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This report is the resuli of an unannounced
Quality Indicator Survey conducted at San Juan
Rehabilitation and Care Center on 06/09/2014,
06/10/2014, 06/11/2014, 06/12, 2014 and
06/13/2014. A sampie of 30 residenis was
selected from a census of 48. The sample
included 23 current residents and the records of 7
former and/or discharged residents.

The survey was conducted by:

Nedra Vranish, RN, B.S.N,, M.S Ed
Ruth Futch, R.N., B.S.N.,, M.B.A
Rick Woodrum, R.N., B.S.N.

The survey team is from:

Department of Social and Health Services
Aging and Disabitity Services

Aging and Long-Term Support Adminisfration
3906 172nd St NE, Suite 100

Arlington, WA 88223

Tetephone: (360) 651-6850
FAX: (380) 851-6840
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Any defitiéncy Staté‘;{lerr\% ending with an asterisk (*} denofes a deficiency which tg@ instifution may be excused from correkting providing it is determined that
other safeguards provide sufficient protection io 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 continlied
program participation.
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F241. ?SSK/&?&&&EE?:E{ITYAND RESPECT OF F 241 Res [PES RN as ‘N\C}\}@d 1 IIS[%H
$8=D a 2 -reasitdent room
| The facility must promote care for residents in a & has il access o
i manner and in an environment that maintains or her closet & ﬁ)erﬁona\
. enhances each resident’s dignity and respect in \
| full recognition of his or her individuality. b@.\c:h%\ 0 ‘3*5 g‘ \"\AS
privacy o cnange
c;xo—ﬁ-\qma ;g 4.
This REQUIREMENT is net met as evidenced .
by: Rasidernt 14 wll be
Based on observation and interview, the facility moved further Sway
failed to promote the dignity of two sample &t
residents (19 and 69}. By alicwing a resident's o ™M closet
bed to be located close to closets shared by three
residents, it placed two of the residents at risk for The only fime s
a diminished quality of life, COOM Wi \{ \oe uS&d
Findings include: Hor D residents 15 F
all residents ave
- Observations of the resident's room on 6/9/14 at bh}(s‘ cally unable “© |
- 10:10 a.m. revealed three female residents in b~ ccess |
their beds. One bed was to the left of the n depen dent ( '?:C <
entrance door, along a wall. Another bed was their personal rttm
| against a walf with a window. The third bed was £ t’ecLu re Stotf do dos
 close to the other wall. To the right of the third ' ( "
i bed was a row of closets built into the wali. The Al cest deats w Aacii y
location of the piosets was approximately four nave 5uf§ icrent 0 Om ‘
feet from the side of the bed. locets é
i0 aess ~Hrewr clo s
During an interview with a family member on al belongings
6/10/14 at 2:00 p.m., it was stated "This is not a person 3 ‘?o it
good set up!” "Staff and the other residents of the rooms dwe set up Pe n)
room have to go through the personal space of IV ac\/ tov each 3
[Resident 19] to get to ciothes or items in the P ™
closets." Rooms will not = .
: ‘ ecl wlo (onse
Resident 19 was inferviewed on 6/11/14 at 2:45 re d‘f”r‘d\(\ gh & Managec (M)
p.m. When asked if the arrangement of the room 0+ COperarnons Ma S
was satisfactory to her, she replied "There isn't e E [\ wrector of Nurs ng (Vi(esS

(DNSi)
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On 6/112/14 at 7:20 a.m., the surveyor knocked
on the resident's door. The surveyor was granted
permission to enter. Resident 69 was observed to
be naked and removing clothes from a cioset.
Resident 19 was in bed, on her side loeking at
Resident 69, The surveyor lefi immediately. After
Resident 69 dressed and left the room, the
surveyor reentered the room.

Because of the tayout of the three beds in the
room, Resident 19 could not be afforded privacy
when in the third bed. Resident 69 was forced to
change clathing in 2 small space immediately
adjacent to the bed of Resident 19. Additionally,
there was very little space to allow residents

- access to their personal belongings in the closets.

L On 6/12/14 at 2:00 p.m., Resident 19 was

interviewed again. When asked about the lack of
privacy and the closeness of her bed to the
closets, she stated: "If you can do something
about it, that would be OK". "lt's been so long ['ve
fearned 1o live with it."

483.15(h)(2) HOUSEKEEPING &
MAINTENANCE SERVICES

The facility must provide housekeeping and
maintenance services necessary {0 maintain a
sanitary, orderly, and comfertable interior.

it
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F 241 Continued From page 2 F 241 Resident ¢ dindb
anvthing you can do to solve this™ (RCC )

Rounds will be made
by OM @ (east monthly
40 assure mm?hance

F 255 Lipholsterad fucnikire n | 1207
Achvihy Room has
been cleaned . All othec
Cavniture has been
Tthomrouahly cleaned
f\d—\\n*\l Room will be

c lea e o
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F 253 | Continued From page 3 F 253 &‘C&e’r eac,h M@d‘ Sf:r\”;z
This REQUIREMENT is not met as evidenced & will be deep Clean
by: . f enecy other week.
Based on observation and interviews, the facility
failed to maintain clean furniture in an activity Ma‘ﬁ"'e nance wu \ N
rocm, repair a non cleanable surface on the arm Makke rou hdS e_.\l;@f /
- rest of a resident's wheel chair, to replace e o wee o QAssure cean
missing knobs on a storage cabinet in 2 dining LU
rocm, and repair broken window blinds. These obe’(—dh onsS Mg‘(’" w
failures had the potential to lessen the resident's ASSUES Com.Dh@ nee
guality of life. ?\@S&d@fﬂ' {1 W\(\G‘C\Cl” W
Findings include: armeest was veplaced.
_ e wull 25%ess
During observations on 6/10/14 at 9:45 a.m., six Mainienanc \ 5(’.\’6':;\’3
upholstered during room chairs were in the e L % /or replace
activity room in the 200 hallway. Along with the all wheelchair / other
chairs, _two settees_ were Ioca.te_d a!ong walls. eauipyent mr+5 \qeeded
Each piece of furniture had visible stains and, or Ich
dark substances on the cushions and armrest. g wil pmonitor wheelchairs
Four round tables were in the rcom. Observations
resident vipment
revealed residents ate at the tables during % d A\ b d
breakfast and lunch. Each table had sticky edges. quar ‘er 4 g proviace
The same conditions existed during observations all samntenance /cClean ing
“on 6/11/14 at 9:30 a.m. and at 1:10 p.m. (
nee ded. Addihionally
Resident 17 was observed on 6/12/14 at 2:07 Rehabilkathon Sevvices
p.m. in a haliway, sitting in her wheel chair. The - ASSuvre
left arm rest was torn and foam padding was Mansg ec N W % ‘
observed to be breaking down. The surface could | all wheelchairs Cquipment
not be cleaned and the rest of the arm rest had pult into servwe (S
dried debris on it. Clean é‘ " go od VE?P&W‘"
Observations on 6/12/14 at 9:00 a.m. revealed a Al staff will reporit
p:ece olf fur?itcljJredwith Tiﬁssirr;g pull kréqps inan any concerns \ia Viiteaance
alcove located adjacent to the main dining room. -
The alcove was set up to allow residents access bOEBf‘C\ ah\f G‘O\U ‘P nt N
to dry cereal and refrigerated items. The piece of need of \’“@’P&\r / C\E?cimrlg
furniture held packets of oaimeal, eating utensils, ) ,
' placemats, napkins, and condiments. An - f M@th"@ﬁ&t‘{j@&i?@(‘\(lsor will £SU@
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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 to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, the facility failed to ensure safe and
reasonable accommaodations for one resident
(69) who required the use of a wheel chair. By not

i allowing enough space for the resident to use her

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN CF CORRECTION (%8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
furnture in
F 253 Continued From page 4 F 253 K\V\Obﬁ on re place d
unidentified resident was observed frying to open QICONE were !
some doors in the cabinet. After several attempts, Matntenance wil viske
she gave up and moved to 2 chair in the dining \rOLjhdS (@ \eash M,C)Vﬂ*ﬂ \\1’
room. She asked a staff member to try and open dent s
the drawers and get her a spoon. Staff Awas ‘o ssure gl dreas vesody
informed at 2:20 p.m. of the missing knobs. have access ‘o are H“!
During muitiple observations, window blinds in caood e P&i . Srat “}'
rooms 302 and 104 had broken or missing siats. Wil e povr + Nia mavht
. | o enance board any+thing
Staff B, in housekeeping was interviewed on a A -
6/12/14 at 10:10 a.m. He stated he tried to clean Nnoted N alsre pa
in the activity room at least weekly but admitted it i room
may have been longer. When asked, he did not WiﬂdOW b\ H'\dSb
have a schedule to clean the chairs. 202 & oY will be repawed.
Al other rooms Checked
& blinds ave n good repair,
‘ in Ul chedk
F 323 483.25(h) FREE OF ACCIDENT F 323 HOU&SQ Keep 5 W
s5=0  HAZARDS/SUPERVISION/DEVICES Plinds every 2 wee KS

Aurin C\eep (;\eammg
¢ report Any blinds

in digrepaie
Mamnteraance .Sufbermsov
will dssuve c;omp\tance

M- 2614
Resident A has been
re-lotaked 4o a room
where she has e

Qccess YO her persung
femns / closet space
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{ - eelchdirg
F 323 | Continued From page 5 F 323 \l\j 3 hem\(\fh(ﬁ: sSpa eé
wheel chair when accessing her personal items in \as Su e ¢
a closet placed the resident at risk for injuries. -3 pv‘i vaC \{ o roke /
Findings include: 2‘5 ro;\\oe o e-ed ucated
he has been ”

Observations of the resident's room on 6/9/14 at te have S-&-dpf AsSist
10:10 a.m. revealed three female residents in _ H @
bed. One bed was to the left of the entrance door, Wit & transters
alorjg a wall. Anof[her bed was against a wall with Aand 1o u&@ her
a window. The third bed was near the other wall. wheel chate 6 ambubhon
To the right of the third bed was a row of closets X \f‘
buiit into the wall, The location of the closets was Ukl / unless Ciearad
approximately four feet from the side of the bed. i F( - \nderC€ NUCS“?
On 6/112/14 at 7:20 a.m., Resident 69 was Statt will corrhaue
observed to be standing beside another resident's ‘o remind hepdat(\/
bed, removing ciothes from a closet. The resident
had moved her whee! chair to the foot of the other Al V@Sld@ﬂ'S re%UWl ng
resident's bed. Because there was not enough (St v <
space for the wheet chair, the resident was forced ASS Wu-h S Q:' b
to stand and walk approximately six feet to gain Qe Cd ucated E emd Y\C\{{{
access fo her belongings in the closet, b\/ SHAEC —o use Gﬂ“
Resident 69 was interviewed on 6/12/14 at 2:35 \\Qh’t SYstem for ASSISt.
p.m.. When asked, she stated "Sometimes it's a
problem when | try to get to the clioset.” "l have to ‘\\\,\TSW\Q AS‘S\S_\'—Q’\H—S W\’“
use a wheel chair and you see, | can't get my he re- aducated “o
chair in there." "I've almost fallen because | wheel ,
myself over there, and | have to get up and walk rem[nd est devts ‘to use
in that little space." QA Liaht % will folle
On 6/12/14 at 3:00 p.m., the care plan was WNAIN tdeta) VCBTQ plans
reviewed for Resident 69, According to the care 1o promok Dfet,
plan, the resident was to be assisted by staff for _
all transfers because of past falls. Additionally, O{XB&B‘\'IO‘OS Vianaae e é“
the resident was coded on the MDS {(Minimal . , i
Data Set), an assessment tool, to use a wheel SDNS W LH ch Y'C)L)f\ds
chair at all times when ambulating to prevent Mon ‘through r ld&j
injury from falls, o
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The facility must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities: and

{2} Store, prepare, distribute and serve food

- under sanitary conditions

This REQUIREMENT is not met as evidenced
by

Based on observation, interview, and record
review, the facility failed to maintain correct
holding temperatures of a hot food and to
maintain cold temperatures for beverages in one
of two dining rooms. The facility also failed to
maintain a sanitary area to store dishes and
bowis located in cabineis in the dining/activity
room,

Additionally, the facility failed to follow acceptable
infection control principles while providing feeding
assistance to residents.

These failures placed residents at risk for
coniracting foodborne-ilinesses.

Findings include:
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-0 montor that C@re@b!&
F 323 | Continued From page 6 F 323Qtre 'E)“,O\Ned
Operahons Mengger wu |
ASSUve COW\p\\an e.
F 371 | 483.35(i) FOOD PROCURE, F 371 12614
ss== . STORE/PREPARE/SERVE - SANITARY

Hi° dearees,

> 4 il

MUK § other cold foods
4 peveraacs WUl be
waitained (@or  below
Cold £ev
will be kKeot in vefrgern
or on surfcest e between
Serving To AsSutre Spproprite
“*empecatvre. Cold dems
wtt have 4em peraturs
checks prior to Secv
and dnvhme outside
O+ refrigecator
Adl Cold od /b@ferdges
be diswardal.
\W\Wr&xa%e\\/.
Hot foods WUl be served
only @ |35° orgrester
ot foods will be Kept in
ONen O on heathina cevice
Fo maintain temperature
£ Wil be Checked prio

€5
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F 371 Continued From page 7 F 371 SCrvi ﬁg :
FOOD TEMPERATURES Kitchen & Secving
Milk is a Potentially Hazardous Food (PHF) and a ‘ =
Time/Temperature Controlled for Safety (TCS) S’\'&GC \Nu &E e .
food. PHFE/TCS foods must be maintained at or &qu&{ed Gny safe -tﬁ‘,rrui)—-
below 41 degrees to ensure they are safe for ‘ ¢ h K
consumption. eraturess cnecxKin @
Per the Code of Federal Regulafi Cold food empe (“63 Prlor
er the Code of Federal Regulations, Cold foods
should be at or below 41 degrees when served, O secvi nqﬁ e J1fe) rd Ny
hot foods should be at 135 degrees or above ~oods / beve(ages (D
when served. Lunsafe d’h)
"%I M ;)er YES.
Buring observations on 6/12/14 at 7:.33 a.m., .
residents were being served an egg and cheese A\\\ -FOOd h c3ﬁd‘€r'8 W{/”
casserole. The casserole was in a pan with hot be re —'(‘,’d U Cd‘kﬁ'd (D
waler, sitting on two eyes of an glectric stove. l
When asked to check the temperature of the least 2.tbmeS vear Y.
food, Staff Aretrieved a thermometer. When l
placed in the casserole, a temperature of 150 D\@'*’cﬁt’\/ Vbnacger witl
degrees was noted. w Ch@CK 6“ {DOC‘
A galion of milk and a pitcher of juice were ServiCe Qreas 4[—W ICe
observed to be sitting in two inches of water with h {
some ice. At 7:45 a.m. Staff Awas asked to take "AONT Y é e POV‘E
the temperatures of t%‘lg beverages. The mitk was concerns o +he
at 5G degrees and the juice was 60 degrees. Staff . 7
A stated it was too warm and proceeded to place Dper‘ o onS Vidn &ge(‘,
them in a refrigerator. QM wLl (& SSUre
Observations in the same dining room at 9:10 <on Pi ance-
a.m. revealed Staff C serving residents. When
asked if he was taking temperatures of the food, Tihe .A(C:h\/t-g'\[ Eﬂom D iNing
he replied "It feit kind of cold so | turned up the \\
stove a bit." When the thermometer was placed QA L RS bteen deeg
in the casserole, it showed a decrease to 110 C \G‘QV\E’C{ Wi H be C@MGCI

degrees. When asked if this was acceptable, he
replied "I'm not sure.”

fal

2lder eackh Mest ey
g s cdeep claaned ev@f
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Other week. ~The O/M.
F 371 -
(.Zonltlnued From page 8 F371 \a/id ] Ch@CK o least
findings at 9:15 a.m. She stated the casserole : ‘
was not at the proper temperature and was MOﬂ‘HO v 46 ensutre
removed immediately. enhre Achvity dtnlng
During an interview on 6/12/14 at 7:45 a.m., Staff ared «% eqL tpme nt IS
A stated temperatures were taken several times
during the meal time. She also stated clean % will dSSure
temperatures were recorded each time an item COW\P ll&i’)CE‘;
was removed from the microwave and giventoa |
resident. | Sté‘FC E ‘c._: were
. Observations revealed a notebook on top of the re- ed(z{Cchid oh Dro oo
\ microwave. Inside were pages with information mt’d h\/leE’hE %E‘FDYE /
Cincluding a date and temperatures. There was no d % h@ﬂd\i
time. All the items recorded were either instant uri h9
oatmezl, or a beverage. There was no indication "FDOd not hand[[rg fooc
the temperatures of main dishes were conducied !
or recorded. When asked about the missing WbH(l bﬂre h@ﬂdsx r“O :
information, Staff A indicated she should have €5
recorded more information. hgﬁ,c“ tha O“F ? ‘ d{Sh +
alagses, LHensSils .
SANITARY, CLEAN STORAGE ?4\ - l ‘F‘F
Observations of the dining room located in the I S iﬁ\/(b‘\/@d in Ser\l“'b?
200 hall on 6/9/14 at 11:16 a.m. revealed a ~%ed Ing YeSidents will
kitchen unit located along a wall. This included a be re- ed o l d l
counier top with a sink, stove, cabinets, and a U U{DOD
refrigerator. Upon examination, the handles of the h ire é I wice \’@@;i” l\i/
cahinets were sticky and greasy. When opened, .
dishes were observed to be stored on shelves Manacement Staff M“
that were brown and yellow with grime and .
grease. When wiped with a wet paper towel, a Spot- checK during
clean, white spot appeared on the laminated M@&ts é. c;)“ Oh Cera s
surface of the sheives.
will be reported O
Similar observations revealed the same O L
conditions on 6/10/14 and 6/11/14. During the
. breakfast meal on 6/11/14, dishes that were O, WUl dssure com~
- stored on the shelves were being utifized by staff hance .
| for the residents to eat off of. . D SN
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During an interview on 6/12/14 at 7.55 a.m., Staff
A stated housekeeping was responsible for
cleaning the counter and cabinet areas. When
shown the cabinets and shelves, she agreed they
were not clean.

Staff B in housekeeping was interviewed on
6/12/14 at 10:10 a.m. When asked if he was
responsible for cleaning the dining/activity room
kitchen counier area, he stated "Yes." When
asked how often, he replied " | iry to clean the
area at least once a week, but sometimes its
more like two or three weeks." "Do they need
cleaning now?"

DINING OBSERVATION
On 6/9/14 from 11:45 a.m. to 12:40 p.m.
ohservations of the noon meal were made in the
Activity Roem. Residents who required a higher
leve! of cueing and assistance with eating dined
in this area. There were two nursing assistants
helping residents during the delivery and
consumption of the meal: Staff £ and Staff F.

Staff E was providing assistance {o a total of 5
residents, 3 at one table and 2 at another. Staff F
was providing assistance to 2 residents at a third
table. Staff £ washed her hands upon entry to
the dining areas, Staff F did not.

Each of the residents had a selection of
beverages in front of them. One of the menu
items for some residents was a turkey wrap.
Once the meals had been delivered to the
individual residents Staff E moved back and forth
between her 2 tables to cue and assist; Staff F
stayed seated helween the residents she was
assisting af the third fable. o

DO
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Continued From page 10

At 12:10 p.m. Staff E picked up Resident 67's
turkey wrap with her bare hand and fed a bite to

- the resident. She continued to feed a series of

bites as well as cueing residents with eating, At
12:15 p.m. Staff E went to reposition Resident 10,
She picked up the resident's drinking glass by the
rim and moved it within his reach. She went to
the sink, washed her hands and returned to assist
Resident 67. During this activity by Staff E, Staff
F was observed to pick up the drinking glass, of
one of the two residents she was assisting, by the
THm.

At 12:21 p.m. Staff E moved over to Resident 10,
standing by his side to feed him a bite.

At 12:22 p.m. Staff E went to the window looking
out o the hallway to get the attention of a staff
member. She opened the door to the room,
touching the door handle. She returned to
Resident 67, sat down, picked up the turkey wrap
once again, with her bare hands, and gave the
resident a bite. Resident 67 stated she did not

: like the turkey wrap.  Staff E moved over to

Resident 10, picked up his turkey wrap with her
bare hands and fed him a bite. Staff E noticed
Resident 10 did not have his oxygen cannuia on
$0 proceeded to adjust it in his nose. Staff £
picked up the turkey wrap of Resident 10 two
more times during the observation, as well as
picking up his drinking glass by the rim. In
between bites Staff E touched her face and lips.

By failing to wash their hands after touching
contaminated surfaces and then handiing
resident’s food; Staff E and F placed these
residents at risk for potential food-borne illness,

371
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F 4691 483.70(h)(4) MAINTAINS EFFECTIVE PEST F 469 - -2k Y
35-0 | CONTROL PROGRAM Fest Conn 01\{‘5

. - . currently ‘ng
The facility must maintain an effective pest SH’S i -
contro! program so that the facility is free of pesis ‘W@@K\ Vi
¢ and rodents. @YH’S % \Nl“ COY\“h NUe
| weeKly visits unhl no
N

This REQUIREMENT is not met as evidenced §‘Yﬁ'5 % wul e "
by: resume evNery 2 weelks
Based on observation,inierview, and record | '
review, the facility failed to maintain proper ViSH'S
measures to ensure pests were not in one of two | \\ d intn rOOMS WL“ \ge
dining rooms. This failure allowed ants access to A 3
the dining/activity room located on the 200 \eéned &-F—\er @gCh M@l

hallway.

Aeep Claaned even
Findings include: mmpﬁ\—\m@r we @KY

Obsearvations on 6/10/14 at 12:40 p.m. revealed %S\d@\'{' rooms WL“

five residents seated at tables eating. Anis were

observed crawling on the floor. Staff D, the \9@, d@@P C\e@ﬁ@:d CN E(\/

Operations Manager was asked to verify the ants. g

She explained the fioor was dirty and that was 2 weelks

why they were probably in the dining room. "l will /A\“ 5—‘;—@@ \NL“ be

call the exterminator today.” Sur@
fducaked ‘o aS

Oung enalors nohsa s i0sn e food nok Stered 1

Nine residents were eating in the room. A review mSld%L v v OO m&

of the pest control log revealed the exterminator ’ UNCON & 5!7“

had been to the facility on 6/10/14. Staff D stated @6 b

"“We have used that same pest control company —-’;&C(\ J"\/ ‘H"OMSE‘, P‘ O(

for 20 years." "I call him again.” Maw\%ena ne WUl assure

¢ 1 Ccomplignce,
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