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This report is the result of an Unannounced
Abbreviated Survey conducted at Sea Mar

 Community Care Center on 09/26/2014,

- 10/06/2014 and 10/16/2014. A sample of 9
Residents were selected from a census of 95.
The following complaints were investigated as

- part of this survey:

3037763
' 3043049 |
3040558 ! ;
3044722 f
3045607

- The survey was conducted-by:

' Diane Kirse, RN, BSN

. Nursing Home Complaint Investigator :

- Department of Social and Health Services \

' Residential Care Services :
2042572nd. Ave S, Suite 400 (

- Kent, WA 98032-2388

; Phone: (253) 234-6083 | SR o ’
Fax: (263) 395- 5070 | RECEIVED
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at 11:15 AM, Staff B stated the resident knew how :
to use his call light but did not use it most of the
time. When asked what type of alarm the
resident had she stated a sensor pad. Staff B
stated he "gets the pad out himself* and puts it
~on the floor. She stated the resident was able to
turn the alarm off by himself and that this had
. been observed by the CNA staff. When asked if
other types of alarms had been considered, she
stated "no." When asked who is responsible for
| checking the alarms for placement and function,

- stated they don't document the checks. When
- asked if the facility has a policy or process for
- checking alarms for function, she stated the

- facility did not have one.

' she stated “we are, nurses and CNA's." When
asked where these checks are documented, she
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: om page 6 F323 An audit will be conducted monthly
5 L ) on the nurses checking alarms. Audit |
In an interview with Staff A and B on 10/16/2014 &

| results will be reviewed by the Q!
committee.
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