PRINTED: 06/08/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: —— COMPLETED
055292 B. WING 05/12/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1919 CUTTING BLVD
SHIELDS RICHMOND NURSING CENTER RICHMOND, CA 94804
(%41 1D SUMMARY STATEMENT OF DEFICIENCIES | D I PROVIDER'S PLAN OF CORRECTION *5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX | (EAGH CORRECTIVE ACTION SHOULD BE | coMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG i CROSS-REFERENCED TO THE APPROPRIATE i DATE
§ i DEFICIENCY)
| Shields Richmond Nursing Center submits this
F 000 | INITIAL COMMENTS F 000 response and Plan of Correction as part of the
! | requirements under State and Federal Law. The
The following represents the findings of the ; Plan of Correction is submitted in accordance
California Department of Public Health during a i with specific regulatory requirements; it shall not
recertification survey conducted on 5/9/22 be construed as admission of any alleged
through 5/12/22. deficiency cited or any liability,

Representing the Department: HFENs 39R,EC F ‘ V E Ej The provider submits this Plan of Correction with |

40747, 44771, and 45048. the intention that it is inadmissible by any third |
| party in any civil, criminal action or proceedings

Two complaints and one FRI were investigated JUN 2 0 2[]22 against the provider of its employees, agents,

' during the survey. . officers, directors, or shareholders.

! Licensing & Certificat|o

Complaint numbers: CA00743011 and Eqet Bay District Qfficehe provider reserves the right to challenge the

CAQ00783563. cited findings if at any time the provider

‘ ] } | determines that the disputed findings are relied

FRI number: CAQ0783491 ‘ upon in a manner adverse to the interest of the

| provider either by the governmental agencies or

. No deficiencies were issued for complaint | third party.
| numbers CA00743011 and CA00783563 and FRI | Any changes to provider policy or procedures
number CA00783481. ‘ i should be subsequent remedial measures as that
F 636 | Comprehensive Assessments & Timing | F 636 concept is employed in Rule 407 of the federal
$8=D | CFR(s): 483.20(b)}(1)(2)(i)(iii) rules of evidence and California evidence code
section 1151 and should be inadmissible in any
§483.20 Resident Assessment proceeding on that basis.

The facility must conduct initially and periodically
a comprehensive, accurate, standardized |
reproducible assessment of each resident's F636 Comprehensive Assessments & Timing

functional capacity.
How the corrective action(s) will be

§483.20(b) Comprehensive Assessments accomplished for those residents found to have

§483.20(b)(1) Resident Assessment Instrument. been affected by the deficient practice:

A facility must make a comprehensive

assessment of a resident's needs, strengths, a)  In-service was conducted by DON on

goals, life history and preferences, using the { 5/13/2022 to MDS Coordinator regarding

resident assessment instrument (RAI) specified ' Comprehensive Assessments in accordance

' by CMS. The assessment must include at least ‘ ‘ with the timeframes specified within 14

the following: | calendar days after admission, not less than
/VJ.)—ldﬁntiﬁcatjon and demographic information once every 12 months

LABORATO RE 'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ” TITLE (XB) DATE
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Any deficiengy ptaemeny ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguads providelsufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the dae of survey whether or not a plan 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 avgilablg to the fagility,, If deficiencies asg cited, an approyed plan of correction j requisite to continued
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(i) Customary routine.

(ifi) Cognitive patterns.

{iv) Communication,

(v) Vision,

(v} Mood and behavior patterns.

{vii) Psychological well-being.

(vili) Physieal functioning and structural problems,
(ix) Continence.

{x) Disease diagnosis and heaith conditions.

(xi) Dental and nutritional status,

{xfi} Skin Conditions.

{xili} Activity pursuit.

(xiv) Medications,

{xv) Special treatments and procedures,

(xvi) Discharge pianning.

(xvil) Documentation of summary inforrmation
regarding the additional assessment performad
on the care areas triggered by the completion of
the Minimum Data Set (MDS).

(xvilf) Documentation of participation in
assessment. The assessment process must
Include direct observation and communication
with the resfdent, as weil as cormmunication with
licensed and nonlicensed direct care staff
members on all shifts.

§483.20(b}(2) When required. Subject to the
timeframes prescribed in §413,343(b) of this
chapter, a facility must conduct 2 comprahensive
assessment of a resident in aceordance with the
timeframes specified in paragraphs (b)(2)(i)
through (iif) of this section. The timeframes
prescribed in §413.343(b) of this chapter do not
apply to CAHMs,

() Within 14 calendar days after admissior,
excluding readmissions in which there is no
significant change in the resident's physical or
mental condltion. (For purposas of this section,

having the potential to be affected by the same |
deficient practice and what action will be taken: |

b)  DON and MRD conducted an audit on
5/23/2022 of all residents Annual
Comprehensive Assessments to identify any
late annual assessments, NO cther
residents were identified,

What measures will be put into place or what
systamic changes you will take to ensure that the
deficient practice will not recur:

¢} In-service was conducted by DON to MDS
Coordinator on 5/13/2022 with emphasis
on comprehensive assessment & timing of
MDS annual comprehensive assessment,

How the facility plans to manitor its
performance to make sure that solutions are
sustained. The facility must develop a plan for
ensuring that cerrection is achieved and
sustained. This plan must be implemented and
the corrective action must be evaluated for its
effectiveness. The plan of correction is
Integrated into the quality assurance system,

d}  MRD will monitor facility compfiance by
auditing resident’s MDS calendar focusing
on Quarterly Assessments, waekly and will
bring during the Daily Stand-Up,
nencompliance issues Identified will be
corrected immediately by MDS coordinator.
A report will be submitted to the
Administrator during the Five days
Department managers meeting for review,
follow-up and validation.

MRD and or DON will do trending/ analysis
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F 636 | Continued From page 2 F 638 and will report to the monthly QAP
‘readmission” means a return to the facility committee for further evaluation and or
following a temporary ghsence for hospitalization recommendations
or therapeutic leave.)
(ii}Not less than once every 12 months. Include dates when corrective action will be
This REQUIREMENT is not met as evidenced completed. The corrective aciion comgletion
by: date must be acceptable to the State
Based on interview and record review, the facility
faited to complete the annual Minimum Data Set &) 6/12/2022
(MDS- an assessment tool used in skilled nursing
facilities), for one of ten sampled residents
{Resident 9). This failure had the potential to
dalay care planning and care delivery.
Findings:
Resident 8's annual MDS had an Assessment
Reference Date (ARD - the (ast day to finish the
assessment of the resident} of 2/28/22. The
annual MDS was submitted and accepted on
5/6/22.
During an interview on 5/12/22 at 9:18 a.m., with
Directar of Nursing (DON), DON stated,
Resident @'s annual MDS was submitted late.
DON stated, the MDS was required and was a
reflection of the resident's condition and care,
DON stated, the MDS was an assessment and
sould pick up changes in the resident's condition
and was used to write plan care, DON further
stated, staff need to have accurate assessments
to provide care,
F 838! Qrtly Assessiment at Least Every 3 Months F 638 F 638 Qrtly Assessment at Least every 3 Months
88=E | CFR(s), 483.20(c}
How the corrective action{s) will be
§483.20(c) Quarterly Review Assessment accomplished for those residents found to have
A facility must assess a resident using the been affected by the deficient practice:
quarterly review instrument specified by the State
and approved by CMS not less frequently than
FORM CMS-2567(02-99) Previous Versions Obsolele Everd I1): 069011 Facility ID: CA020000080 If continuation shest Page 3of 17
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F 838 | Continued From page 3 F 638 a} n-service was conducted by DON on

once every 3 months,
This REQUIREMENT is not met as evidenced
by

Based on interview and record review, the facility
failed to complets quarterly Minimum Data Sets
{MDS- an assessment tool used to quid care)
timely for eight of ten sampled residents
(Residents 10, 11,16, 24, 37, 40, 48, and 49).
This failure had the potential to delay care
planning and delivery,

Findings:

Durlng = review of Resident 10's quarterly MDS,
the MDS indicated, Assessment Reference Date
(ARD - the last day to finish the assessment of
the resident) 9/24/21, and completed on
1026721,

During a review of Resident 10's Quarterly MDS,
the MDS indicated ARD 12/25/21, completed
1/4/22,

During a review of Resident 10's Quarterly MDS,
the MDS indicated, ARD 3/27/22, completad on
5M10/22.

During & review of Resident 11's Quarterly MDS,
the MDS indicated, ARD 3/26/21, no assessment
completed,

During a review of Resident 11's Quarterly MDS,
the MDS indicated, ARD of 5/30/21, completed
on 612321,

During a review of Resident 16's Quarterly MDS,
the MDS indicated, ARD of 3/11/2022, completed
on 5/6/2022,

5/13/2022 to MDS Coordinator regarding
Quarterly review assessment using
quarterly review instrument specified by
the state and apptoved by CMS not less
frequently than once every 3 months.

How the facility will identify other residents
having the potential to be affected by the same
deficient practice and what action will be taken:

b} DON and MRD conducted an audit on
5/23/2022 of al! residents Quarterly
Assessments to identify any fate quarterly
assessments, NG other residents were
identified,

What measures will be put into place or what
systemic changes you will take tc ensure that the
deficient practice will not recur;

¢} In-service was conducted by DON to MDS
Coordinator on 5/13/2022 with emphasis
on quarterly MDS Assessment with
emphasis on ysing quarteriy review
instrument specified by the state and
approved by CMS not less freguently than
once every 3 months,

How the facility olans to monitor its
performance to make sure that solutions are
sustained. The facility must develap a plan for
ensuring that correction is achieved and
sustalned. This plan must be Implemented and
the corractive action must be evaluated for its
effectiveness. The plan of correction is
Integrated into the quality assurance system.

d)  MRD will monitor facility compliance by
auditing resident’s MD3 calendar focusing
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F 838 | Continued From page 4 F 638 on Comprehensive annual Assessments,

During a review of Resident 16's Quarterly MDS,
the MDSindicated, ARD of 12/8/21, completed on
20712022,

During a review of Resident 16's Quarterly MDS,
the MDS indicated, of 9/9/21, completed on

weekly and will bring during the Dally
Stand-Up, noncompliance issues identified
wiil be corrected immediately by MDS
coordinator. A report will be submitted to
the Administrator during the Five days
Department managers meeting for review,

follow-up and validation.

MRD and or DON will do trending/ analysls
and will report to the monthly QAP
committee for further evaluation and er
recommendations

/2112022,

During a review of Resident 24's Quarterly MDS,
the MDS indicated, ARD of 3/0/21, completed on
5/6/22.

incfude dates when correctiva action wiil be
compieted. The corrective action completion
tlate must be acceptable to the State

During & review of Resident 24's Quarterly MDS,
the MDS indicated, ARD of $/6/21, completed on
12010724,
During a review of Resident 24's Quarterly MDS, €} 6/12/2022
the MDS indicatad, ARD of 12/7/21, completed
207122,

During a review of Resident 37's Quarterly MDS,
the MDS indicated, ARD of 8/22/21, completed
on 10/14/21.

During a review of Resident 37's Quarterly MDS,
the MDS indicated, ARD of 11/22/21, completed
on 12/29/21,

During a review of Resfdent 37's Quarterly MDS,
the MDS indicated, ARD of 2/22/22, completed
onh 4/26/22.

Puring a review of Rasident 40's quarterly MDS,
the MDS indicated, ARD of 10/3/21, compleied
on 1/21/2022.

Duwing a review of Resident 40's quarterly MDS,
the MDS indicated, ARD of 1/3/22, completed
5/3/2022,
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Continved From page 5

During a review of Resident 48's Quarterly MDS,
the MDS indicated, ARD of 11/17/21, completed
1117122,

During a review of Resident 48's Quarterly MDS,
the MDS indicated, ARD of 2/17/22, completed
47122122,

During a review of Resident 49's Quarterly MDS,
the MDS indicated, ARD of 11/16/21, completed
on 2/9/22,

During a review of Rasident 49's Quarterly MDS,
the MDS indicated, ARD of 2/16/22, completed
oh 4/22/22.

During an interview on 5/12/22 at 9:18 a.m., with
Director of Nursing (2ON), DON stated, Resident
&'s annual MDS was submitted late. DON stated,
the MDS was required and is a reflection of
resident's condition . DON further stated, the
MDS is an assessment and could pick up
changes in the resident's condition and is used to
formulate plan of care. DON also stated, staff
have to accurately assess resident.
Develop/implement Comprehensive Care Plan
CFR(s): 483.21(b)(1}

§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The faciiity must develop and
implement a comprehensive person-centergd
care plan for each resident, consistent with the
resident rights set forth at §483.10(c}(2) and
§483.10{c){3), that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive

F 638

I 656

F&56 Develop/Implement Comprehansive Care _‘
Plan '

How the correctiva actlon(s) will be
accemplished for those residents found to have
been affected by the deficient practice:

a)  Resident 114 Care plan was reviewed and
corrected on 5/12/2022.
In-service was conducted by DON on
5/23/2022 to Licensed Nurses regarding
comprehensive person-centered care plan

FORM CMS-2567(02-29) Previcus Versions Obsolste Event tD; 089011
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assessment. The comprehensive care plan must
describe the following -

(i) The services that are to he furnished to attain
or maintain the resident's highest practicable
physical, mental, and psychosocial well-being as
required under §483.24, §483.25 or §483.40; and
(i) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under §483.10, including the right to refuse
treatment ynder §483.10(c)(6).

(i} Any specialized services or specialized
rehabilitative services the nursing facility will
provide as a result of PASARR
recommendations. If a facility disagrees with the
findings of the PASARR, it must indicate its
rationale in the resident's medical record,

{iviin consultation with the resident and the
resident's reprasentative(s)-

(A) The resident's goals for admission and
desired outcomes.

{B) The resident's preference and potential for
future discharge. Facilities must document
whether the resident's desirs to retum to the
community was assassed and any referrals to
local contact agencies andfor other appropriate
entities, for this purpose.

(C} Discharge plans in the comprahensive care
plan, as appropriate, in accordance with the
requirements set forth in paragraph {¢) of this
saction,

This REQUIREMENT is not met as evidenced
by

Based on interview and record review, the facility
failed to mest the needs for one (Resident 114) of
one sampled residents recaiving dialysis when
the facility did not develop and implement care
plan for Resident 114's dialysis (treatment of
kidney failure that rids your blood of unwanted

)10 SUMMARY STATEMENT OF DEFICIENCIES 1) PROVIDER'S PLAN OF CORRECTION (%6)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAyE
DEFICIENCY)
F 856 | Continued From page & F 656 for each resident consistent with the

resident’s rights and that includes
measurable objectivas and timeframes to
meet resident’s medical, nursing, and
mental and psychosocial needs that are
identified in the comprehensive needs that
are identified.

How the facility will identify other residents
having the potential te be affected by the same
deficient practice and what action will be taken:

b} DON, ADON and MDS conducted an audit
on 5/12/2022 of all residents’ care plan
focusing on residents with ESRD on
Hemodialysis and has Part-A-Cath, No other
residents were Identified.

What measuras wilt be put into place or what
systemic changes you will take to ensure that the
deficient practice will not recur:

¢} In-service was conducted by DON Licensed
Nurses on 5/23/2022 with emphasis on
comprehensive person-centered care plan
for each resident consistent with the
resident’s rights and that includes
measurable obfectives and timeframes to
meet resident’s medical, nursing, and
mental and psychosocial neecs that are
identified In the comprehensive neads that
are fdentified.

How the facility plans to monlior its
performance to make sure that solutions are
sustained. The facility must develop a plan for
ensuring that correction is achieved and
sustained, This plan must be implementead, and
the corrective action must be evaluated for its
effectiveness. The plan of correction is
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F 856 | Continued From page 7

toxing, waste praducts and excass fluids by
filtering your blocd) care,

This deficient practice may result in Resident
114's physical, psychosociai and functional needs
to go unmet.

Findings:

A review of Resident 114's "Admission Record",
dated 5/11/22, the "Admision Recorg" indicated,
Resident 114 was admitted to the facility on
54122 with & diagnosis of acute respiratory failure
{condition in which the lungs have a hard tima
loading blood with oxygen or remaoving carbon
dioxide),

During a record review of Resident 114's doctor's
orders, dated 5/11/22, indicated Resident 114
receives dialysis every Mondays, Wednesdays
and Fridays at DaVita El Cerrito and has a right
chest wall port-a-cath (an implanted device which
allows easy access to a patient's veins) used for
his dialysis access for his treatments.

During a concurrent review of Resident 114's care
plan ort §5/11/22 at 12:12 p.m. with Director of
Nursing {DONY), care plan did not ndicate use and
care of chest wall port-a-cath, DON stated, there
should be a care plan for the use and care of right
chest wail port-a-cath.

A review of tha facility’s policy titled, "Care Plans,
Comprehensive Person-Centared”, revised
Decamber 2018, the policy indicated, "8. The
comprehensive, persen-centered care plan will: b.
describe the services that are to be furnished to
attain or maintain the resident's highest
practicable physical, mental, and psychosocial

F 658| integrated into the quality assurance system,

and will

d} DON, ADON and or MDS Coordinator will
monitor facility compltance by auditing
resident’s care plans during admission,
change of condition, quarterly, annually and
significant changes focusing on patients
with ESRD on Hemodialysis with Port-A-
Cath, noncompliance issues identified will
be corrected immediately by MDS
coordinator. A report will be submitted to
the Administrator during the Five days
Departrent managers meeting for review,
follow-up and validation.

MRD and or BON will do trending/ analysis

committee for further evaluation and or

recommendations

include dates when corrective action will be
completed. The corrective action completion
date must be acceptable to the State

e) 6/12/2022

report to the monthly QAP
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F 856 | Continued From page 8 F 658
well-belng;".
A review of the facility's policy titled, "End-Stage
Renal Disease, Care of a Resident with", revised
September 2010, the policy Indicated, "5. The
rasident's comprehensive carg plan will reflect the
resident's needs related to ESRD/dialysis care,"
F 695 | Respiratory/Tracheostomy Care and Suctioning F 895} F695 Respiratory/ Tracheostomy Care and
58=D | CFR(s): 483.25(i} Suctioning

§ 483.25(1) Respiratory care, including
tracheostomy care and tracheal suctioning.
The facility must ensure that a rasident who
needs respiratory care, including tracheastomy
care and fracheal suctioning, is provided such
care, consistent with profesglonal standards of
practice, the comprehengive person-centered
care plan, the residents’ goals and preferences,
and 483.65 of this subpart.

This REQUIREMENT Is not met as evidenced
by:

Basad on ohservation, interview and record
review, the facility failed to ensure one (Resident
61}, of three sampled residents, received
effective oxygen therapy when staff did not
assess and monitor Resident 81°s use of oxygen,

This deficient practice may result in ineffective
oxygen therapy,

Fincings:

A review of Resident 61’s "Admission Record®,
dated 5/11/22, the "Admission Record" indicated,
Resident 61 was admitted to the facility on
1/13/2020 with a diagnosis of seizures (a sudden,
uncontrolled electrical disturbance in the brain).

How the correctiva action(s) will be
accomplishad for those residents found to have
been affected by the deficient practice:

a} [In-service by DON on 5/23/2022 to Licensed
Nurses regarding respiratory care is
provided consistent with profassional
standards of care plan focusing on
administration of Oxygen, manitoring
Oxygen Saturation and to assess
effectiveness of oxygen therapy.

How the facllity will identify other rasidents
having the potentiaf to be affected by the same
deficient practice and what action will be taken:

b}  An Audit of residents receiving Oxygen
therapy has been conducted by DON, ADON
and MRD on 5/13/2022, No other residents
were identified

What measures will ba put into place or what
systemic changes you will take to ensure that the
deficient practice will not recur:

¢} In-service by DON on 5/23/2022 to Licensed
Nurses regarding respiratory care is
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F 895 | Continued From page 9 F 695 provided consistent with professional
Argview of Resident 61's "Medication Review standards of care plan focusing on
Report", dated 5/11/22, the "Medication Raview administration of Qxygen, monitoring
Report" indicated, doctor's order on 2/14/2020 to Oxygen Saturation and to assess
siart oxygen at 1 liters per minute {LPM- flow effectiveness of oxygen therapy.
rate) as needed {o titrate axygen saturation above
80% and to wean or discontinue as tolerated by All Licensed Nurses will be visually
the resident, menitored and observed to ensure facility

compliance by DON, ADON on resident’s
During a concurrent observation and interview on receiving Oxygen therapy, Issues identifiad
610/22 at 10:11 a.m., Resident 81 was in bed will be corrected immediately, immediate
raceiving oxygen by a nasal cannula at 3 LPM, retraining will be provided by DON and or
Registered Nurse (RN) 2 confirmed Resident 61 ADON.
was on oxygen at 3 LPM. RN 2 stated, Resident
&1 usually receives oxygen at 2 LPM and does How the facility plans to monitor its
not know why the oxygen s at 3 LPM, RN 2 performance to make sure that sotutions are
further stated, Resident 61 is rarely not on oxygen sustained. The facility must develop a plan for
therapy. ensuring that correction is achieved and

) sustained. This plan must be implemented, and

During a concurrent record review and interview the corrective action must be evaluated for its
on 5/11/22 at 11:30 a.m. of Resident 61's affectiveness, The pfan of correction Is
"Medlcation Administration Record” (MAR) for integrated into the quality assurance system,
May 2022 with Director of Nursing , the MAR .
inclicated no oxygen assessmant. Dirsctor of d}  All Licensed Nurses will be visually
Nursing (DON) stated, staff should document monitored and observed to ensure facllity
how much oxygen Resident 61 is receiving each compliance by DON, ADON on resident’s
time staff checks Resident 61's oxygen saturation recelfving Oxygen therapy, issues Identified
the assess the effectiveness of oxygen therapy. will be corrected immediately, immediate

retraining will be provided by DON and or
Areview of the facility document titled, "Oxygen ADON. DON and/or DSD will do
Administration,” revised October 2010, the trending/analysis and will report to the
"Oxygen Administration” indicated, "After quarterly QAPI Committee for further
completed the oxygen setup or adjusiment, the evaluation and/or recommendations.
following information should be recorded in the
rasident's medical record: 3. The rate of oxygen Include dates when corrective action will be
flow, route, and rationals.," completed. The corrective action completion

F 698 | Dialysis ) F gogi date must be acceptable to the State

$§8=0 | CFR(s): 483.25()

e} 6/12/2022
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§483.25(1) Dialysis.

The facility must ensure that residents who
require dialysis receive such sarvices, consistent
with professional standards of practice, the
comprehensive person-centered care plan, and
the residents' goals and preferances.

This REQUIREMENT is not met as evidenced
by

Based on Interview and record raview, the facility
failed to provide care for one (Resfdent 114) that
required dralysis (treatment of kidnay failure that
rids your blood of unwanted toxing, waste
products and excess fluids by filtering your blood)
when staff did not do a complete assessmaent
before Resident 114's dialysis freatment,

This deficient practice resulted in an incomplete
assesament of Resident 114’ dialysis access site
before their dialysis treatment,

Findings:

Areview of the document titled, "Admission
Record," dated 5/11/22, the "Admissien Record"
indicated, Rasident 114 was admitted to the
facility on 5/4/22, with a diagnosis of acute
respiratory failure (condition in which the lungs

| have a hard time loading blood with oxygen or

removing carbon dioxide).

During & review of Resident 114's doctor's orders,
dated 5/11/22, the doctor's order indicated,
Resident 114 receive dialysis treatments every
Mondays, Wednesdays and Fridays at DaVita I
Cerrito and has a right chest wall port-a-cath (an
implanted device which allows easy access to a
patient vein) used for his dialysis access during
treatments.

How the corrective action{s) will be
accomplished for those residents found to have
been affected by the deficient gractice:

a}  Resident 114 has Port-A-Cath dialysis access
on his right chest. Staff have been
monitoring the patient’s access site every
shift and Is documented on the electronic
medication administration record {(EMAR)
since admission day 5/4/2022. Revision and
update on monitoring to Indicate Port-A-
Cath on his EMAR was done 5/10/2022.
Dialysis Cemmunication form has been
reviewed, revised, and updated on
5/13/2022.

Training and education was conducted by
DON on 5/23/2022 to all licensed nurses
regarding new dialysis communication form
with emphasis on site monitoring focusing
to note If the resident has AV Fistula, AV
Shunt or Port-A-Cath or Central Dialysls
access.

How the facility will identify other residents
having the potential to be affected by the same
deficient practice and what action will be taken:

b) DON, ADON, MDS Coordinator and Medical
Records Director conducted an audit on
5/16/2022 to identify any residents who
have Port-A-Cath, focusing to note if the
resident has AV fistula, AV shunt or Port-A-
Cath or Central Dlalysis access to ensure a ]
completed assessmant by a licensed nurses
regarding dialysls communication and
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F 698 | Continued From page 10 F 6981 F698 Dialysls
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§483.25(1) Dialysis.

The facility must ensure that residents who
require diaiysis receive such sarvices, consistent
with professional standards of practice, the
comprehensive person-centered care plan, and
the residents’ goals and preferences.

This REQUIREMENT is not met as evidericed
by:

Based on interview and record review, the facility
failed to provide care for one (Resident 114) that
required dialysis (treatment of kidney failure that
rids your blood of unwanted toxins, waste
products and excess fluids by filtering your blood)
when staff did not do a complete assessment
before Rasident 114's dialysis treatment.

This deficient practice resulted in an incomplete
assessment of Resident 114's dialysls accass site
before their dialysis treatment,

Findings:

A review of the document titled, "Admission
Record," dated 5/11/22, the "Admission Recard"
indicated, Resident 114 was admitted to the
facllity on 5/4/22, with a diagnosis of acute
respiratory failure (condition in which the lungs
have a hard time loading blood with exygen or
removing carbon dioxide).

During a review of Resident 114's doclor's orders,
dated 5/11/22, the doctor's order indicated,
Resident 114 recelve dialysis treatments every
Mondays, Wednesdays and Fridays at DaVita Bl
Cerrito and has a right chest wall port-a-cath {an
impiantad device which allows easy access to a
patient vein) used for his dialysis access during
treatments.

How the corrective actlon{s) will be
accomplished for those residents found to have
heen affected by the deficient practice;

a)  Resident 114 has Port-A-Cath dialysis access
on his right chest. Staff have been
maonitoring the patient’s access site avery
shift and Is documented on the electronic
medicatlon administration record {EMAR)
since admission day 5/4/2022. Ravision and
update on monitoring to Indicate Port-A-
Cath on his EMAR was done 5/10/2022.
Dialysis Communication form has been
reviewed, revised, and updated on
5/13/2022.

Training and education was conducted by
DON on 5/23/2022 to all licensed nurses
regarding new dialysis communication form
with emphasis on site monitoring focusing
to note if the resident has AV Fistula, Av
Shunt or Port-A-Cath or Central Dialysis
access.

How the facility will identify other residents
having the potential to be affacted by the same
deficient practice and what action will be taken:

b} DON, ADON, MDS Coordinator and Medical
Records Director conducted an audit on
5/16/2022 to identify any residents who
have Port-A-Cath, focusing to note if the
resident has AV fistula, AV shunt or Port-A-
Cath or Central Dialysis access to ensure a
completed assessment by a licensed nurses
regarding dialysis communication and
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F 698 | Continued From page 11 F 698 monitoring of dialysls access. No other
During a concurrent interview and record review resldents were identified with the same
on 5/11/22, at 1:38 p.m. of Resident 114's deficient practice.
"Dialysis Communication Record" on 5/8/22 and
5/11/22 with Director of Nursing {DON), the
"Dialysis Communication Record" indicated, What measures will be put into place or what
nursing staff did not assess Resident 114's systemic changes you will take to ensure that the
dialysis site before his dialysis treatment. DON -deficient practice will not recur:
acknowledged Resident 114's dialysis access site
was not assessed before his dialysis treatments ¢}  Training and education was conducted by
on 8/9/22 and 5/11/22, DON to all licensed nurses on 5/23/2022
F 880 | Infection Pravention & Contro! F 880 regarding new dialysis communication form
$8=D | CFR(s): 483.80(a){1){2)(4){e)(f) with emphasis on site monitoring focusing

§483.80 Infection Control

The facility must establish and maintain an
infection prevention and centrol program
designed to provide a safe, sanitary and
comfortable envircnment and to help prevent the
deveiopment and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the foilowing elements:

§483.80(a)(1) A system for praventing, identifying,
reporting, investigating, and controlling infections
ard communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangament based upon the facility assessmant
conducted according fo §483.70(e) and following
accepted national standards;

§483.80{a)(2) Written standards, policies, and
procedures for the program, which must inciude,

How the facility plans to monitor its
perfoermance to make sure that solutions are
sustalned. The facility must develop a plan for
ensuring that correction is achieved and
sustained, This plan must be implemented, and
the corrective action must be evaluated for its
effectiveness. The plan of correction is
intagrated into the quality assurance system,

to note if the resident has AV Fistula, AV
Shunt or Port-A-Cath or Central Dialysis
access.

All resident who has renal disease on
Hamodialysis with dialysts access sites will
be reviewed by the DON, ADON, MDS nurse
during the five days Clinical IDT meeting,
issues ldentified was corrected immediately
by DON, ADON and/or MDS Nurse. On the
waekends, the Desk Nurse or Admission
Nurse is responsible to review. A second
review will be done by the IDT headed by
the DON during the weekday Clinical IDT
meeting. issues identified will he
documented in the resident’s EMAR and
Dialysis Communication form,
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but are net limited to:

{1 A systern of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other
persons in the facility;

(il) When and to whaom possible incidents of
communicable diseass or infections should be
reported;

(i) Standard and fransmission-based precautions
to be followed fo prevent spread of infections;
{Iv)When and how isolation should be used for a
rasident; including but not fimited to:

(A) The type and duration of the fsolation,
cepanding upon the infectious agent or organism
invotved, and

(B) A requirement that the isolation should be the
loast restrictive possible for the resident under the
citcumstances.

(v} The circumstances under which the facifity
st prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or thelr food, if direct
contact will transmit the disease; and

(vi)The hand hygiene procedures to be followed
by staff invoived In direct resident contact.

§483.80(a)(4) A system for recording incidents
identified undar the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.

Personnel must handle, store, process, and
transport finens so as to prevent the spraad of
infection,

§483.80(f) Annual review.
The facility will conduct an annual review of its
IPCP and update their program, as necessary.

e)

a)

Include dates when corrective action will be
completed. The corractive action completion
date must be acceptable to the State,

F880 Infection Prevention Control

How the corrective action(s) will be
accomplished for those residents found ta have
been affected by the deficient practice:

STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPFLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
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oA D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION .
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DEFICIENCY)
) d) DNS and/or designee, MRD will monitor
F 880 | Continued From page 12 F 880 facility for compliance during their five days

IDT clinical meeting by reviewing resident
admission assessments and dialysis
communication form. Non-compliance
issues Identified will be corrected
immediately. A report wif be submitted to
the administrator during department
managers stand-up meeting for review,
validatton, and Immediate resolution,

DON, ADON will do trending analysis and
will report to the quarterly QAPt Committee
for further evaluation and/or
recommendations.

6/12/2022

In-service was conducted to licensed nurses
by DON on 5/23/2022 “Infection Control-
Hand Washing” with emphasis on total time
of handwashing procedure should be at least
20 seconds and a return demonstration was
conducted by DSD to licensed nurses on
5/23/2022
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How the facility will identify other residents
F 880 | Continued From page 13 F 880( having the potential to be affected by the same

This REQUIREMENT is not met as avidenced
by:

Based on observaticn, interview, and record
review, the fadllity failed to ensure staff
performed hand hygiene beiween giving
medications to two residents (Resident 21 and
Resident 119) of 20 sampled residents

This failure had the potential to cause or spread
infections which can lead to hospitalization for
Resident 21 and Resident 119, as well as the rest
of the residents in the facility.

Findings:

1. During concurrent observation and interview on
05/11/2022, at 4:08 p.m,, with Registered Nurse 1
{RN1), in room 20, RN1 was observed giving
medications to Resident 21. RN1 then went
back to the medication cart and prepared
medications for Resident 119 without performing
hand hygiene, RN1 stated, she should have
sanitized her hands between passing medications
to different residents because it could spread
infactions.

Buring an interview on 05/11/2622, at 12:05 p.r.,
with Director of Staff Development/Infection
Preventionist (DSD/IP), DSD/IP stated, her
expectation is that all staff parform hand hygiena
between giving residents care, coming in and
going out of resident rooms, and between glove
changes,

During a review of the facility handwashing/hand
hygiene policy, dated August 2019, the policy
indicated, "2, Ali personnel shall follow the
handwashing/handhygiere procedures...?. c.
Before preparing or handling medications...m.

deficient practice and what action will be taken

b) DON, ADON and DSD/IP Nurse conducted
observation of licensed nurses hand
washing on 5/23/2022, no other licensed
nurses were identified with the same
deficient practice.

What measures will be put into place or what
systemnic changes you will take to ensure that the
deficient practice will not recur;

¢}  tn-service was conducted to licensed nurses
by DON on 5/23/2022 regarding “Infection
Control Hand Washing” with emphasis on
total time of handwashing procedure
should be at least 20 seconds and a raturn
demonstration was conducted by DSD to
licensed nurses on 5/23/2022.

How the facility plans to monitor its
performance to make sure that solutions are
sustained. Tha facility must develop a pian far
ensuring that correction is achieved and
sustained. This plan must be implemented, and
the corrective action must be evaluated for its
effectiveness. The plan of correction is
integrated intc the quality assurance system,

d} DSD/IP Nurse will conduct observation of all
staff hand washing during her five days a
week rounds, issues identified will be
corrected immediately and a report will be
submitted to the DON for review and
validation.,

DSD/IP Nurse will monitor facility
compliance by conducting observation of all
staff hand washing during her five days a
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I 880 | Continued From page 14 F880{  week rounds, non-compliance issues
after removing gloves...” ldentified will be corrected immediately and
F 812 | Badrooms Measure at Lesast 80 Sg FYResident F9i2 a report will be submitted to the DON for
53=B | CFR(s): 483.90{e}{1)i} review and validation,

§483.90(e)(1)(y Measure at least 80 square fest
per resident in muliiple resident bedrooms, and at
least 100 squara faet in single resident reoms;
This REQUIREMENT is not met as evidenced
by:

Based an observation, interview and record
review, the faclity failed to provide 80 square foot
of space per resident for 30 residents who
occupied 12 multi-bed bedrooms,

Thiz condition had the potential to result in lack of
sufficient space for the provision of care hoth
routine and emergency and for residents to have
their personal balengings at bedside.

Findings:

Ruring multiple room observations on 5/0/22
through 5/12/22, there were three residents in
Rooms 22, 24, 27, 31, 33, and 35 and a two
residents occupying three-bedroom rooms in
Rooms 23,25,26,30,32, and 34.

1, Room 22 measured 11,3 foet by 19 feet which
equaled 71.56 square feet per resident,

2. Room 23 measured 19 feet by 11.4 feet which
equaled 72.2 square feet per resident,

3. Room 24 measured 19.3 feet by 11.4 feet
which equaled 73.34 square feet per residant,

4. Room 25 measured 19.1 feet by 11.3 feet
which equaled 71.94 square feet per rasident,

Include dates when corrective action wil be
completed. The corrective action completion

date must be acceptable to the State

e} 6/12/2022

F912 Bedrooms Measure at Least 80 sq
Ft/Resident

How the corrective action(s} will be

accomplished for those residents found to have

been affected by the deficient practice;

a)  Aroom waiver has been completed

submitted for approval. No complaints or
adverse effects were noted for these

residents,

How the facility will identify other residents
having the potantial to be affected by the same
deficient practice and what actien will be taken:

b) No other residents identified to be affected

by the deficient practice.

What measures will be put into place or what
systemic changes you will take to ensure that the

deficient practice will not recur;

and
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5. Room 26 measursd 19.1 feet by 11 feat which
equaled 70.03 square fest per resident,

B. Room 27 measured 19 feet by 11.4 feet which
equaled 72.2 square feat par rasident,

7. Reom 30 measured 19 feet by 11.4 feat which
equaied 72.2 square feet per resident,

8. Room 31 meastired 18.9 feet by 11.4 fest
which equaled 71.82 square foet per resident,

8. Room 32 measurad 18.9 feet by 1.4 faet
which equaled 71.82 square feet par resident,

10, Room 33 measured 18.9 feet by 11.3 feat
which equaled 71.19 square feet per resident,

11. Room 34 measured 18.1 feet by 11.7 fest
which equaled 70,59 square feet per resident.

12. Room 35 measured 19.1 feet by 11.3 foat
which equaled 71.94 square feet per resident.

During random observations of care and services
from 6/9/22 to 5112/22, there was sufficient space
for the provision of care for the residents in all
rooms. There waie no heavy equipment in the
rooms that might interfere with residents care and
gach resident had adequate personal space and
privacy, There were no complaints from

residents regarding insufficient space for thair
belongings.

During an interview on 5/12/22, at 9:58 a.m., with
Resident 11, Resident 11 stated, she had
sufficient space in her reom. Resident 11 stated,
she liked her room.

rounds dally to ensure the room space is
clear of unnecessary clutter {i.e,
equipment, wheelchair, and commodes),

How the facility plans to monitor its
performance to make sura that solutions are
sustained,

d)  Findings identified will be reported to QAA
committee menthly x3 until compliance is
met.

Include dates when corrective action will be
completed. The corrective action completion
date must be acceptable to the State

€) 6/12/2022

STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUGTION {X8) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING GOMPLETED
065292 B. WING 0822022
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1978 CUTTING BLVD
SHIELDS RICHMONE NURSING CENTER
RICHMONID, CA 84804
(X8 ID BUMMARY STATEMENT OF DEFICIENCIES 1) PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD i COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 912 Continued From page 15 F912ic) Department managers will conduct reom
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STATEMENT OF DEFICIENCIES X1} PROVIDER/SURPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION MUMBER; A BUILDING COMPLETED
083202 B. WING 051212022
NAME OF PROVIDER GR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1918 CUTTING BLVD
SHIELDS RICHMOND NURSING CENTER
RICHMOND, GA 94804
o4y D SUMMARY STATEMENT OF DEFICIGNGIES 0 PROVIDER'S PLAN OF CORREGTION *6)
FREFIX (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
DEFICIENGY)
F 812 Continued From page 16 Fo12
During an interview on 5/12/22, at 10:31 a.m.,
Resident 37 stated, she fiked her room and had
reom for her personal balongings.
Thare were no negative consequences resulted
from decreased space. No safety concerns or
residents in the six rooms. Granting of roor size
waivar recommendad,
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