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This report is the result of an unannounced : ) ¥ (s
_Abbrevieted Survey conducted at Fidalge Care : A, ' i
. Center on 6/18/2014. A sample of 3 closed a i magi‘*}:Cg 3’
- records was selected. : - =Y Saing i
z‘ | ;
| !
: The following were complaints investigated as ! :
: part of this survey: i _ . :
. #3015553 | Q : :
- The survey was conducted by . E
Leslie Martin, B.S. H.3. ﬁ
: !
. The survey team is from:
- Department of Social and Health Services .
. Aging and Disability Services :
| Aging and Long-Term Support Administration ;
1 3208 172nd St NE, Suite 100 ; i
L Arlington, WA 98223 i
i I f
' Telephone: 360-651-6850 |
-Fax: 360-851-6940 ;
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Any dcﬁciene}‘statemem ending with an asterisk {*) denotes 2 deficiency which the insiiiuﬁon"fﬂay be excused from correciing préw‘ding it is determined that
cther safegyafds provide sufficient protection to the patients, {See instructions.) Except for nursing homes, the findings stated above are disclosabie 80 days
following thedate of survey whather or not a plan of correction is provided. Fornursing homes, the above findings and plans of correction are disclosable 14

days following the dats these documents are made available to the facility. If deficiencies are cited, an approved plan of comraction is raquisite to continuad
program gparticipation. .
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§8=D | TRANSFER/DISCHARGE OF RESIDENT

The fransfer or discharge is approprsate because
| the resident's health has improved sufficiently so |
| the resident no longer needs the services
i provided by the facility;

' The safety of individuals in the facility is

| The health of individuals in the facility would
' otherwise be endangered;

; The resident has failed, after reasonable and .
| appropriate notice, to pay for (or to have paid

[ under Medicare or Medicaid) a stay at the facility.
. For a residant who becomes eligible for Medicaid
; after admission to a nursing facﬁsty the nursing

| faciiity may charge a resident only allowable

| charges under Medicaid; or

The facility ceasas to operate.

“This REQUIREMENT is not met as evidenced

. The faciity must permit each resident to remain ini
 the facility, and not transfer or discharge the
: resident from the facility uniess the transfer or
- discharge is necessary for the resident's welfare
~and the resident's needs cannot be met in the

4

i
i

| Based on interview and record review, the facility | :
: failed to provide & notice of fransfer to 2 of 3 ( 1,
| 2) residents reviewed, This fafiure denied the
residents the opportunity to exercise their appeal
' nghts and advocacy contact information.

|
|

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
‘ C
505218 B. WING : 06/18/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1105 27TH STREET
FIDALGO CARE CENTER
ANACORTES, WA 98221
Ko SUMMARY STATEMENT OF DEFIGIENCIES I | PROVIDER'S PLAN OF CORRECTION i X5
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION |-
TAG : REGULATORY QR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE ; DATE
. . o DEFICIENCY) .
H H
1 : ; 1
F201, 483.12{2)(2) REASONS FOR F 201 j
E

NI

FORM CME-2667{02-98) Previous Versions Obsolete

Event 1D: 1430311

Facifty 1D; WA14800

\ j‘ﬁ/llf continualion sheet Page 2 of 3

\31

DR AMENDED




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/16/2014
FORM APPROVED
CMB NO. 0838-0321

IDR AMENDED

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN GF CORRECTION ICENTIFICATION NUMBER: A BUILDING COMPLETED
. C
505216 B.WING 06/18/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIF CODE
1105 27TH STREET
FIDALGO CARE CENTER
i O CARE CEN . ANACORTES, WA 98221
(X&3 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION . | a1
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL ' PREFIX (EACH CORRECTIVE ACTION SHOULD BE { COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) P 1AG CROSS-REFERENCED TO THE APPROPRIATE | DATE
, DEFICIENCY) |
! | ! P
F 201 Continued From page 2 {  F 20t 1. Resident I received transfer/- {  8/U14
: Findings include: | ; discharge notice: on |4 énnd _
: RESIDENT 1 ‘ Notice was sent to resident’s; SO
b . . representative, Ombud:
' Resident 1 was admitted to the facility ok 4, %;{CS DA Y _smaﬂ,!
“with diagnosis to inciude advanced ‘ ant xtw DA, |
: The residentwas transfered to an assisted fiving ” .
 facility on 14, because the facilify could not | Resi =hk 2 stated she received
1 meet the residents needs. i transfer/discharge notice on
i y , 14 and signed the notice’
| Record review revealed, there was no evidence | ! at that time. |
- of the following: ! | - .
" - Notice of fransfer given fo the resident or family f { LAl r@suients ] recervel
. member. } transfer/discharge notices that
'~ Physician documentation that the resident's ‘ meet the regulatory require-
- needs could not ba met in the facility i ments prior to discharge. _
, - Discharge summary o i 2. Trassfer/discharge  notices|
' RESIDENT 2 ! will be issued by the Rtmdent
| Resident 2 was admitted to the facili on-14 : ; Care Coordinator/Direcior of
with diagnosis to include The : J Nursing Services and filed zs|
resident was alert and oriented. ! S ' : SN
. . i i soon. as  possible in thel
Closed record review revealed, the resident was resident’s xerc;o d ;
transferred to an assisted living facility on ! | _ OIC. - i
| 4. There was no evidence that the resident | ; 3. Monthly audits of transfer/
received a notice of transfer. i i discharge notices x 3, then as
5 ' needed.
in an:nterwew with the Director of Nursing ( NS) 4. Corrected by 8/1/14.
on 6/18/14 at 11:15 a.m. The DNS stated she NS - < .
!'was not aware of the notice of transfer or i 5. DNS responsible for correc-
| discharge form nor its requirements. After ‘ i tion. Administrator 1©© over—
| reviewing the resident's records, she further } \' see compliance. ‘
verified that the above resident's had not received | 1
a notics. i
%
;
! ‘
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