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This report is the result of an unannounced
Abbreviated Standard Survey conducted onsite at
Kindred Transitional Care and Rehab-Lakewood
on 1/5 & 1/8/2015. The sample included 14
residents out of a census of 67. The sample
included 10 current residents and the records of 4
former residents.

The following are complaints investigated as part
of this survey:

3057338
3050523
3050578
3065643
3062710

The survey was conducted by:

Donna J. DeVore, RN, MSN

The surveyor is from:

Department of Social and Health Services
Aging and Long-Term Support Administration
Division of Residential Care Services

Region 3, Unit B

PO Box 45819, MS: N27-24

Olympia, WA 98504-5819

Telephone: (253) 983-3800
Fax: (253) 589- 724
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Any deﬁciency:de@th an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguardsProvide 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 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 available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Aresident who is unable to carry out activities of
daily living receives the necessary services to
maintain good nutrition, grooming, and personal
and oral hygiene. -

This REQUIREMENT is not met as evidenced
by:

Based on observations, record review and
interview, the facility failed to ensure residents
consistently received the necessary care and
services to maintain personal hygiene.

Failure to provide consistent bathing for 4 of 6
residents reviewed for personal hygiene
(Resident #'s 1, 2, 4 & Former Resident #11)
placed the residents at risk for poor hygiene and
dignity issues.

Findings include:

Interview with Administrative Staff A at
approximately 12:00 p.m. revealed the facility's
standard was fo provide residents with two
showers each week or more if the resident
requested. Staff A provided computerized
documentation of showers/bed baths for
Residents #1, 2, 4 & 11, Staff A stated many
showed "not applicable" which indicated care was
not provided or it was provided and not
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1. Residents #1, 2, 4, and 11 no longer
reside in the facility.

2. An audit was conducted of resident
bathing, and residents were asked for
bathing preference. These
preferences were added to the
schedule.

3. Nursing staff have been in-serviced
on bathing policy and procedure,
recording compliance in the health
record, location of shower schedule
for each resident, and reporting
refusals to a supervisor.

4. The Director of Nursing is
responsible to monitor this system
via random audit. Problems with this
process will be brought to the PI
committee for review and resolution,

FORM CMS-2567(02-39) Previous Versions Obsolete

Event ID:LIHT11

Facility ID: WA38980

02/02/201

W

if continuation sheet Page 4 of 8









DEPARTMENT OF HEALTHAND HU AN SERVICES
- CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/16/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
C
505347 B. WING 01/08/2015

NAME OF PROVIDER OR SUPPLIER

KINDRED TRANSITIONAL. CARE & REHAB CENTER- LAKEWOOD

STREET ADDRESS, CITY, STATE, ZIP CODE
11411 BRIDGEPORT WAY
TACOMA, WA 98499

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING iNFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 312

Continued From page 6

During telephone interview on 1/5/15 at 8:00 a.m.,
a Resident Advocate (RA) stated he/she had-
asked multiple staff at different times during the
resident's stay to provide the resident with a
shower. The RA asked an unidentified licensed
nurse (LN) on 12/13/15 about a shower; the LN
stated she did not know Resident #11 was "on the
list" and stated it would be done that day. The
next day on 12/14, the resident had not been
showered. An LN offered {o give the resident a
bed bath instead because they were
understaffed. The RA stated the resident
subsequently received one shower prior to her
discharge from the facility.

On 1/5/15, interview with nursing assistant Staff E
revealed the facility used to have shower aides;
however, currently each nursing assistant
provided a shower to their assigned residents on
the resident's scheduled day. If the resident did
not get a shower or bed bath on the scheduled
day, staff entered "not applicable".

Interview with Staff E at 1:40 p.m. revealed they
were short one nursing assistant on day shift this
morning. Staff E did not know if any of her
residents were scheduled for a shower today.

Staffs F and G were interviewed on 1/5/15 at 1:45
p.m. and 1:55 p.m. respectively. Staff F stated
she did not lock today to see if any of her
residents were scheduled for a shower due to
being short one staff that called off this morning.
Staff G stated she was aware two of her assigned
residents were due for a shower today; however,
she was not able to get them done.

Interview with Administrative Staff A on 1/5/15 at

F 312
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approximately 2:50 p.m revealed he was aware
nursing staff wanted to return to having a shower
aide team which was under consideration. Staff A
stated the facility had new staff beginning
orientation the following day.
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