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This report is the result of an unannounced
Federat Cff-Hours Quality indicator Survey
conducted at Richmond Beach Rehabilitation on
F12/04/13, 12/02/13, 12/03/13, 12/04/13, 12/05/13
i and 12/06/13. A stage two sample of 52 residents
was selected from a census of 138. The sample
inciuded 41 current residents and the records of
11 former and/or discharged residents,

The survey was conducted by
SRR | S RO

i RN, BSN
. R N, B.SN.
d R.N.,B.SN

The survey team is from:

Department of Social & Health Services
Aging & Disability Services Administration
Residential Care Services, District 2, Unit C
204256 72nd Avenue Scuth, Suite 400

Kent, Washington 98032-2388

' Telephone: (253) 234-6000
Fax; (253) 395-5085

i il
are Services /

Date

/2013

|

T'his plan of correction is submitted
as required under Federal and state
regulations and statutes applicable to
ong term care providers for the
survey conducted 12/2/2013 through
[2/6/20%3. This Plan of Correction
does not constitute an admission of
iability on the part of the facility, and
such is hereby specifically denied,
I'he submission of this plan does not
constitute agreement by the facility
hat the surveyor’s findings and/or
conclusions are accurate, that the
findings constitute a deficiency, or
hat the scope and severity regarding
any of the deficiencies cited are
correctly applied.

Please accept this Plan of Correction
as our credible aliegation of
compliance. Qur compliance will be
achieved by 01/13/2014.

LABORATORY DIRECTIOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIG

NATURE

A N :
Al S ha v

TITLE

ot

/2. / fiff:-‘,ff&: 1=

{X65) DATE

Any deficiency statement ending with an asterisk (") denotes a deficiency which the institution may be excused from correcting providing it 1s determined that
other safeguards provide sufficient protection to the patients. {See instructions ) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether o not a pian 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 available to the facility. |f deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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58=D } PRIVACY/CONFIDENTIALITY OF RECORDS

The resident has the right to personai privacy and
confidentiality of his or her persenal and clinical
records.

Personal privacy inciudes accommodations,
medical treatment, written and telephone
communications, persconat care, visits, and
meetings of family and resident groups, but this
does not require the facility to provide a private
‘ room for each resident.

. Except as provided in paragraph (2)(3) of this

| section, the resident may approve or refuse the
reiease of personal and clinical records to any
individual outside the facility.

The resident's right to refuse release of personal
and ciinical records does not apply when the
resident is transferred tec another health care
institution; or record release is required by law.

The facility must keep confidential all information
contained in the resident's records, regardiess of
the form or storage methods, except when

| release is required by transfer to ancther

- healthcare institution; law; third party payment
contract; or the resident.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, the facility failed to ensure two residents
| (#32 and #171) had a private place to meet
' Additionally, the facility failed to ensure personal
 privacy was maintained for one resident
(Resident #8) reviewed for personal privacy.

F 164

How the nursing home will correct
the deficiency as it relates o the
Residents #32 and #171 were
reminded how to reserve the
Private DMning Room and
Conference Room 7 days a week,

- Resident #8 is stable and
improving.

How the nursing home will act to
protect simifar residents in similar

Residents and Staff were educated

related to personal privacy during

care, during therapy sessions, and

where residents may meet privately
- with others.

Measures the nursing home will
take or the svstems it will alier to
ensure that the problem does not
recur

New residents will continue to
receive a copy of their rasident
rights including their right to
privacy, and information about
where they may meet privately,
Residents will also continue to be
reminded of their rights in resident
council and other resident meetings
including but not limited to care
conferences.

FORM CMS-2867(02-88) Pravicus Versions Obsoiete Event ID: DYLR11

Faciiity ID: WA40410

If continuation sheet Page 2 of 26




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

PRINTED:

12/18/2013
FORM APPROVED

OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES

fX1) PROVIDER/SUPPLIER/CLIA

(X2} MULTIPLE CONSTRUCTION

(X3} DATE SURVEY

These failures placed three residents out of 41
current Stage |l residents at risk for anxiety for
not having a public piace to meet and exposure of
body parts and public views.

Findings include:

RESIDENT # 32

Resident #32 was admitted to facility S8l 13
with muttiple health care needs which included
N - SR R cvicw of the admission
Minimum Data Set (MDS) dated §ll®/13 and the
quarterly MDS dated 10/24/13 revealed the
resident was cognitively intact scoring 15 out of
15 on a Brief interview Mental Status (BIMS)

there was no private place to meet if she would
have visitors. Resident #32 further reported that,
in the past few months, there was a private room
which was designated for residents to use if they
needed, but it was taken and given to facility
health care providers to use.

RESIDENT #171

Resident #171 was admitted to facility /13
with muitiple health care needs which included
AR Rccord review of the admission MDS
dated /13 and the guarterly MDS dated
09/06/13 revealed Resident #171 was cognitively
intact and able to make needs known.

On 12/02/13 416 p.m., in an interview Resident
#171 verbalized concerns of not having a private

; place to meet with her visitors. Resident #171

further stated that she had used the dining room

in the past, but there were always other residents

L On 12/02/13 at 12:16 p.m., Resident #32 reported

Residents will continue to be asked
routinely 1if they feel their privacy
needs are being met, and concerns
will be acted upon when they are
raised.

How the nursing home plans to
monitor iis performance 10 make
sure that sojutions are sustained:

The resuits of the above audits shall
be discussed in Quality Assurance
Committee.  Appropriate action
shall then occur to assure
compliance.

Date corrective action will be
completed:

01/13/2014

Title of the person responsible to
ensure correction;

Administrator
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_in the dining room.

| On 12/05/13 at 2:10 p.m., in an interview, Staff O

admitted the private room for the residents was
taken away. Staff O further stated that there was
a private dining room avaiiable for the residents
to use. but not all residents were informed about
its avatiability for use. Staff O reported that on
09/13/13, an interview was conducted with

: Resident # 32 were she expressed similar

concerns but no interventions were initiated to
address resident's concerns. Staff O continued
and stated " We will find a way to notify all our
residents about the availability of the private
dining room "

Observation of the private dinning room on
12/03/13 at 3:30 p.m., 12/04/13 at 11:35 a.m. and
12/05/13 at 1:20 p.m., the dinning room was
noted be used by facility staff for meetings. No
residents were observed using private dinning
room.

RESIDENT #8

Resident #8, was admitied fo the facility on
/2010, with multiple medical diagnoses
Including NN =0 d SUNENENES The resident

most recent annual MDS Assessment dated

1 10/01/13, documented the resident needed

limited assistance or supervision with the
activities of daily living.

On 12/03/13 at 10:55 a.m., the resident was

observed in the hallway in her wheeichair. The

resident was accompanied by a therapy staff
through the 300 hall way. The resident was
seaied in her wheelchair wearing a hospital gown,
however the back of the gown was open
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exposing the skin on the resident back. The
therapy staff cued the resident iet go see the
gym, and walked beside the resident as she
propelled her wheelchair slowly towards the area.
Other resident and staff were present in the area.

At 11:05 a.m., a similar observation occurred as
the resident propelled herself back to her room,
again she was not to be accompanied by staff
while in the hall way. Not ensuring the resident
was covered or clothed appropriately in a
common area violated the resident personal
privacy.

F 272 | 483.20(b}{1) COMPREHENSIVE F 272
$s=D | ASSESSMENTS
F272
The facility must conduct initially and pericdically
a comprehensive, accurate, standardized
reproducible assessment of each resident's
functional capacity.

How the nursing home will correct
the deficiency as it relates to the
resident:

A facility must make a comprehensive Residents £252 was assessed
assessment of a resident's needs, using the related to weight @il and
resident assessment instrument (RAI) specified
by the State. The assessment must include at
least the following:

Identification and demographic information;
Customary routine;

Cognitive patterns;

Communication;

Vision;

Mood and behavior patterns;

Psychosocial well-being;

Physical functioning and structural probiems;
Continence; !
Disease diagnosis ard health conditions;

. as taken where war d !
Dental and nutritional status; ;Nd?l.:gi ;7 Cah‘fl"l “ar;l‘zgﬁ y |
Skin conditions; ne g care pian lcation.

appropriate clinical action was
taken, her care plan was updated.

How the nursing home will act to
protect similar residents in.similar
situations:

An audit of similar residents
occurred and residents who
triggered for weight loss were
appropriately assessed and action

H
i
i
|
i
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| Activity pursuit;

- Medications;

Special treatments and procedures;

Discharge peotential;

Documentation of summary information regarding
the additional assessment parformed on the care
areas triggered by the completion of the Minimum
Data Set (MDS); and

Documentation of participation in assessment.

This REQUIREMENT is not met as evidenced
by

Based on observation, interview and record
review the facility failed to compiete assessments
for one of the 41 current Stage |l residents
{Resident # 252). Fallure to assess one resident's
refusal of care and identify and assess significant
weight loss for another resident increased the risk
of health compilications associated with unmet
care needs.

Findings include:

RESIDENT #252

Resident 252 was admitied to the facHity on

3 for N o ftcr the SN pair
The resident was assessed to be alert and able {o
make her needs known.

On 12/02/2013 at 11:25 a.m., the resident
reported the food was "not good" and commented

F272)
' Measures the nursing home will
take or the systems st will alter tg
ensure that the problem does not
recur
The RCMs will audit resident
weights frequently and assure that
residents are weighed according to
thelir plan of care.  Weight audits
shall be presented in the Nutrition
¢ at Risk Meeting.

How the nursing home plans fo
monitor its performance to make
sure that solutions are sustained:

The results of the above audits shall
be discussed in Quality Assurance
Committee. Appropriate action
shall then occur to assure
compliance.

Date corrective action will be
- completed:

01/13/2014

Title of the person responsible to
ensure correction:

Director of Nursing Services,
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that "everything tastes the same.” The resident
stated she was aware that she was losing weight,
and indicated it was not intentionai.

Review of the nutrition care plan dated 11/19/13
included directives to obtain weekly weight and
notity Registered Dietitian (RD) of significant
changes. The care plan goal was to "maintain

weight NN Hs

Review of the resident's electronic record
revealed a pattern of continued weight loss, On
11/15/13 the resident's documented weight was |
& pounds (Ibs), on 11/22/12 @k ibs, and on
11/20/13 #® ibs. Although the care plan noted
that weekly weighis were obtained, no additional’
weighis wera noted in the ciinical record on

1 12/06/13.

On 12/08/13 at 11:48 a.m., during an interview,
Staff J, was asked about the resident's current
weight. She then located an additional weight on
11/30/13 of 4 Ibs. Staff J did not why a
December weight was not taken and then

! directed a nursing assistant to check the
resident's weight which was @ lbs.

On 12/05/13 the RD was interviewed about how
she received referrals for residents with weight
loss. She stated the clinical data base system
would cue her if a resident experienced a weight
ioss if the weight was entered into the eletronic
record. She also reported RCMs also provided
information about weight loss during meetings

. she attended. The RD said she was not aware |
the Resident #252 was actively losing welght, and
had not assessed the weight loss.

Fallure to identify Resident #252 was actively
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‘ A facility must conduct a comprehensive
: assessment of a resident within 14 days after the
i facility determines, or should have determined,
that there has been a significant change in the
resident's physical or mental condition. (For
purpose of this section, a significant change
| means a major decline or improvement in the
resident's status that will not normally resolve
itself without further intervention by staff or by
implementing standard disease-related clinical
interventions, that has an impact on more than
one area of the resident's health status, and
| requires interdisciplinary review or revision of the
' care plan, or both )

This REQUIREMENT is not met as evidenced
by: '

Based on observation, interview and record

| review it was determined the facility failed to

| identify a significant change in condition for
Resudent #50, one of 41 current Stage H residents
reviewead. Failure to identify the need for a
significant change assessment due to this
resident's improvements in ADLs (Activities of

: Dady Living) along with the decline in behaviors,
placed this resident at risk for unmet care needs,

Significant change: According to the Resident

How the nursing home will correct
the deficiency as it relates 1o the
resident:

Resident #50 was assessed for a
significant change MDS and the
MDS document was completed.

How the nursing home will act to
protect similar residents in similar
situations;

An audit of similar residents
occurred and residents who
triggered for a significant change,
those residents were assessed and
when appropriate the MDS
document was completed.

Education was provided to the
Interdisciplinary team members
who complete the MDS tasks
related o identification of a change
i condition as defined by the RAI
manual.
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losing weight resuited in the facility not assessing
andgfor identifying interventions to assist the
i resident to maintain body weight. This placed the
' resident at risk for heaith complications
| associated with malnutrition and weight ioss.
F274 ‘ 483.20(b)(2)(ii) COMPREHENSIVE ASSESS F 274 F 274
85=D | AFTER SIGNIFICANT CHANGE
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Assessment Instrument {(RAI' used to code the take or the systems it will alter to
I Minimum Data Set, an assessment tool) a { ensure that the problem does not
| significant change is a facility assessment of the | recur
| resident's condition, which must be completed 14 The MDS Coordinator will review
days after determination that significant change in each MDS prier to signing and
the resident's condition occurred. transmiting {0 assure compliance
with the completion criteria for the
Findings include: . significant change MDS as required
by the RAT manual.
Resident #50 was admitted to the facility /13
with diagnoses that inciuded il e ; How the nursing home plans to
m and qEigem (difficulty | monitor its performance 1o make
). According to the @lR/13 ! sure that solutions are sustained:
adm!ssmn MDS {Minimum Date Set) this resident
needed extensive assistance with severat ADLs The results of the above audits shall
te include locomotion off the unit and dressing. be discussed in Quality Assurance
Committee. Appropriate action
Review of the 11/12/13 MDS revealed the shall then occur to assure
resident's status changed to only needing limited compliance.
assistance with locomotion off the unit and only
needed one person assistance for dressing. Both Date corrective action will be
of these were improvements, and therefore | completed:
changes This MDS, however, did not reflect the | i
resicent's current wandering behavioral status 01/13/2014
and a significant change assessment was not
' completed, Title of the person responsible to

i ensure correction;
The 11/12/13 MDS indicated the resident was not

displaying any wandering behavicr. Review of a RN MDS Nurse.
Nursing Progress Note (NPN} 11/07/13 revealed
a wanderguard (a device the resident wears for
protection against eicpement) was being
implemented. Continued review of NPN from
112113, 11/16/13, 11/18/13 and 12/05/13 all

| included documentation describing the resident's
“wandering behavior, to include instances

i Resident #50 wandered into other resident's
reams uninvited.
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- residents (#2852 & 17) were consistently

The services provided or arranged by the facility
must be provided by qualified persons in

This REQUIREMENT s not met as evidenced
by

Based on observation, interview, and record
review the facility failed to ensure care directives
for twe of the 41 current Stage 1l sample

impiemented. Failure to ensure that services
were provided as care planned placed the
resident at risk for health complications
associated with pocr oral hygiene and weight
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On 12/02/13 at 9:18 a.m., Resident #50 was
chserved entering another resident's reom and
received a negative reaction from the resident
who resided in that room.
¢ Review of the care plan revealed the resident's
wandering behavior was not addressed. The
resident had the ability to wander due to her
improvement in mobility. Staff had not updated
the care plan to reflect the resident's current care
needs.
On 12/06/13 at 2:48 p.m., Staff K reviewed the
changes on the MDS with ADLs and also
identified the wandering behavior was not coded.
Staff K indicated a significant change assessment
should have been done at that point to reflect the F 282
current status of Resident #50.
: i How the nursing home wiil correct
F 282 | 483.20{k){3}(ii)) SERVICES BY QUALIFIED F 282, {he deficiency as it relates 0 the
$8=0 | PERSONS/PER CARE PLAN

resident:

Resident #252 was assessed for
weight loss and her care plan and
Kardex were updated.

Resident # 17 was re-assessed {0
determine her wishes related to oral
care. Her wishes are consistent
with the wishes that she has
expressed for more than 10 years,
and her care plan and Kardex were
updated to reflect her right to refuse
orat care.
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loss.
Findings include:
RESIDENT #17

Resident #17 had multiple medical conditions
including a progressive Hlllldiscase. The

i record documented the resident was re-admitted
to the facility on @ilB/13. The Minimum Data Set.

{MDS: an assessment tool) assessment
completed on re-admission, 13 indicated
the resident was alent and oriented and noted the
resident needed exiensive assistance with
hygiene.

Review of the resident care plan indicated staff
provided the assistance with oral care twice a
day, in the morning and evening. During an
interview on 12/02/13 at 11.00 a.m., Resident #17
was noted to have poor dentition. Her upper and
tower teeth appeared stained, broken and
decayed. She stated that staff did not provide
assistance with orat care unless "she requested"
assistance. '

On 12/05/13 at 11:45 a.m., during an interview
Statf J, the Resident Care Manager (RCM),
reported the resident frequently refused
assistance with oral care from staff. She stated
the physician orders, inciuded a directive for the
Nurses to monitor the provision of orai care and
refusals, but was not able to find the directive on
the resident's current Medication administration
or treatment record. She stated she did not know
why the directive was not on the resident
treatment sheet or why the care was not being
monitored.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 1%5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION;) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)}
F 282 | Continued From page 10 F 282 How the nursing home will act to

protect similar residents in similar
situations:

An audit occurred for residents
with alteration in oral care and
residents who are at risk for weight
loss. Where issues were identified,
they were corrected and the care
plan was updated.

The lcensed nursing staff were in-
serviced related to care planning,
updating the Kardex and the use of
the care plan in general.

Measures the nursing home wiil
take or the systerns it will alter to
ensure that the problem does not
recur

The MDS nurse will audit the care
plans m accordance with the
standards posed in the RA{ manual
and the requirements related to the
review and coordination of the plan
of care; at least every 92 days.

How the nursing home plans {o
monitor its performance to make
sure that solufions are sustained:

The results of the above audits shall
be discussed in Quality Assurance
Commitiee. Appropriate action
shall then occur to assure
compliance.

|

]
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F 282! Continued From page 11 | F 282|  Date correciive action will be
- Not ensuring the physician order to moniter the | compieted: !
' provision of oral care was followed, placed the !
| resident at risk for poor oral hygiene and dental 01/13/2014 ’
caries.
Title of the person responsible to
RESIDENT #2582 ensure correction:
Resident #252 was admitted fo the facility on RN MDS Nurse.

W3 for AR -ficr the QRN cpair
of 2 @i The resident was hospitaiized and
then re-admitted to the facility on @8/ 13. The
resident was assessed to be alert, oriented and
able to make her needs known.

: During the inttial admission, an assessment of the
| residents nutritional status was completed and
the Registered Dietitian {RD) noted the resident
goal weight was 4l pounds.

When asked about the care plan directive to
complete weekly weight, Staff J, the RCM
reported all residents are placed on weekly
weights at the time of re-admission. She stated
the Licensed Nurses are asked to document the
weights for four weeks after admission. She then
stated it should be identified on the treatment
sheet, but was not able te find the directive on the
' resident current Medication administartion or
treatment record. She then commented the
resident weight should have beem taken on
tuesday, which was 12/03/13.

Although the weights should Have been
monifored and enfered in the record, they were
not. The last weight found documented in the
clinical record was dated 11/24/13, There was no
evidence the weekly weights were obtained after
that date. On 12/06/13, Staff J asked a NAC to
obtain the resident's weight and it was discoveared
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F 282 Continued From page 12
the resident had lost additional weight.

During a follow up interview the Registered
Dietitian stated the electronic record would alert
her if a resident had experienced significant
weight loss, if the weights after 11/24/13 had
been entered into the clinical record.

Not ensuring the care plan o moniter the resident
weights weekly to identify the significant weight
ioss coniributed to the resident losing @ % of
body weight in less than thirty days, which

| according to the Centers for Medicare is
considered severe weight ioss.

F 3291 483.25{) DRUG REGIMEN {S FREE FROM
58=n  UNNECESSARY DRUGS

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration: or
without adeqguate monitoring; or without adeguate
indications for its use; or in the presence of
adverse censequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

! Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary fo treat a specific condition
as diagnosed and documented in the ciinical

i record; and residents who use antipsychotic

- drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue thess

F 282

F 329

F 326

How the nursing home will correct
the deficiency as it relates to the
resident:

Resident #91 was re-assessed by
her physician in December, 2013,
and a Gradual Dose of her

SRR . ordered.
Resident #255 has discharged.

How the nursing home will act to
protect similar residents in similar

An audit occurred for residents
who are prescribed psychotropic
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- This REQUIREMENT is not met as evidenced

: to treat placed the residents at risk for

I RESIDENT #91

; assistance with the activities of daily living and
i was able io self-propel a wheslchair for

found the resident was administered @@ mg of

drugs.

by

Based on observation, interview and record
review the facility failed to ensure the drug
regimen for two of the five residents (#91 & 255)
sefected for medication review were free of
unnecessary drugs. Failure to ensure a gradual
dose reduction of a psychoactive medication was
attempted and ensure staff monitored the
behavior a psychotropic medication was intended

unnecessary medications.

Findings include:

Resident #91 was admitted to the facifity on
I 12 with multiple diagnoses including

Review of the resident's last annual Minimum
Data Set (MDS: an assessment tool) assessment
indicated the resident needed extensive

locomotion throughout the facility. The behavioral
section of the assessment noted the resident
displayed wandering behavior, -

Review of the Resident's current medications

{an antidepressant), administered for

medicines to assure Gradual Dose
Recommendations received the
necessary attestion from the
resident’s physician,

The licensed nursing staff were
educated related to the sleep
monitor and how to document on it
and how to assure that it appears on
the Medication Administration
Record in the electronic heaith
record.

Measures the nursing home will
take or the systems it will alter to
ensure that the problem does not
The Interdisciplinary team,
including the Medicai Director,
social services personnel, Activities
Director und Resident Care
Managers meet routinely to discuss
Gradual Dose Recommendations
and sleep monitor documentation is
audited and corrected prior to the
meeting. Psychotropic Medicines
are audited and discussed at least
quarterly, at times more frequently
depending on resident behaviors
and the class of psychotropic
medicine.
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F 3291 Continued From page 14 F 329)  How the nursing home plans to
- a diagnosis of Insomnia. The resident received a monitor its performance to make
routine dose of the medication each night. The sure that solutions are sustained:
i treatment record indicated the Licensed Nurses
monitored the hours of sleep each shift. The results of the above audits shall
be discussed in Quality Assurance
The clinical record had a pharmacy consult dated Committee. Appropriate action
09/02/13 that recommended a gradual dose shall then oceur to assure
reduction of S The physician checked a compliance.
box on the form indicating Resident #91 had
previcusly failed a gradual dose reduction. A Date corrective action will be
: notation written across the bottom of the form completed:
| stated "because RN (Registered Nurse) states _
needed.” 01/13/2014
On 12/05/13 at 11:45 a.m. Staff J, the resident Title of the nerson responsible to
care manager, was asked about the attempted C ensure correction:
dose reduction of the medication the physician ‘
had noted. However, she was not able to find Resident Care Managers
any documentation indicating any dose reduction
had occurrad.
The clinical record also noted the psychetropic
medication was increased to @ mg on 6/13/13,
Aithough the resident care manager reported the
resident stept belter when dosage was increased,
review of the steep monitor for documenting
hours of sleep during May revealed the resident
routinely slept 7 hours during the night and one to
two hours during the day. The record revealed
the same sleep pattern was documented during
October of 2013, even though the dosage was
double it appeared to have no effect on the hours
of sleep.
Staff J was not able to find any documentation to
verify a dose reduction of the medication ;
occurrad. The only mention of & dose reduction ;
was documented by the Social Services staff in a
FORM CMS-2567(02-99) Previous Versions Obsolete Event IDDYLRH Facility 107 WA40410 If continuation sheef Page 15 of 26
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progress note dated 08/28/13. The staff read
"Altempted to decrease SNNG_G_G_S 1O §F Mg
several months ago, but patient presented with
increased insomnia.”

Additional review of the clinical record found the
resident had experienced falls during waking
hours over the past several months. The
medication administration record listed side
effects of the medication including changes in
bleod pressure, drowsiness, and biurred vision.
Review of the last three fall incident reports found |
no evidence side effects of the anti depressant
medication were ruled cut as a contributing
factor. This placed the resident at risk for
negative outcome related to the use of
psychotropic medications, such as fails and

njury.
RESIDENT #255

This resident was criginally admitted to the facility
SN/ 13. Resident #255 was receiving SENNG0_ 2
sedative medication that aids with sleep).

Review of the physician's orders for the G
directed staff to monitor the hours of the sleep for
this resident. Review of the November and

' December 2013 MAR {Medication Administration
- Record) did not include any sleep monitoring.

On 12/08/13 at 10:05 a.m., Staff J was unable to .
find evidence that staff were documenting hours
of sleep for Resident #255. Staff J went on to
state staff should have been monitoring hours of
sieep, but it wasn't cued for them to do so on the
MAR.

F 364 | 483.35(d){1}-{2) NUTRITIVE VALUE/APPEAR, F 364
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Each resident receives and the facility provides
food prepared by methods that conserve nutritive
vaiue, flavor, and appearance; and food that is
palatable, attractive, and at the proper
temperature.

This REQUIREMENT is not mei as evidenced
by:

Based on cbservation and interview the facility
failed to ensure that food served were palatable
and at the proper temperature. Failure to ensure
foods were palatable and served at the proper
temperature placed the 10 of the residents (# 249
257 252 17 142 256 255 47 149 and 250 ) at
risk for weighi loss and could negatively impact
the residents quality of life.

Findings include;

During Stage | interviews 10 of 21 resident
interviewed complained about food quafity and/or
the temperatures of the hot food. The resident
complaints included comments about fack of
flavor, the food is " mstitutional ' and another
commented the vegetables are " overcook. " Six
of the residents stated the hot foods were cold.

Review cf the resident council meeting revealed
the resident did at times record concerns
expressed by residents. The November notes
indicated one of the residents who normally ate in
the dining room, expressed concermns aboui the
temperatures of food when a meal tray was
delivered to her room. The resident also
expressed her concern for residents who always
had meals delivered to their rooms. Ancther

i

(Xay 15 | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ! (X5
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DEFICIENCY)
F 364 | Continued From page 16 F 364
SS5=E | PALATABLE/PREFER TEMP F 364

How the nursing home will correct
the deficiency as it relates to the
resident:

Residents 249, 257, 255, were
discharged. Residents 252, 17,
142, 256, 47, 149, and 250 were re-
mnterviewed by the dietary manager
and food preferences and concerns
were heard. Tn some cases, the
resident plans of care were updated
when warranted.

How the nursing home will act to
protect similar residents in stmilar
stiuations;

An audit occurred for a sample of
80 residents (both active and
discharged) in order to identify
similar issues. Residents who
expressed concern with food
satisfaction were heard. In some
cases, the resident plans of care
were updated when warranted,

Staff were in-serviced and
informed thai when residents raise
concerns about food temperature or
flavor, the opportunity for
improvement form should be
completed for resolution of the
resident concerns.
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| resident, who attended the meeting expressed

| Resident #252, was admitted to the facility after

' the resident stated she did not like the food, she

- On 12/08/13 during the noon meal, the resident
. received an alternate meai for lunch. Resident

dissatisfaction with the weekly menu. tn Cctober
several complaints were documented, one
included & complaint about scggy toast, and
dissatisfaction with tems received on their trays,

During Stage i, four residents’ who complained
about the food quality were selected for additional
review.

RESIDENT # 252

the (g repair of - G The resident was
admitted to the facility on 4l and on /13,
it was discovered the resident had lost @i of
her body weight since admission.

The resident was interviewed during the survey
on multipte occasions. On 12/02/13 at 11:.00 am

reported " everything tastes the same. "
Aithough the resident was actively losing weight
the facility staff had not identified or assessed the
resigent ' s weight loss. After the significant )
weight Ioss was discussed with the Dietitian on |
12/05/13, the facllity sought out more infermation
about the resident food preferences. (See F 272
for lack of assessment of the resident's weight
loss.)

#252 reported the facility staff had discussed the
welght foss she experienced and obtained
additional information about prefarnces.

RESIDENT #257
|

H
i

i

Measures the nursing home will
take or the systems it will alter to
ensure that the problem does not
recur

Residents will continue to be asked
questions related to food
satisfaction including food flavor
and temperature at least quarterly,
and concerns will be identified and
brought to the attention of the
Dietary Manager for resolution,
Data and statistics from the above
questionnaires shall be gathered,
aggrepated and trended by the
dietary manager,

How the nursing home plang {o
monitox 15 performance o make
sure that solutions are sustained:

The results of the above data shali
be discussed monthly in Quality
Assurance Commitiee.
Appropriate action shall then occur
to assure compliance.

Date corrective action will be
completed:

01/13/2014

Title of the person responsible to
ensure correction:

Dietary Manager
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E Dietitian, explained the resident was puton a
| restrictive diet at the time of admission. She

| Resident #1742 was alert and orienied and able to

Resident #257, approached the nursing station at
8:30 am,, the resident complained to the staff ai
the nursing station about a housekeeper entering
her room spraying cieaning chemicals in the area
when her breakfast arrived. About 15 minutes
later the resident approached the Diefitian, Staff
D and handed her the meal ticket with her name
on it

During a follow up interview on 12/04/13,
Resident # 257 stated the facility had put heron a
diabetic ciet, She explained that some things
menu items would be substituted, and reported
she had discussed the diet with the Dietitian, and
she agreed o change it She expressed
frustration that the change had taken so long.

On 12/04/13, during a follow up interview the

stated the issue was discussed with the resident |
and agreed the diet could be liberalized. She
stated there was a delay in implementing the
change. The Dietitian reported a diet change slip
was inillated " three days age " butthe change
was not processed right away.

RESIDENT # 142

make his needs known. The resident complained
about the food qualily. He stated the food is
usually coid when it is received. The resident
was observed during the survey to be |
independent with most activities of daily living, )
including walking.

On 12/04/13 at 8:35 the resident was seen
returning te his room after breakfast. When
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asked how the breakfast meal was that day, the
resident stated " they just don 't know how to
cook a medium egg " he then stated " but | ate it
anyway. "

On 12/05/13, at 11:00 a.m. Staff C, the Food
Service Manager, was asked if he was famiiiar
with the Resident. He stated he did know the
resident, but denied he was aware of the
residents request for a med cooked egg.

During a follow up interview on 12/09/13,

i Resident # 142, he stated on 12/06/13, Staff C
| prepared his egg for breakfast. HMe stated he

received a " perfectegg ", but it only occurred on
the one occasion. The Dietitian, who was present

during the conversation, assured the resident she |

would talk to the dietary staff again {o ensure his
preference for a medium cooked egg was
honored.

RESIDENT #2556

1 On 12/02/13 at 11:11 a.m., Resident #255 stated
. the vegetables were often overcooked and that

generally foods intended to be hot were too cool.
On 12/04/13 at 1:59 a.m,, Resident #255 reportad
he did not get the potaioces with his breakfast that
were intended per the menu. On 12/06/13 at 8:42
a.m.. he stated his toast for breakfast was
"soaking wel."

483.35(i) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facility must -

{1) Procure food from sources approved or
considered satisfactory by Federai, State cor local
authorities; and

(2} Store, prepare, distribute and serve food

F 364

LOF37T1 pap

How the nursine home will correct

the deficiency as it relates to the

surveyor were sanitized. These

The items refarenced by the state
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| under sanitary conditions

|

]

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review the facility faiied to ensure that foods were
] stored prepared and distributed under sanitary
| conditions. Failure to ensure temperatures were
maintained below the danger zone, ensure thai
gquipment was clean and sanitary condition and
ensure that Hems were dafed and labeled when
thawed placed resident at risk for food borne
fliness.

Findings include:

Failure to maintain temperatures

' On 12/01/13 at 1:30 p.m., during the initial tour in
the dietary department, a reach in refrigerator
located near the tray line was found without a
thermometer. The contents of the refrigerator
nciuded milk items. The focd service manager
then iccated a thermometer and placed in the
interior of the unit,

Cn 12/05/13 the refrigerator was checked again,

« this time the cooling unit was emply. The Food
Service Manager, Staff C, stated on 12/01/13
after the thermometer was placed in the
refrigerator, it was found to be above 41 Degrees
Fahrenheit {DF). Staff C reported all the contents
were discarded because the temperature was in
the danger zope. He then expiained the unit had
been intermittently serviced because of the unit |

items were placed on a cleaning
and sanitizing schedule.

The reach in refrigerator was
replaced.

How the nursine home will act to
profect similar residents m similar
situgtions;

The RD inspected the remaining
kitchen equipment for cleanliness.
Items she identified were sanitized
accordingly and placed on a
cleaning schedule.

The RID inspected the remaining
kitchen temperature logs to assure
Richmond Beach had no similar
issues with cold holding
equipment,

Kitchen staff were educated related
to safe coid holding equipment
temperatures, how to take
temperatures m cold holding
equipment, and how to report
equipment failure issues for
resolution, and how to assure food
was maintained at safe
temperatures. !

Measures the nursing home will
take or the svstems it will alter o
ensure that the problem does not

recur

i
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i fack of maintaining an appropriate temperature | the kitchen bi-weekly to assure
' and provided the service records dated 05/13 and cleaning schedules are followed.
L 07/13. '
'The Dietary Manager wili inspect
Review of the service records noted the repair cold holding equipment
technician found the system low on refrigerant. temperature Jogs to assure
The fechnician noted a leak in the coolant system compliance with temperature
but was not abie to find it. Review of the taking and equipment safety.
November temperature leg found during the
month the temperature was record above 41 The RD will inspect the kitchen
" during the afternoon hours for 11 of the 30 days monthiy to assure kitchen hygiene
recorded. The a.m. temperatures recorded noted and sanitation is occurring
the temperature was above 41 only on two according fo Health Department
occasions, the afternoon the temperatures Standards.
showed temperatures were in the danger zone
sometimes for several consecutive days. The RD will inspect kitchen
! temperature logs routinely to assure
Soiled equipment equipment is consistently holding

t o food at safe temperatures.

¢ On 12/01/13 during the initial tour in the kitchen at

: 1:30 p.m., one of the three buckets of sanitizer How the nursing home plans to
did not have a sufficient concentration of the monitor its performance to make
chemical sanitizer, The head of the juice
dispanser was soiled, the microwave had food
spills in side, the mixer had dried food splash on ;
the base and underside of the rotary blade The
cuiting board on the sandwich station was stained
orange and black in some areas. The surface of
the cutling board had deep scores and cuts on
the surface, making it difficult to sanitize.

sure that solutions are sustained:

The results of the above
mspections/ audits shall be
discussed i Quality Assurance
Committee. Appropriate action
shall then occur te assure

comnpliance.

On 12/6/13, at 6:30 a.m., during a fellow up
inspection the mixer, can opener and microwave
were found soiled  Staff C, was asked to remove
the head on the juice gun and a ring of black
mildew was visible on the white colored head.

Date corrective action will be
completed:

01/13/2014

Failure to ensure food were properly iabeled
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While in the walk in, 6 -8 health shakes were Title of the person responsible to
found, but there was no label to identify when the ensure correction:
items had been thawed. (The iterm was received
by the facility frozen and then thawed before use, ¢ Dietary Manager, Registered
however the cartons did not have an expiration 1 Dietician
date.} Not ensuring the product was labled when
thawed, left the facility staff without the
information needed to menitor sheif fife and
expiration dates.
F 441 483.65 INFECTION CONTROL, PREVENT F 441
$8=0  SPREAD, LINENS
F 441
The factity must establish and maintain an
Infection Control Program designed to provide a How the nursine heme will correct
safe, sanitary and comfortable environment and the deficiency s it relates to the
to help prevent the development and fransmission resident:
of disease and infection. Residents 100, 107, 171, 141
continue to reside at Richmond
(a) Infection Control Program Beach. There is no evidence of a
The facility must establish an Infection Controt nosocomial infection related to the
- Program under which it - _ activity referenced by the state
{1} Investigates, controis, and prevents infections SUIVEVOT.
in the facitity; .
{2) Decides what procedures, such as isolation, How the nursine home will act to
should be applied to an individual resident; and protect similar residents in similar
{3} Maintains a record of incidents and corrective | situations:
actions related to infections. Staff were in-serviced related to the
use s sanitizer {
(b} Preventing Sprga d of Infection cont?gf];?jcedmes Igairrl}je\i:,;?ina
(M) th_an the infec{lon Contral P“?gfar‘? and hand hygiene i;] the kitchen.,‘v.
determines that a2 resnc_jent needs |soiat_|9n fo care areas, during med pass, and in
prevent the spread of infection, the facility must dining rooms -
isolate the resident. ' ’
{2) The facility must prohibit employees with a
communicable disease or infecied skin iesions
from direct contact with residents or their food, if
direct contact will transmit the diseass.
{3} The facility must require staff to wash their
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: infection.

| hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

{c} Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by

i Based on observation, interview and record
review the facility failed to ensure staff used
proper hand washing to prevent the development
and /or fransmission of disease and infection,
The failure placed Residents (#10C, 107, 171, 41)
receiving medications and dining at risk for

Findings include:
MEDICATION PASS

On 12/04/13, around 12:35 p.m., during an
observation of a noon medication pass, Staff L, a
Licensed Nurse (LN) began dispensing
medications into & medication container for
Resident #107. The medication container
handeled by the resident was aiso handied by the
LN. Hand-washing was not observed prior to the
activity or on completion of the acivity. On
completion of dispensing of the medications, Staff
L dispensed and took medication to Resident
#100's room. The resident handed the medication
atong with a cup of water container then gave
thermn back to the LN after taking the medications.

Staff L took the cup and medication container and

Measures the nursing home will
take or the systems it will aiter to
ensure that the problem does not
The Infection Control Coordinator
will complete an
observation/written audit of
medication pass routinely {o assure
compliance with handwashing
during medication pass.

The Dietician will complete an
observation /written audit of the
kitchen procedures frequently to
assure hand washing is completed
when warranted.

The Infection Centrol Coordinator
will complete a frequently dining
room observation audit fo assure
compliance with handwashing
during meal time activities.

How the nursing home plans o
monitor its performance to make
sure that solutions are sustained:
Data from the audiis above will be
aggregated and discussed in
quality assurance committee to
assure action is taken when trends
ocour.

Date comrective action will be i
completed:

L 011372014
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RICHMOND BEACH REHAB

F 4411 Continued From page 24 F 441

threw them in the garbage. He then, picked up a
meal tray (which had been eaten from and had

food on it} left the room, then placed the meal tray Dietary Manager, Infection Control
on the hafi cart.

Title of the person responsible 1o
Ensure correction;

Coordinator.

Without performing hand-washing or using a
hand sanitizer, Staff L began to dispense
medications for Resident #171. He {ook the

- medications into the room and gave them to the
resident. After the resident had taken the
medications, Staff L threw the empty medication
and water containers into the garbage. Again,
Staff L removed a half-eaten tray from the
resident's room and without performing
hand-washing or using a hand sanitizer.

Staff L dispensed medications to a fourth
{(Resident #41). He completed the medication
task again, without performing hand-washing or
using a hand sanitizer for either task. Whan
asked, Staff L agreed hand-washing should have
been done but offered no reason why he did not
| wash or sanitize his hands.

The facility's infection control policy included; staff |
L were to perform hand-washing between resident
. contact and after handiing dirty items to prevent
' the spread of infection. |

LACK OF HANDWASHING DURING DINING,

On 12/G5/13 during observation of meal service '
at 815 am. and 8:45 a.m., in the dining rooms,
Staff J was observed assisting residents and
passing frays. Staff J was wearing a winter coat,
as if she had just entered the buiiding from
outside. After entering the dining room, the staff
did not wash hands, Staff J passed trays and
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assisted residents. The staff did pick up the
utinsils from several different plates and then
place them in the residents hands. Staff J did not
wash hands after handling the utinsils and/ or
before assisting ancther resident,

LACK OF HANDWASHING IN THE DIETARY
DEPARTMENT 5

On 12/05/13 at 11:00 a.m., a Dietary Aide, Staff P
was observed scraping food residue from pans in
a three compartment sink in the dish room. The
staff then went to 2 counter on the clean side of
the dishwasher wiped down the clean counter
area, without washing hands.
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