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- This report is the result of an unannounced State | Eg”iﬂ?fggg;fgg‘gj;Z“St?tmed i
 Off-Hours Quality Indicator Survey (QIS) and an S okt applicable o long term s |
| Abbreviated Survey conducted at Arlington Health providers. This plan of corrections does not ;‘
and Rehabilitation on 10/27/1 4,10/28/14, : constitute an admission of liability on the part
- 10/29/14 and 10/30/14. A sample of 23 residents | ofthfaffaciillitéz, ar'lddsu;}llu 1iabélit¥ is herf;b%/ 1
specitically denied. The submission o this plan
; WaS selected from a Ce_nsus of 61. The sample does not constitute agreement by the facility
~included 20 current residents and the records of 3 that the surveyor’s findings or conclusions are
former and/or discharged residents. accurate, that the findings constitute a
! deficiency, or that the SCOpe or severity
The following complaints were investigated as - regardingany of the deficiencies cited are
part of this survey: correctly applied.
#3045986 #3046453
1 #3046408 #3040744 ;
| # 3038659 #3045552 |
The survey was conducted by: ‘
Michelle Scollard RN, BSN ,‘
Rick Woodrum RN, BSN |
Susan Harris RN, BSN
Joy Kerns RN, BSN »
The survey team is from:
Department of Social & Health Services
Aging & Disability Services
Aging & Long-Term Support Administration
Residential Care Services, District 2, UnitA
3906 172nd Street NE, Suite 100
Arlington, WA 98223
Telephone: (360) 651-6850
Fax: (360) 651-6940
Dl s ifoe [iv
Residential Care Services  Date
! ) |
LABORATORY DIRECTOR'S OR PROV|;>E‘P¢S}APP%%§PRESEr\iRAT))OE'S SIGNATURE TITLE (XB) DATE

ANNNAAN S| 0l/]7N

Alminiskgider plgls

i\@/ﬁ eficiency statement ending witl

‘ollowing the date of survey whether,

Zn astefisk'(*) dénotes avdeﬁoiéncy which the institution may be excused from correcting providing it is determined khat

ot a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

o{0gr safeguards provide sufficient pection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disciosable 90 days

Jays following the date these docurieg
Jrogram participation.

§ are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
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SS=B: INFORMATION i Specific |
i i There were no specific residents stated in this ?
- The facility must post the following information on f citation
- a daily basis: | Similar

| 0 Facility name.
-0 The current date.
o The total number and the actual hours worked

L by the following categories of licensed and
unlicensed nursing staff directly responsible for
| resident care per shift:

- Registered nurses.

- Licensed practical nurses or licensed
1 vocational nurses (as defined under State law).
|- Certified nurse aides.
' 0 Resident census.

- The facility must post the nurse staffing data
specified above on a daily basis at the beginning

. of each shift. Data must be posted as follows:

-0 Clear and readable format.

(o lnaprominent place readily accessible to

| residents and visitors.

The facility must, upon oral or written request,
make nurse staffing data available to the public |

for review at a cost not to exceed the community
standard.

i
P

The facility must maintain the posted daily nurse
staffing data for a minimum of 18 months, or as
required by State law, whichever is greater.

This REQUIREMENT is not met as evidenced

by:

Based on observation and interview, the Tacility
failed to publicly post the required information
regarding the number of nursing staff actually

% working each shift and the dally resident census. ‘t

!

The posting will be updated and displayed in a
public area accessible to both employees and
visitors.

Measures )

The Nursing staff was in-serviced on how to
properly fill out the staffing form and assure it
is completed every shift.

Monitoring
The Director of nursing and or Designee will
check the staff posting to assure compliance.

Dates when the corrective action will he
completed:

Notember 4™ 304

Title of the person responsible to ensure
corrections:

Administrator and Director of Nursing

el
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- This failure placed the residents at risk for not
' knowing the actual number of nursing staff

‘ working each shift to provide them care and

‘ services,

Findings include:

- During the initial tour on 10/27/14, the nursing

staff information posted was for 10/25/14. The

information listed the number of nurses and

j‘ nursing assistants scheduled to work in a 24 hour

‘ period. There was no correlation as to the

- number of staff scheduled and the actual number
of staff that worked each shift. The resident

: CeNsus was also left blank.

Similar findings were found on 10/28/14, 10/29/14
and 10/30/14.

In an interview on 10/30/2014 8:13 a.m., the
Administrator stated the night nurse was
responsible to place a new daily staffing sheet
which included the scheduled nursing staff and
' the resident census. The Administrator was
informed of the above observations.
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