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This report is the result of an anannounced _
Abrevieated Survey conducted at Riverview Care ArD

Center on 2/22/13 and 2/25/13. A sample of 5 on
residents was selected from a census of 66. The 3:;:,.' 3
sample included 4 current residents and the
record of 1 former and/or discharged resident.

The following were complaints investigated as
part of this survey:

#2730139
#2730537
#2749851
#2757965

The survey was conducted by:
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The survey team is from:

Department of Social & Health Services
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Aging & Disability Services Administration
Residential Care Services, District 1, Unit A
316 West Boone Ave, Suite 170

Spokane, WA 99201-2351
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is 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 or not a pfan 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. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices fo
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, it was determined, the facility failed to
ensure the facility was maintained in 2 manner
that prevented accident hazards for 1 resident
(#1) in a sample of 5. Findings include:

Resident #1 had diagnoses that included

. The resident was independent with
her walker but had poor safety awareness and
wandered daily throughout the secured unit.

Per the facility investigation, on 2/18/13 at
6:50 p.m., the resident was found lying on the
floor of the temporary restorative gym (dining
room in the secured unit) and was inside a
partially put together cabinet which was left on the
ficor by staff. The resident sustained a 2x3 -
centimeter(cm) scrape on her mid-lower back.
The investigation concluded the resident fell while
ambulating without her walker, got beyond the
table in the entry way and tripped over the
unfinished cabinet which was left on the floor,
accessible to residents.

In an interview on 2/25/13, Staff #A stated the
restorative gym was relocated to the dining room
on the secured unit on 2/15/13, because of the

The nursing home will correct the
deficiency as it relates to the
resident by having the area
immediately cleaned and cleared
of the caused hazard. All nursing
staff will be re-inserviced on
resident monitoring and
supervision as it relates to
residential needs. The nursing
home will protect residents in
similar situations by continuing to
have weekly construction meetings
to review each change and how
they affect the residents and their
environment. Resident safety will
continue to be a top priority. Also,
all maintenance staff will be re-
inserviced on environmental
safety. The nursing home has
taken safety measures such as
placing a temporary gate to
appropriately block off the area of
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construction in the building. Staff #A said the
move was temporary until construction was
completed on the other gym. He said restorative
staff needed a cabinet assembled for use in the
gym so maintenance started putting one together
but left it unfinished on the floor of the gym.
When asked what the plan was to keep residents
safe, Staff #A stated he asked the restorative
staff to put a table in front of the entry way to
prevent residents from going into the area. The
unfinished cabinet and the table being utilized as
a barrier created environmental hazards for
confused wandering residents.

During observations on 2/22/13 and 2/25/13,
the resident was observed walking with her
walker throughout the secured unit. The
restorative gym was also observed with a gate
across the opening to the dining room/therapy
gym.

in an interview on 2/26/13 at 10:30 a.m., Staff
#B said she worked with the resident on 2/18/13.
She was helping residents to bed that evening
and went to find Resident #1. The resident's
walker was observed outside the dining room but
the resident was not there. Staff #B said the
dining room was dark and she heard the resident
say "help." Staff #B found the resident in the
dining room/restorative gym inside the unfinished
cabinet on the floor. Staff #B said the resident
looked very confused and frightened.

Staff #B also said there was a metal cart in the
gym and a metal bar (used for therapy) that was
on top of the cabinet the resident was lying in.
Staff #B said there was about a 1 foot opening on
each side of the table which made it easy for a
resident to get into the restorative gym.

. The facility failed to identify accident hazards
and put safety measures in place prior to moving

Continued From Page 2

occurrence, with construction
plans for a permanent gate to be
placed in the same location to
prevent this situation in the future.
The nursing home has also
imblemented a system in which
charge nurses will be conducting
en_vironmental rounds twice per
shift on all shifts to ensure
environmental safety through the
completion of construction. The
nursing home plans to monitor
performance through continued
weekly construction meetings and
the twice per shift environmental
checks by charge nurses. This
corrective action wili be completed
by 3/22/13. The title of the person
responsibie to ensure correction
will be the Director of Nursing.
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the restorative gym to the secured unit dining
room, where residents who wander and have
dementia were placed at risk for injury.
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