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This repert is the result of an unannounced
Abbreviated Standard Survey conducted onsite at
Heartwood Extended Health Care on 9/17/2013.
The sampie included 6 residents out of a census
of 97, The sampie included 6 current residents.
The following are complaints investigated as part
of this survey;
#2847720
#2850900
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#2866802
#2860500
#2872974 BESEIVED
| The survey was conducted by: | ; T ey e
: hbw R LTINS
The surveyor is from:
Department of Seccial and Health Services
Aging and Long-Term Support Administration
Division of Residentiat Care Services
District 3, Unit B
1949 3. State Strest
| Tacoma, WA 08405-2350
Telephone: (253) 883-3800
Fax: (253) 580-7240
Residential Care Services Date
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« ‘_ nt end!ng with an asterisk ("} denctes a deficlency which the institutlon may be Dxcused from correctmg providing it is detennindd hat
% provige sufficient protection to the patisnts. (See instructions.) Except for nursing homes, the findings stated above are disciosable 90 days
following the datdof giirvey whether or not a pian of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documaents are made available o the facility. If deficiencies are cited, an approved plan of correction is requisita to continued
program participation.
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i The services provided or arranged by the facility
: must be provided by qualified persons in

i accordance with each resident's written plan of
‘ care.

This REQUIREMENT is not met as evidenced
by:

Based on observaticns, record review, and
interview it was determined the facility failed to

staff recommended for bed mobility for 1 of 4
. residents reviewed for falls (# 1}.

consistently follow the care pian for the number of

Failure to follow the care plan placed Resident #1

at risk for injury.

i Findings include:

Al observations and interviews took place on
91772013

- Record review revealed Resident #1 was totally
dependent on staff for activities of daily living

in bed). Review of care directives dated 3/5/13
" resident in bed.

Review of a facility investigation dated 8/10/13
revealed Staff D (certified nursing assistant)

- assistance of a second staff. According to the
- investigation, Staff D turned the resident away

" balance and rolled out of bed onto the floor,
‘ landing on her back.

including bed mobility (movement of the resident

' revealed two staff were required when moving the |

: provided the resident incontinent care without the

from her and the resident was unable to maintain .
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accordance with each resident’s
written plan of care. Staff “D” has
been counseled regarding providing
care in accordance with each
resident’s plan of care as well as
standard of practice as it relates to
turning and repositioning (8-13-13).
All direct care staff will be inserviced
with return demonstration regarding
care directives as to location of
directives with specifics as it relates
to mobility, transfers, toileting and
special information. Random audits
will be done by the nursing quality
assurance manager. All direct care
staff has been inserviced regarding
standard of practice as it relates to
turning residents in bed. Ongoing
education will continue at scheduled
nursing meetings. This education is
presented at initial orientation and
annual review and as changes in
policy dictates.

Compliance will ensured by the
Director of Nursing and ongoing.
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Review of nursing progress notes dated 8/10/13

' revealed assessment after the fall revealed the
resident sustained a 0.25 centimeter (cm) skin
tear on her I >nd 0.25 cm bruise on her

. I st aid treatment and monitoring

- took place in the facility. Review of nursing

- progress notes dated 8/10/13 revealed the

" resident initially complained of back pain which

| resolved in 30 minutes and subsequently had a

- mild headache.

i At 8:25 a.m., Resident #1 was observed in bed,
well groomed with protective sleeves on both
arms. The resident did not recall falling and
commented positively about her care. At 11:55

- a.m., Resident #1 declined the investigator's

; request to observe her care and transfer from

: bed. :

Interview with Resident #2 following the transfer
- revealed she did not recall falling and she did not
report concerns about her care. 3

At 3:50 p.m., the above incident was reviewed
“and information clarified with Staff A (director of
nursing).

X4y ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTICN (X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE BATE
DEFICIENCY)
F 282 Continued From page 2 F 282

FORM CMS-2567{02-99) Previous Versions Obsolete

Event 1D: S9FL11

Facility 1D; WA3503C if continuation sheet Page 3 0of 3



