel, no date frozen | ’
5. Muffins (resident* s name), no date frozen | !
1 |
Kitchen Cupboard:
1. Bread (3/4) loaf, date received label, no open |
date ;
2. Glant Hamburger buns (4), date received C i
label, no open date ' | :
3. Thick-It (400z), date received label, no open 1
date ' a ! :
4. Vinegar (Best if used by date 1/22/13) P ;[ : _ !
- 5. Fred Meyer Decaffeinated Coffee Jar, date ' 1 ' ;
‘ received label, no open date {
16, Krusteaz Buttermilk Biscuit Mix (not opened - | - i
 box dated 3/25/13) |
W 137 { 483.420(a)(12) PROTECTION OF CLIENTS w 1371';J !
: RIGHTS L
The facility must ensure the rights of all clients. ! Client #13 & #18 razors were located in Compie‘fd
- Therefore, the facility must ensure that clients o their bedrooms. 3
t have the right to rgtain and use ‘appropriate } Person rcs'pomihle:
| personal possessions and clothing. | ACM
{ : . ' : Monitor:
: : : DDA2
This STANDARD is not met as evidenced by: . i : L o thiat all clients 574/13
. Based on observations and interviews the facility AC“; St“{"'v"eh;;f:;’fafg‘”\%ﬁx ::Zgllse::f [ and
failed to ensure that 2 of 12 expanded sample e S o or lost. ACM’s will submit | Onaoing
residents (Résident #13 &#18) had their own _ : " paperwork to replace razors.
; electric razars. Failure to have own electric razors _
' prevented residents from completing tasks ) Tools:
. toward independent grooming. - cheeklist, %
| Eindi : . : Person responsible:
| Findings include: : _ ACM
| Observations on 03/28/13 of Alpine cottage f _ o Monitor:
| residents ' rooms revealed two residents did not | | _ DDA2Z
| have electric razors to complete their personal f
H . i

X A B
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W 137 | Continued From page 5 W 137 _
hygiene care. When asked how the residents All guardians for PAT E clients will be Completed
compieted their grooming for the day the staff recelving a written consent letter related to HI§/13
were unabie to locate the electric razors and were sharp knives being secured. Additionally, HRC
unclear if the residents had been shaved that day. will receive the signed letler (when returned by
W 263 | 483.440(f)(3)(ii) PROGRAM MONITORING & - W 263 guardian) for review.
CHANGE : o
_ All guardians for Hyak, Omak, Orcas, and San
The commiittee should insure that these programs| - - Juan house clients will be receiving a written a2y
are conducted only with the writteri informed ’ consent letter relaied 1o tocked freczers and/or
consent of the client, parents (if the client is a cabinets. Additionally, HRC will receive the
minor) or legal guardian signed letter (when retwrned by guardian) for
o review, .
Person responsible:
- This STANDARD is not met as e\ndenced by QIDPMDA1
Based on observations, record reviews, and Monitor:
interviews facility failed to obtain written consents _ DDA2 _
prior to implementation of restrictive programs in o . o ' ‘
regards fo locking up sharp knives/iterns and food DDA will randomly select five clients 324 >
items in 4 of 8 cottages (Hyak, Orcas, Omak and quarterly and review their CEA/IHP/BSP and o
; complete an environmenta] check of the living

! 8an Juan). Failure to obtain written consents

- denied the resident/guardian the opporturiity fo
make informed decisions about facllity restnctwe
programs.

Findings include:

All observations, record reviews and inferviews
were between 03/25/13 and 03/29/13 unless
othetwise stated,

Omak, Orcas, and San Juan; Kitchen Knives
Observations, record reviews, and interviews
revealed all sharp knwesltiems were locked up
and not accessible for resident use.

Interviews on 03/28/13 with the Habiiitation
Program Administrators (HPA) ' s revealed

unit to enstre that residents/guardian are
afforded the opportunity to make informed
decisions about facility restrictive programs.
' ' Tools:
DDA} review form

Person responsible:

DDAl
Moniter:
bbaz

i

Ongoing
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| : |

, - a

W 263 | Continued From page 6 w 263%

" guardians had been notified of the restrictive :

* practice but the facility had not yet completed the
process of obtaining all consents.

: Hyak, Omak, Oreas, and San Juan: Locked
| kitchen cupboards and freezers

Observation revealed the following:

' Omak: Locked kitchen cabinet ;
Plastic container filled with creamer packets o ;
Diet jelly packets in brown lunch bag ‘

Maxwell House coffee packets in paper bag
Graham crackers _

Sanka coffee packets in paper bag
Mini-wheat cereal (1.3102)

Pastries (2)

Chocolate chips, 4 Ziploc bags . o
Tree Top Fiber Rich Apple Juice (3) BEIREE
10. Marshmallows o ‘

- 11. Creamer packets in plastic container

CENDO A WN

Hershey ' s Cocoa

Mrs. Dash Seasoning
Hetshey 's Syrup

Jet Puffed Marshmallow Bits S
Signature Creamy Peanut Butter !
Signature Honey

Nesqick Chocolate Flavor

San Juan Cottage: Locked kitchen cabinet . '
x

NO A LN

Hyak Cottage- 1 locked chest freezer, 1 locked P
upright freezer. Freezers contained various ‘
frozen food items and items were inaccessible to j , _ _
residents unless they asked for staff assistance. | - ' o |
Omak Cottage-1 locked upright freezer. Freezers ! '
contained various frozen food items and tems
were inaccessible to residents unless they asked [ ;
I 1
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‘
W 263 Continued From page 7 W 263
, for staff assistance, _
. Orcas Cottage- 1 locked upright freezer. Freezers _ g _
+ contained various frozen food items and items | o . hvsicals o
| were inaccessible to residents uniess they asked - Resident “‘}ﬁ”’; g‘ f“? p ‘I"t" d*“ Completed
for staff assistance. ave been completed. Anans
San Juan Cotiage-1 locked upnght freezer. e
Person responsible:
i Freezers contained various frozen food items and- Clinical Director
| iterns were inaccessible to residents unless they Monitor:
' asked for staff assistance. Asst gupmmcndmﬂm AL
Interviews with facility staff revealed that food _ _
items had been locked up in kitchen cupboards All physrcals for ckmnts inPATE ; 504713
and freezers to help with inventory and conirol for | have been reviewed for timeliness. : and
| overflow items. : o Any annual physicals that are | ohgoing
W 3221 483.460(a)(3) PHYSICIAN SERVICES CW 322 overdue will be - '
o . : .scheduled/completed.
The faeility must provide or obtain ;)revennve and ?’- o 'bl
al ; erson responsible:
general medical care. " PAT E Doctor
Monitor:
Clmical Direcior/DDAL
This STANDARD is not met as evidenced by: A tracking log will be developed 524713
Based on record reviews and interviews 3 of 12 by 5/24/13 arid reviewed monthly and
sampled residents (Resident #1, 10 and 12) by the Clinical Director (o ensure Ongoing
revealed that the Annual Health Care ; ‘all-physicals are completed -
Assessments had not been done within the last annually.
year by a physician. Failure o have an Annual Toals:
Health Care Assessment placed’ res:dents at risk Tracking log checklist -
of unidentified medical issues which couid iead to # ‘Person responsible:
deterioration in their overall health. ]  Primary Care Physician
Findings include: [ T Monitor:
Al record reviews and interviews were conducted Clinical Director/DDAI/DDA2
on 03/26/13, 03/27/13 and 03/28/13. _
Resident #1 ' s file was reviewed and revealed |
last assessment was completed on 04/22/10, L
: Resident #1 was noted to have the medication I |
I stari on 02/08/13 for — 1
The medication was changed from capsule to o
liquid form on 02/11/1 3 Resident #1 started E
; 1
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X&) |

SUMMARY STATEMENT OF DEFICIENCIES

- PROVIDER'S PLAN OF CORRECTION

; audiology exams. Failure to provide a timely
- audiology exam placed residents at risk of

- Record review revealed that Resident #1 ' s last
i hearing evaluation was completed in 2008 with a

I

The facility must provide or obtain annuat physrcaE
examinations of each client that at 2 minimam-
includes an evaluation of wsmn and heanng

This STANDARD is not met as evidenced by:
Based on record reviews and interviews 7 of 12

sampled residents (Resident #1, 6, 7, 8, 9, 11 and

12) had not received annual/or as recommerided

unidentified changes in hearing and/for other -
medical issues which could lead fo- detenoratlcn
in their gverall heaith. -

Findings Include: _ .

Aill document reviews and interviews were
conducted between 03/25/13 and 03/29/13
unless otherwise stated.

recommended follow-up in three years.

;

H

assessed need will be referred to
an Aucimioglst

- Person respons:ble

Przmary Cire Physician '

- Monitor:
Clinical Director/DDA1

o . : P -
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLRATORY OR LEC IRENTIFYING INFORMATION) TAG ! CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
{
W 322 | Continued From page 8 W 322:
+ having falls on 02/11/13 through 03/26/13 (at time | |
of review). Review of resident ' s file noted that |
resident had one fall in December, ohe fall in )
January, two falls in February, and eight falls in Resident #1. #6, 7. 8,9, &11 based 5124/13
March with the two falls in February and the eight on-assessed-noed will be referred And
in March coming after the start of the hew - toan Audiologist. OREOING
medication. No physician assessment had been . P responsible:
done to determine if the medication was or was | E eri?;}- osponstble:
iinical Director
not helping the resident ' s mobility. ! Monitor:
Resident #10 ' s file revealed last Annual Health Asst. Superintendent/DDA2
Care Assessment was completed on 10/16/2011. o _
Resident #12 " s file revealed last Annual Health AN PAT E clients have becn
Care Assessment was completed on 07/18/2011. : reviewed/ assessed by a physician 524113
W 323 | 483.460(a)(3){i) PHYSICIAN SERVICES W 323 related to their hearing during 90 And
day review. - Any client with an

ongoing
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PREFIX |
TAG

X4
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(EACH DEFICIENCY MUST BE PRECEDED BY FULL i
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PREFIX
TAG
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W 323

W 336

- hearing evaluation was comipleted in 2009 with a

: Record review revealed that Resident #8 ' s last

i Record rewew revealed that Resment #3's tast

!
| This STANDARD s not met as evidenced by

Continued From page 9
Record review revealed that Resndent #5 ' 5 last

recommended follow-up in three years.

Record review revealed that Resident #7 ' s last
hearing evaluation was oempleted in 2009 with a
fecommended follow-up in three years.

hearing evaluation was compteted in 2009 with a
recommended follow-up in three years.

hearing evaluation was oompleted in201T'witha .
recommended follow up in six months due o -
significant changes with his hearing ability.

Record review revealed that Resident #11° s jast
hearing evaluation was completed in 2008 with a
recommended follow-up in three years,

Record review revealed that Resident #12 5 tast

hearing evaluation was compleled in 2008 with a. |
| recommended follow-up iri three years ‘

interview with the RN4 revesled the facility does
not have an audloioglst at this time.
483 460(0)(3)(1&;) NURSING SERVICES .

Nursing setvices must include; for those chents
certified as not needing a medmai care plan, a
review of their health status which must be on a
quarterly or more frequent basis dependlng on
client nead.

Based on interviews and record reviews facility
1

W 323

W 336

1
i
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1
W 336 | Continued From page 10 W 336
failed to complete Quarterly Nursing Involved pursing staff received | Completed
Assessments for 1 of 1 sampled residents [ cotrective action and retrained in the 2-15-13
(Resident #9} and 14 of 15 expanded sample . ; following:
; residents (Resident #34, 35, 36, 37, 38, 39, 40, Review of the Nursing Process
142,43, 44, 45, 48, 47, 48). Failure to complete Quarterly Review section with
- Quarterly Nursing Assessments placad residents ' emphasis on completion.
at risk for unmet nursing care needs. ' documentation and filing a direct
' physical exam tn conjunction with the
Findings include: o Nursing Quarterly Review.
Allinterviews and record reviews were completed | ' Cf;fglzgejédﬂzgﬁ f 492241{;5:;;6;2; Completed
between 03/25/13 and 63/29/13, 339,40 42, 43.44.45, 36, 4T, and | 157
. _ . 48 will have |
y - - irect physical exams completed, |
. Record reviews revealed Quarterty Nursing [ direct "f”“ifg‘c:;‘;ﬁ;;‘;ng fited.
Assessments had not been done. Al RN staff with Primary Care Nurse
) ) o - duties trained to complete, document  Completed.
Resdentr#;g had a quarterty nursing assessment | - _ and file a direct physical examin  R-25-2013
completed in 02/2013, however he had not had _ : ~ conjunction with the Nursing Quarterly
quarterly nursing assessment performed in 2012 S " Review. This trajning will be ‘ .
_ ' _ B ! . " reviewsd/retaught anngaliy, Within 30
Resident #34, 35, 36, 37, 38, 39, 40, 42, 43, 44, | - o + Training for new PCNs will be fays of hire
45, 46, 47, 48 had quarterly nursing . o - - completed during the Nursing
assessmenis completed in 022013, however ' N o Orientation process.
. had not had a Quarterly Nursing Assessments : - _ ) . . .
performed in 2012, ' : . Nurse Managers will review/monitor Comieted -
E . . . for _timc[y Comp_ﬁeﬁon ona I'Cglilﬁf 2(;;;1;2%?3 and
Resident #34 had a Quarterly Nursing o _ : o . " Respo n::;f;:,’ ' ongoing
Assessment completed in 01/2013, however had . oo P RN 4 '
hot had & Quarterly Nursing Assessments ' ' - ‘Monitor: .
performed in 2012, : DON
| . . . : R . C . Tools:
Interviews with nursing staff revealed the faciiity ' _ Checklist
had failed to provide Quarterly Nursing ‘
Assessments for residents of San Juan coitage
during 2012, - - .
W 337 483.460{c)(3)iv) NURSING SERVICES W 337
Nursing services must include, for those dlients
FORM CMS-2567(02-99) Previous Viérsions Obsoiete " Event ID:2GYGH ' Facility 143-, WALD10 . . i continuation sheet Page 11 of 20
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| NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, 2IP CODE

RYAN ROAD
RAINIER SCHOOL PAT E BUCKLEY, WA 98324
X4)i1D SUMMARY STATEMENT OF DEFICIENCIES o " PROVIDER'S PLAN OF CORRECTION )
PREFIX {(EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY)
Forclients # 1, 10and 1t
W 337 | Continued From page 11 W 337|- PAT E Nurses trained to review/check 172972003
- | cerfified as not needing & medical care plan, a : BM monitoring flow sheet/nursing
review of their health status which must be order AM and PM shift daity.
recorded in the client's record. AC staff will be trained in completing
Nursing Orders thoroughly to ensure  §202013
proper medical care is provided.
This STANDARD is not met as evidenced by Al} nursing staff teained to
Based on racord review 3 of 12 sample residents review/check BM monitoring flow /292013
(Resident #1, 10, and 11) reveaied sheet/nursing order AM and PM shift
- documentation ordered by a physician was not daily.
i completed on resident treatment sheets. Failure All new nurses witl be trained within
to document provided an inaccurate account of 30 days of hire.
| residents * medical condition, Adl nurses will be re~irained/annually
! Findings include: - Responsible:
Resident #1 has an order for * BM {Bowel RN 4
Movement) monitoring, every shift, if no BM for 3 Mopitor:
days, give prilllll:s ordersd.on MAR DON
(Medication Administration Record) Restdant
#1' s iHP (Individual Habilitation Plan) states that . s ' e
resident continues to have multiple instances of For clicat # 10, identified nurse . Fompleted
| abdominal distention, constipation and is on an counscled regarding Sghe‘;med Bp 41872013
extensive bowel program including:  monitoring nursing orders. .
sodium, , I 0lyCOi, S : foll
and r gas. He also receives a scheé‘i‘;fﬁiﬁ?ﬁfﬁi@ﬁ“ﬁ’ﬁ?&é&ﬁ 51292013 and
suppository as needed. Resident has Or ders dngoing
several days with little or no bowel iovements : ' .
followed by eplsodes of diarrhea. He had an . Al] RNs will bc trained in
increase in agitation and threats of aggression the following:
towards staff. Documentation was mlssmg on the 1. Monitor nursing orders twice 5/29/2013and
| following dates: monthly for completion/documentation ongoing
! February 2013 - = Day shift: Feb, 16 & 28 i of specitied data:
j Night shift: all month i 2. PCNs dre to review/monitor all
January 2013 - Day shift: Jan. 17, 18, & nursing orders two times each month,
25 ' initialing in the appropriate box at the
Evening shift: Jan. 1, 2, %,4,586,7, 8,9 106 11, ~ bottom of the page, indi_caténg the date .
12, 13, 14, 15, 18, 17 21,823 that they rcvicwed/moni{or_ed the
Night shift: all month pur_sing orders for completion/ data
December 2012 -  Day shift: Dec. 1, 2, 3, mput.
5910162021222527&29' 1

FORM ChAS- 2567{(}2-99} Previous Versions Obsolete ' Event I 26¥G11

Faciity ID: WA4O11G If continuation sheet Page 12 of 20




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 04/11/2013

FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENY OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {XZ} MULTIPLE CONSTRULTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. SUILDING COMPLETED
50G046 B WING . 0312612013
NAME OF PROVIDER OR SUPPLER STREET ADDRESS, CITY, STATE, ZiP CODE
RYAN ROAD
RAINIER SCHOCL PATE
BUCKLEY, WA 3531
X4510 SUMMARY STATEMENT OF DEFICIENCIES i3] : PROVIUER'S PLAN OF CORRECTION : {X5Y
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY F LLE, i PREFIX . | {EACH CORRECTIVE ACTION SHOULD BE § COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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W 337 . Continued From page 12

. Evening shift: Dec, 5, 9, 17,
118,827
i Night shift: all month
* Resident #1 has an order for ™ Bag balm to per!
area EVERY AM AND PM to pravent skin :
- breakdown. Wash with warm soapy water prior o :
s applying. * documentation was missing on the
Hollowing dates:
February 2013 -
i January 2013 -
©7.9, 13,24, 25, & 31

Day shifi: Feb. 16 & 28

Day shifi: Jan. 1,2, 5.8,

| Evening shift: Jan, 1,2, |

3,456 87

December 2012 -  Day shift: Dec. 1,248,

©7,9,12, 13, 14,18, 22, 25, 27, 20, & 31

: Evening shift; Dec. 5 & 27 :
Resident #10 has an order to * Obtain BP {blopd |
pressure,  (pulse} weekly on Saturday AM.

. Report Systolic BP >60 or <80, Diastolic BP >100

for <B0. Puise>100 or <60 to RN/MD (Registerad

_Nurse or Medical Doclor). * documentation was
missing on the following dates: : !

: February 2013~ Day shifi: Feb. 16th

- Resident #10 has an orderto Inspect and

- perform fingernail hygiene, as needed, every

| Saturday AM, Inspect and perform toenail care,

as needed, every Saturday PM. *

- Documentation was missing on the following

; dates:
' February 2013 - Day shift: Feb. 2, 16, &
23
Evening Shift. Feb. 2, 16, & 23 -
January 2043 - Day shift: Jan. 6,12, 18,
28 i

« Evening shift: Jan. 8, 12, 19, & 26
December 2012 - Day shift: Dec. 1. 8, 15, |
122,828 i
' Evening shift: Dec. 1, 8, 15, 22, & 26

W 337,

520713 and
ongoing

3. PCNs wilt complete & QA manitoring
sheet tor ALL discrepancies reparding
completion‘docamentation of lack of
specificd data and sent to the nurse
manager for that area. For alf AC
narsing orders with discrepancies, send
an email 16 the ACM, nofing that date
onthe QA monitoring form and submit
tor the nurse manager for that arga.

All new nursing staft will be trained

within 45 days of hire.

All narsing staff will be re-trained

annually,

Monitoring/reviewing for completion

witl be done on a regrular basis,

Toaols:

{ . Checklist
’ . Responsible: |
i RNS |
Monitor:

DON

All ACM s will be instructed 1o

maonitor nursing orders twice monthly

‘ for completionddocumeniation of
; specified data.
’ Tools:
chiecklist

Responsible:

ACM

Menitor:

DDA

82913 and
‘ongoing

FORM CMS- 256 7(02-98) Previous Versinns Obsolete Event il 2GYG 11
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W 337 ’ Continued From page 13 i W 337
| Resident #11 has an order to " Inspect and " :
perform fingernait hygiene, as needed, every
other Saturday AM. Inspect and perform toenail
hygiene as needed, every other Saturday PM. “ i
Documentation was missing on the following
dates: ' ’ |
j E o _ . Completed
! tuen!;%mary 2013~ Feb. 2 (ﬁngemaﬂ and Tolet paper was replaced/stacked. v
Feb. g (toenait) ; i P . ible:
Feb. 16 (fingernail and toenail) | erson resPénic&
| Feb. 23 {fingernail and toenail) _  Monitor:
i Janhuary 2013 - Jan. 5, 12,19, & 26 DDA2
| (fingernail and toenail) ' ' R ' .
December 2012 - . Dec. 1; 8, 15: 822 Ali PAT E houses will have toflet
(fingernail and toenail) . paper available in all bathrooms.
Resident #11 has an order to " Monitor for BM ' s Bathrooms will be checked 2 x7s per
{bowel movements), if no BM in three days - shift and.at change ofsh}ft for tml.el
notifies nurse. " Documeritation was missingon + paper and if there is o toilet paper in
' the following dates- _ _ .the dispenser, staff will restock it.
" February 2013 - Day shift: FebQ 10 & 'Pe_rson — _ C";}‘gﬁfg .
Evening shift: Feb 1, 2, 4, 12, 13, 14, 15, 16, 18, . MOI{::D]:A 1 '
20,21,22,23,26,27, 828 - S S R L DDA2
January 2013 - - Day shift: Jan. 2,30, & | - g T
3 : S _ :
December 2012 - . Dayshift: Dec. 1,2, 3,6, | - ACM’s will randomily check foilet
8,9,10, 13,15, 18, 19, & 20 ' % -paper.dispensers five times quarterly.
Evening shift: Dec. 3, 4,5, 6,7,8,9, 11, 15, 22, If no toilet paper is in the dispenser,
23,24,25,28,29, 20, 531 - . _ ACM will notify staff to restock it.
Night shift: Dec. 34 _ R S S Tools:
W 424 | 483.470(d)(1) CLIENT BATHROOMS W 424 '- - checklist
’ . ) Person responsible:
The facllity must provide toilet and bathing _ ! ’\(M
facilities appropriate in number, size, and design M“D“g‘/’{'i O spans
to meet the needs of the clients. it " And
i ongoz’;}g
This STANDARD is not met as evidenced by: |
, i i

FORM CMS-2567(02-89) Previous Verstons Obsolete EventiD: 203YGN
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W 424 | Continued From page 14 W 424
Based on observations facility failed to provide '
toilet paper in 2 of 8 cottages (Omak and San 7
Juan). Failure to provide toilet paper prevenied
residents from maintaining good hygiene
following toileting. ,
The findings include: '
i Omak: Bathroom _ ) :
1. ©03/28/13 09:00 AM -No toilet paper in - g |
bathroom{B15) : : ‘
2. 03/28/13 10:00 AM -No toilet paper in
bathroom(B13)
San Juan: Bathroom | - , _ : Completed
1. 03/26/13 08:20 AM -No toilet paper in Bathrooms have been deep cleancd. 424713
bathroom (A13) j ' ' -
2. 03/26/13 08:20 AM -No toilet paper in
bathiroom (A15) ,
&ith?géznél('gﬁé;m M “NOItOEl_Ei PQDEF " .~ A service request and rcfcgal o Co;t;;ie/tgi
W 454 | 483.470(1)(1) INFECTION CONTROL W 454 et et oy Oras House
. : _ : ' Lo been made.
The facility must provide a sanitary environment _ :
to avoid scurces and transmission of infectons. Person responsible:
: - T - N * Maintenance
. . ) . - ‘ i Monitor:
This STANDARD s not met as evidenied by: Asst. Superintendent/DDAZ
Based on observations facility falled to provide ‘ -
sanitary bathrooms in 2 of 8 cottages (Omak and n Necessary repairs/cortections wiil be '
Orcas). Failure placed regidents atisk of being - made per assessment. 5’24;:] 3
exposed to unsanitary conditiohs which could S L ongoing
cause health risks. . : Person responsible:
Findings include: =~ : Maintenance
Observations at Omak Cottage on 03/25/13, . Monitor:
03/28/13 and 03/29/13 revealed hathroom B13 Asst. Superintondent/DDA2
and B15 having an extremely strong smell of. '
urine. .
Observations at Orcas Cottage on 03/25/13 and
03/27/2013, revealed bathroom B15 had an
| .
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W 454 | Continued From page 15 W 454
extremely strong smell of urine.
W 455 | 483.470()(1) INFECTION CONTROL W 455
i ' Residents #12, 28, 20,30, 31, 32, 33, 20, Completed
There must be an active program for the &78 razors will be individually labeled 42413
prevention, control, and investigation of infection and stored. New items purchased will be
and communicable diseases. ' ' tabeled prior to use.
. ; Person responsible:
. oo : ACM
This STANDARD is not met as evidenced by: Monitor:
Based on observations and interviews facility DDAZ _
failed to ensure an active program to store, tlean, o e . 504714
label and separate personal electric razors in-3 of i;gifazg"élg;’)‘ a df;?o’;;;?fff;;’;’fg and
8 cottages: Omak 1 of 2 sampled residents : minimize risk of being exposed fo ongoing as
(Resident #12) and 6 of 7 expanded sampled i : " communicable discusc. needed
residents (Resident # 28, 29, 30, 31, 32,33) San o Tools: :
Juan (resident unknoway); and Aspen 2of2 . Inservice record 1:0:11? _
expanded sample residents {Resident #20 & 78). Person responsbic:
This fatiure placed residents at risk of being _ Monitor:
exposed o a communicable disease, DIA2
Findings include:  ACM’s will randomly select five SIS
) o . N ' client razorsquarterly and ensure the .
Observation of laundry room in Omak coltagson vazors are labeled, clean, and stored " Ongoing
03/27/13 revealed electric razors wete being -+ away from water/ separated to :
recharged and efther laying on top of each other .. - minimize risk of clients f)*fmg
1 of laying on the counter next to thé sink. Two of -+ |- . Exposed to-a communicable dl;’f:“i‘z; .
the electric razors were recharging and taying on : Chef;’-ﬁsi
top of a used, wet coffee filter that still contained ~ Person responsible:
coffee grounds. One electric razor was . - : " DDAT
recharging and laying in'a puddie of waier next to " Monitor:
| the coffee maker. One eleciric razor was ' DDA2
recharging and laying in spilled coffee on the N
couriter. The eleciric razors were not labeled with
resident names. - :
Interview with staff in Omak on 03/27/2013
confirmed staff would be unable to identify the
correct electric razor for the correct resident when
’ i

FORM CMS-2567(02-99) Previous Versions Obseolete

Event ID:2BYGH

-

Faciity ID: WALDTIO |

i continuation sheet Page 16 of 20°



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

'PRINTED: 04/11/2013
FORM APPROVED
OMB NO_ 083803081

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

506048

x2) MULTIPLE CONSTRUCTION . {X3) DATE SURVEY

A BULDING

. COMPLETED

B. WikG

03/28/2013

NAME OF PROVIDER OR SUPPLIER

RAINIER SCHODL PAT E

STREET ADDRESS, CITY, $TATE, ZIP CODE
RYAN ROAD
BUCKLEY, WA 98321

(%4} 1D
PREFIX
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W 455

w473

Continued From page 16

electric razors are unlabeled. Upon removing the
electric razor heads it was determined that alf
untabeled electric razors had been used on
residents. ' :

Observation of laundry room in San Juan coftage
on 03/27/13 revealed one electric razor laving af
the back of the sink. The electric razor was not -
tabeled with a resident ' s name and staff could
not identify which residerit ovmed the eleciric
razor. :

Observation at Aspen Coltage on 03/27/13
revealed that Resident #21 and 78 ' s electric
razors were in the bathroom, ina drawer
together. Electric razors were labeled with.
resident names; however electric razors were
stored in the same drawer, allowing cross
contamination, ' '
483.480(b)(2)(ii) MEAL SERVICES

| This STANDARD is not met as evidenced by
| Based on observation and interviews the facility

| failed to serve food within 15 minuites of removal

from a temperature control device or failed to
maintain thie appropriaie food temperaturé on
. Orcas cottage, 2 of 2 sampled residents

| (Resident #7 and 8) and 14 of 14 expanded

89, 70,71, 72,73, 74, 75, 78, and 77) and San
Juan cottage, 1 of 1 sampled resident (Resident
#9) and 15 of 15 expanded sample residents {

47, and 48). Fallure to serve food promptly
resuited in residents being served food that had

Food must be served al appropriate iempera_ture_

sampled residents (Resident #64, 65, 65, 67, 68, -

#34, 35, 36, 37, 38, 39, 40, 41, 42,43, 44, 45, 46,

W 455

W 473

1

?
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5 1
w 473| Continued From page 17 W 473
 not been held at the appropriate temperature ‘ :
creating a potential for foodborne iliness. !
i ; ; . ANl PAT E stafT will be 5124113
Findings include: instructed/tratned to serve food within And
o 15 minutes of removal from food ongome
Observation at Orcas cottage on 03/256/13 : : :
it, ing hot food at 140 degrees.
revealed luncheon food items had been removed . _Tny ;f:é ﬂ%at_ drops bzlow 140é
from the kitchen insulated food cart and placed in degreées will be reheated in the
food warming bowls. The temperatiire of the food | microwave or oven. Staff will use a
was taken 20 minutes into the serving time and b - thermometer when needed.
revealed the following: Chicken nuggets 130°, i : . Tools:
chopped French dip meat item 100°, ground Inservice record form
French dip meat item 137°, green beans 121°, : Person
and cooled dairy dressing for salad 60° Two ‘Respansible
special diets, covered in foll, had been removed ACM
from a temperature controlled device and leftin Mﬂ‘]‘j'g’; ‘
the dining area for aver 45 mmutes before being _ D e
| servedto residans. * ACM will randomly sefect five meals s
food is served z
Observation at San Juan cottage on 03/26/13 Quarterly and ensure food is serve and
within 15 minutes of removal from !
 revealed luncheon food items had been removed | food cart, and/or food is served at 140 Ongoing
[ from the kitchen insulated food cart and placed in to 115 degms
the dining area. The tem perature of the food was " Tooks:
1 taken 20 minutes into the serving time and . . checklist |
revealed the following: Chicken Fried Steak - © Persen Responsible:
120°, corn 115° and the tapioca orange dessert TACM
&5°%; When these temperatures were po:nted oui ‘Moritor:’
 to the AC3 he asked staff to reheat one of the DDAZ.
- luncheon plates that had just been served {0 a '
| resident.
USDA gu:delmes recommend food must be
reheated to 165 degrees Fahrenheit or above and
held above 140 degrees Fahrenheit until served,
in order o destroy the bacteria that can cause
food borne iliness. Cold food iters should be
held and served at 45 degrees Fahrenhelt or
cooier . {
i : . . : _
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W 478 483.480(c)H1)(ii) MENUS W 478
Menus must provide a variety of foods at each i
meal. ‘
This STANDARD is not met as evidenced by: :
Based on observations and record reviews the | PAT E staff will be instructed/trained ‘ 5/24/13
facility failed to provide a variety of foods af esch- to offer meal alternatives io residents :
meal for 1 of 1 sampled residents (Resident #1) ! - who receive spemahzed diets.
and 7 of 7 expanded sampie res:dents {Resident : Touls:
#48, 66, 67, 69, 72, 76, 78) who receive Inservice record form
specialized diets. Failure 16 provide alternatives Person
- did not give residents a choice of foods. ~Responsible
| Findings include: ACM
Al observations of meal service were on 03/25/13 MI;’]I:‘)’X’E
through 03/28/13 unless otherwise- ‘specified. _ ,
During the meal service Resident #1, 48, 68, 87, .
B9, 72, 76 and 78 received their specialized - ACMLvil raﬂdcmly slec five meals .
J quarterly and ensure residents who sman3 |
meals from the kitchen. Residents were not : receive specialized diets receive e
offered an aiternative to the meal that was being alternate meat. choices. Ongoing
served, _ _ I _ . Tools:
W 488 483.480(d)(4) DINING AREAS AND SERVICE W 488 Checklisz'
The facility must assure that each clienteats ina | + Person ReSI}OHSlbIG
manner consistent with his or her developmentaI - ' ACM
tevel Meonitor:
i PDA2
This STANDARD is not met as evidenced by’
Based on cbservations facﬂity failed to allow ;
residents the opportunity to serve :ndependently ' :
at Tyee/Shasta during meal time. Failure placed
residents at risk for diminished ahility in skilt
development and polential loss of nndependence
Findings include:
Observation on Tyse/Shasta on 03/25/13
revealed that staff served the food not allowing
resudents the opportunity to serve self
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W 488 | Continued From page 19 VW 488
independently.
. Tyee/Shasta staff will be . 5/24/13
"instrucied/trained to assure that each And
resident eats in a manner consistent j ongomg
_ W[th hls or her developmental level. i
Tools: i
. Inservice record form | -
Person
Respons:ble
ACM
Monitor

" DDA2

' PatE staff will be instructed/trained

to-assure that cach resident eats in a 5724113
manner consistent with his orher - And
- developmentaf level. . . ongoing]
o “Touols:
Inservice record form
: Person -
Respons;ble-
: ACM
Monitor

- DDA2

ACM’s wilk- randomly select five ‘
meals quarterly and ensure residents
eat in.d manner consistent with his or -
her developmental jevel.

Tools:
. checklist .
: 52401
Person Responsible: An
o  ACM ongoin;
: : : Monitor: ’
! : . DDA2
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