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This report is the result of an unannounced
Abbreviated Survey conducted at Garden Terrace
Alzheimer's Center of Excellence on 02/9/2016
and 02/10/2016. A sample of two residents was
selected from a census of 58 and included the - ‘
closed records of one discharged resident.

This survey included investigation of the following ) q‘f»\}
| complaints: . Q‘C'\ ‘
| #3188222 | o e
Xl
> 6?’3?\03
Survey team members included: 5?\5\‘}’9
)

Susan Loewen MSN. RN., Complaint Investigator

The survey team is from:

Department of Social and Health Services
Aging and Adult Services Administration
Residential Care Facilities District 2, Unit F
20425 72nd Avenue South, Suite 400
Kent, Washington 98032-2388

Telephone: (253) 234-6000
Fax: (253) 395-5070

Yk Aabeite 0212 -4¢

‘Residential Care Services Date

LABORATORY DIRECTOR'S OR PROVIRDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X€E) DATE
o E’MM&

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide 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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F 323 483.25(h) FREE OF ACCIDENT F 323
ss=p HAZARDS/SUPERVISION/DEVICES
The facility must ensure that the resident T s
environment remains as free of accident hazards szl bt iisnidnspdashuacie il ol
\ : : > % written allegation of compliance for the deficiencies |
|asis pOSSIbIe; and each resident receives cited  This submission of this plan of corvection is not
adequate supervision and assistance devices to i admission of or agreement with the deficiencies or
prevent accidents. conclustons contained m the Department s inspection
report
. ; ; F-323
This REQUIREMENT is not met as evidenced
by: - :
Based on observation, interview and record ‘lndn'wdual Residents _
review the facility failed to ensure adequate Resident #1 no longer resides at the
supervision for one of two sampled residents facility.
(Resident #1) who required mechanical lift
transfers. Failure to provide adequate Residents in similar situations
supervision prevented direct-care staff from Residents being transferred with Hoyer
transferring 'Re5|_dent #1 correcgly Wh'ch caused |mechanical lifts were re-assessed for
the mechanical lift to tip and strike Resident #1 i Ty ok g
and staff. Such a failure had the potential to ‘ FI’P ) P i : dbertives q o il d
cause major neurological and other bodily PIBKIE ML CATC SITCEIIVES WOTE IOVIEWG
trauma. for accuracy and updated if indicated for
residents receiving Hoyer lift transfers.
Findings included:
Measures to prevent reoccurrence
Resident #1 was admitted to the facility with Licensed nurses and NACs were re-
diagnoses of - educated on correct Hoyer lift transfers.

. _ difficulty They demonstrated proper technique by
walking and muscie weakness according to the return demonstration. Nursing personal
01/28/16 Minimum Data Set. Staff documented G e t: £ [ P hi
on this assessment Resident #1 was able to S I RIS
make his own decision, required extensive annually and as indicated.
two-person physical assistance with transfers and
weighed ounds. Resident #1 was not ¢
available for interview. eN

g I\ @ ‘\\,\\3
A 01/23/16 Physical Therapy (PT) assessment, y LY
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F 323 Continued From page 2 F 323 On-going Monitoring
plan and treatment record indicated "The patient Audits of care plans and care directives
will safely transfer from bed (to/from) wheelchair lwill be conducted to confirm accuracy.
increasing to moderate assistance (two times per - e B e T
day with two people) with slide board transfer. A \‘f“dshe“‘g’ ﬁra”mfe',’fj";"’“bé“;”' b
02/08/16 PT note indicated Resident #1 AL SR IR AR (e e
experienced a change in condition around monthly for 2 months. Audits will be
02/05/16 that included anxiety, activity presented to the DON. Negative
intolerance, and poor sitting balance that made findings of the audits will be
slide boa;rd tljansfer obsolete. Staffindicateda | presented to the monthly QAPI |
mechanical lift was to be used for transfers. . o
committee x3 months for further
According to the 01/22/16 Care Plan Resident #1 education and training opportunities
| included no instruction to staff on how to transfer
the resident. There were no updates to this care Individual to Ensure Compliance
plan with this information. The updated 02/05/16 | ‘
Care Directives (CD) instructed direct-care staff | Director of Nursing or Designee will
to use a "Hoyer" mechanical lift to perform ensure compliance.
two-person transfers.
N _ ‘Date of Compliance: 02/25/2016 |
A Hoyer mechanical lift is an alternative to ‘
| manual transfers where staff use physical ‘
strength to assist and transfer residents from one
surface to another. According to the undated
Liko manufacture's instructions a mechanical lift
with a sling is a "...versatile mobile lift...aids for | ‘
daily transfers of adults.. lifting to and from 4€° |
wheelchair to bed..." The instructions came with o
a warning that included, " Certain environmental g AN
conditions can limit the correct use of the mobile Q. Lb
lifts, including...various obstacle...(that) can cause \;Q& o
...possible imbalance..." ‘ ' P
e
The facility provided instructions on the use of a )
mechanical lift to staff on 06/30/15 that included,
"2. 2-person transfer - every time. 4. Have lift
(base)legs open wide when lifting, for better '
stability. and 5. For transferring and
maneuvering thru narrow passages, have (base)
legs in closed/narrow position." Additional
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F 323 Continued From page 3 ‘ F323
instruction included "Make sure path is clear for
transfer.”

Staff D and E said and demonstrated, in an
interview with observation on 01/10/16 at 8:30
a.m., the transfer of Resident #1 from the bed to

| the wheelchair was made difficult because the |
wheelchair was against the wall and the space
between the bed and the wheelchair was
minimal, approximately four feet. These staff
demonstrated how they lifted Resident #1 from
the bed without widening the base legs and then
inserted one base leg between the front and back
wheels of Resident #1's wheelchair. This placed
Staff D at the control panel that raised and
lowered the lift, and Staff E at the sling bar ,
opposite from the resident, allowing a gap
between Resident #1 and the chair. Staff D and
E continued, saying that Resident #1 was about
six inches in height from the seat of the
wheelchair when the lift began to tilt striking Staff
E first then Resident #1 on the forehead.

Staff D and E said during this
interview/demonstration, they had used the same
transfer technique repeatedly with success. This

\ @
indicated that the resident was transferred _,c\\l"’
incorrectly more than once. \._a:o\’ D
Interview with Staff F, on 01/10/16 at 8:15a.m., ’6‘; L S
revealed at least two options staff could have i JN“L
used to safely transfer Resident #1. Both options ‘)‘%\99
included repositioning the wheelchair so staff had o

more room than the four feet Staff D and E said
existed and widening the base legs to increase
stability. Neither option included placing one
base legs between the front and back wheels of
the wheelchair which limited staff access to the
resident and created poor stabilization. Both
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F 323 Continued From page 4

options indicated one staff at the controls and one
staff at the sling bar behind the resident.

Staff C said, in an interview on 02/10/16 at 9:00
a.m., Resident #1 was observed to have a
reddened are on the mid forehead after the
incident. When documentation was requested |
from Staff Aand B on 02/10/16 at 9:30 a.m. to
support neurological assessment was performed
to ensure there was no major trauma, none was
provided.

The facility failed to supervise direct-care staff
who, contrary to the facility's instruction did not

| provide a clear path, ensure stability of the

' mechanical lift by widening the base of the device |
and did not position staff to ensure proper
resident position when being lowered to the
wheelchair. The facility did not ensure proper
transfer of Resident #1 from the bed to the
wheelchair.

F323’

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:DBJE11

Facility ID: 40801

If continuation sheet Page 5 of 5




Wosriiglen State
Department of Social
& Health Services

ADSA Aging & Disability

Sarvices Administration

AGING AND DISABILITY SERVICES ADMINISTRATION

Nursing Home Survey Report

STATE AND CORRESPONDING FEDERAL REQUIREMENTS

1. Page 1 of 1 Pages

2. DATES OF DATA COLLECTION
03/01/2016

3. NAME OF FACILITY

Garden Terrace Alzheimer's Center of Excellencer

4. TYPE OF SURVEY
[J Full X Post [X] Complaint [] Other: specify

5. TIME OF SURVEY Day [] Night
[] Weekend [] Holiday

6. STREET ADDRESS
491 S. 338th

CITY

Federal Way

STATE
WA

ZIP CODE
98003

7. LICENSE NUMBER
1350

NOTE: According to RCW 18.51.060, the Department is authorized to deny, suspend or revoke a license and/or assess monetary fines for deficiencies

cited in this report.

8.

[] The requirements of the following WAC'’s

and corresponding CFR's were not
met. The text of the statements of
deficiencies and the licensee’s plan of
correction may be read on CMS form
2567, dated: 02/10/2016

**Licensee must complete column 14.

X The following deficiencies were
determined to be corrected.

12. REPEAT
9. WASHINGTON 14 FEBERAL DEFICIENCY 13. NEW 14. LICENSEE'S
ADMINISTRATIVE 10. CODE OF FEDERAL DATA TAG FROM SURVEY | CITATIONON | PLANNED DATE
CODES 388-97 REGULATION 42 CFR 483. NUMBER DATED POST SURVEY | OF CORRECTION
-1060(3)(g) 25(h)(2) F-323 7-23-14 O 02/25/16
L
O
Iy
L]
O
N
O
O
O
O
O

SIGNATURE,__1"/

o DATE / SIGNATURE DATE
A ¥ . ) 2 /

/A Y~ () < //7

SIGNATURE DATE SIGNATURE DATE

DSHS 10-207 (REV. 04/2009)




raR— 1.Page 1 of 1 Pages
Py Nursing Home Survey Report 2. DATES OF DATA COLLECTION
[ADSA Aging & Disabily STATE AND CORRESPONDING FEDERAL REQUIREMENTS 02/9 &10/2016

AGING AND DISABILITY SERVICES ADMINISTRATION

3. NAME OF FACILITY

Garden Terrace Alzheimer's Center of Excellencer

4. TYPE OF SURVEY
[J Full [J Post X Complaint [] Other: specify

5. TIME OF SURVEY [X] Day [] Night
[] Weekend [] Holiday

s %:TURE

'S SIGNATURE

SIGNATURE

6. STREET ADDRESS CITY STATE ZIP CODE 7. LICENSE NUMBER
491 S. 338th Federal Way WA 98003 1350
NOTE: According to RCW 18.51.060, the Department is authorized to deny, suspend or revoke a license and/or assess monetary fines for deficiencies
cited in this report.
8. 12. REPEAT
9. WASHINGTON 11. FEDERAL DEFICIENCY 13. NEW 14. LICENSEE'S
ADMINISTRATIVE 10. CODE OF FEDERAL DATA TAG FROM SURVEY | CITATIONON | PLANNED DATE
X The requirements of the following WAC's CODES 388-97 REGULATION 42 CFR 483, NUMBER DATED POST SURVEY | OF CORRECTION
and corresponding CFR's were not -1060(3)(g) 25(h)(2) F-323 7-23-14 |
met. The text of the statements of
deficiencies and the licensee's plan of [
correction may be read on CMS form 45 0
2567, dated: 02/10/2016 . %
. T % O
wLi e =~ A
Licensee must complete column 14. % o' -% Il
®
[J The following deficiencies were =N c:\_f, %— L
determined to be corrected. A ]
O
|
O
U
]

SIGNATURE

SIGNATURE OF CENSEE (OR AGE?: S

SIGNATURE

ICENSEE OR AGENT

TITLE € C S

DSHS 10-207 (REV. 04/2009)

B1as/6




WasNiugran
Department of Social
& Health Services

ADSA Aging & Disability

Satvices Administration

Stany

AGING AND DISABILITY SERVICES ADMINISTRATION
Nursing Home Survey Report

STATE AND CORRESPONDING FEDERAL REQUIREMENTS

1. Page 1_of 1 Pages

2. DATES OF DATA COLLECTION
02/9 &10/2016

3. NAME OF FACILITY

Garden Terrace Alzheimer's Center of Excellencer

4. TYPE OF SURVEY
O Full O Post [ Complaint [] Other: specify

5. TIME OF SURVEY [X] Day [] Night
[] Weekend [] Holiday

6. STREET ADDRESS
491 S. 338th

CITY
Federal Way

STATE
WA

ZIP CODE
98003

7. LICENSE NUMBER
1350

NOTE: According to RCW 18.51.060, the Department is authorized to deny, suspend or revoke a license and/or assess monetary fines for deficiencies

cited in this report.

8. 12. REPEAT
9. WASHINGTON 11, FEDERAL DEFICIENCY 13. NEW 14. LICENSEE'S
ADMINISTRATIVE 10. CODE OF FEDERAL DATA TAG FROM SURVEY | CITATION ON PLANNED DATE
B The requirements of the following WAC'’s CODES 388-97 REGULATION 42 CFR 483. NUMBER DATED POST SURVEY | OF CORRECTION
and corresponding CFR’s were not -1060(3)(g) .25(h)(2) F-323 7-23-14 15
met. The text of the statements of
deficiencies and the licensee’s plan of |
correction may be read on CMS form O
2567, dated: 02/10/2016
]
**Licensee must complete column 14. iy
[ The following deficiencies were [
determined to be corrected. O
O
J
]
O
]
i ~ 15.SURVEYOR'S SIGNATURE(S)
SIGNATURE j% / DAF SIGNATURE DATE
, WA e ) Blegen  Tddr 210/l
SIGNATURE DATE SIGNATURE DATE
16. LICENSEE OR AGENT
SIGNATURE OF LICENSEE (OR AGENT) TITLE DATE

DSHS 10-207 (REV. 04/2009)






