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This report is the result of an unannounced 7 gf& ‘
Abbreviated Survey conducted at Riverside : ;1/[];'/ 2, @
Nursing and Rehabilitation Center on 10/28/2014. Y 7 ?8;’
A sample of 8 residents was selected from a - $M§;@ B ¢
census of 75. The sample included 4 current 8@/;?
residents and the records of 4 former and/or Cs

discharged residents.
The following complainis were investigated:

#3042974
#3044652
#3045609
#3045615
#3045831
#3047207

The survey was conducted by:
Rebecca Christiansen, RN, MS
The survey team is from:

Department of Social & Health Services
Aging & Disability Services Administration
13600 NE Sth Street

Suite 220

Vancouver, WA 98684

Telephone: 360-387-9550
Fax 360-992- 7969 i
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Any deficiency sfan rh%nt endlng |th ah asterisk (") denotes a deficiency which the institution may be excused from comrecting providing it is determined that
cther safeguards ;f |gsuﬂ?clem‘ protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the datéof survey whether orhot a pian of correction is provided. For nursing homes, the above findings and pians of correction are disclosable 14
days foliowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation,
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Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined the facility faited to provide the
necessary care and services for 1 of 8 residents
(#4) when they failed to assess and monitor the

. resident’s new colostomy and surgical abdominal
wounds. This faiiure caused a delay in refurning
the resident to the hospital for necessary
treatment and additional surgery.

Findings include:

According to the American Cancer Society, a
colostomy, a procedure done for a variely of
medical reasons, is where a partion of the colon
is brought out through the abdominal wail through
an artificial opening, or stoma. A wafer of
adherent material is usually ptaced around the
stoma and a plastic type of bag device is
attached fo the wafer., The ostomy bag collects
any stools that are expelled by the colon. H is
expacted the stoma would be pink or red in color,
which would indicate a good bigod supply {o the

. area. it is important to monitor the color, guaniity
and consistency of the stools in the ostomy
coltection bag fo ensure proper function of the

i bowels and ostomy. It wouid also be important to
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g ThJs Plan of Correction constitutes this
Facility’s written alfegation of compliance
: for the deficiencies cited. This submission
g of this plan of correction is not an
admission of our agreement with
deficiencies or conclusions contained in
the Department’s inspection report.”

F309
483.25 Provide core/services for highest well being

AIndividual Residents _
Resident #4 no lenger resides at the facility.

Residents in similar situations
Newly admitted Residents at Riverside have the
potentiai to be affected

Measures to prevent reoccurrence

Re-education was completed with licensed nurses
oh the policy and procedures related to: Complete
and thorough Assessments, documentation and
Physician reporting.

Cstomy assessment and documentation wili be
placed on the TAR {Treatment administration record)
to monitor for any potential changes in appearance
or function,

i
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drainage.

: condition, being monitored and MD (physician)
! updated with changes”

; malodorous (smells bad) drainage.”

. stoma was necrotic (dead) with stough (peeling

' tissue around the stoma and we could not make

s expect the nurses to monitor the ostomy every

i
!
i

On 9/25/14, a "Nursing Comprehensive
Assessment’ reflected the resident had a "large
open” ostomy in "mediocre” condition but gave no
additional information.

|

On 8/25/14, a "Bowel Data Coliection and
Assessment” tool indicated "Has ostomy in poor

The Treatment Administration Record (TAR)
indicated the resident should have ostomy care
as needed. 1t was done on 9/23, 9/24 and 9/25.

On 9/26/14, nursing notes indicated "Res
{resident) sent to the emergency department
secondary to inability to maintain patency of
ostomy and concern with upper portion of incision
opening. Stoma black in entirety and unabie to
place wafer due to necrotic tissue with

On 10/28/14 at 2:35 p.m., the Director of Nursing
(DNS) stated "We already knew the resident's

off tissue). Traditionally we would monitor the
stoma con the TAR, The resident had fragile

the ostomy bag stay on."
Al 3:45 p.m., Licensed Nurse {LN) A stated "|

shift and report changes. We would use the initial
assessment for the reference point.”

When asked if the nurses would have been able

to determine the findings of the initial assessment i

|
|

|
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previous 30 days showed 3 showers were
adminisiered. "Resident refused bath” was
recorded on 10/16. No additional explanation
swas found in the record.

On 10/28 at 3:55 p.m., the resident was observed |
in the dining room in a power chair. The resident
was noted to have a body odor and a urine odor.

: The resident was not interviewable,

On 10/28/14 at 4:10 p.m., Licensed Nurse (LN) B
: stated "When the resident refuses a shower, we
~document that and try to find out why. It may be
+ a resident preference and we try to accomodate
preferences. The nursing assistant should
reported to the LN and the LN should try to find
out why the resident refused and document that
inthe nursing notes. If itis a resident preference
- the care plan should be updated. If it was a
pattern, we would also have a care conference or
get social services involved.”

At 4:26 p.m., LN C was unable to locate any

' documentation regarding why the above iisted
residents had refused bathing or if they had been
re-approached.

At 4:40 p.m., the Social Services Director stated.
| have not been involved if a resident is resistant
to care. No one has asked be to me involved."

At 4:50 p.m., the Director of Nursing stated "I
expect the nursing assistants to let their charge
nurse know if a resident refuses a bath. | expect
the charge nurse to re-approach the resident. i
the resident has a pattern of refusing, the nurse
manager shoufd be updating the plan of care or

. getting social services involved.”

|
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