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This report is the result of an unannounced
Quality Indicator Survey conducted at Avamere
Heritage Rehabilitation of Tacoma on 11/03/14,
11/04/14, 11/06/14, and 11/07/14. A sample of 32
residents was selected from a census of 64. The
sample included 25 current residents and the

| records of 7 former and/or discharged residents.

The survey was conducted by:

Jonathan Berliner, RN, MSN
Sonya Mae Conway, MSW
Nancy Fretland, RN, MSN
Candice Mohar, PhD, RN, MSN

The survey team is from:

Department of Social & Health Services

Aging & Long Term Support Administration
Residential Care Services, District 3, UnitC & D
P.0O. Box 45819

| Tumwater, Washington 98504-6819

Telephone:  360.664.8429
Fax; 360.664 6451
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Any deficlancy statement erfding with 31 astarisk (*) denotes a deficiency which the institution may be axcused from correcting providing it is determined that
other safeguards provide sufficient protection to the palients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following tha date of survey whelher ar not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclogable 14
days following the date these documents are made available to the facility. If deficiencles ara cited, an approved plan of correction is requisite to continued
program participation, '
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F 166 | 483.10(f)(2) RIGHT TO PROMPT EFFORTS TO F 166| Cited Res:
§8=D | RESOLVE GRIEVANCES

A resident has the right to prompt efforts by the
facility to resolve grievances the resident may
have, including those with respect to the behavior
of other residents.

This REQUIREMENT is not met as evidenced
by: '

Based on interview and record review, the facility
failed to ensure grisvances were acted upon in a
timely manner for 1 of 3 current sampled
residents (#74) reviewed for personal property.
This failure created a potential for fack of
resolution to residents’ grievances.

Findings include:

On 11/4/14 at 12:16 p.m., Resident #74 reported
he was missing a "nice pair of clippers, a Norelco
razor and frifocal glasses." He stated he had
reported the missing items to the nurses on the

400 hall and was told they were looking for the
items. He indicated these iterns had been
missing since June and there had been no
attempts to reimburse him. The resident also
complained he had been missing his dentures

since May.

On 11/6/14 at 5:05 p.m., the Social Services
Director (S5D) said she was not aware of the
resident's complaint of missing items. She
provided the facility Grievance Communication
Form that she initiated on 11/06/14 to follow up.

On 11/07/14 at approximately i1 :00 a.m., the
S5D indicated she had not followed up on the.
resident's complaint of missing dentures. She

Rsd #74 had his grievance completed
and an investigation was completed.
All missing items reported were
replaced by the facility.

Like Rsd:

Rsd's that have missing items will be
encouraged fo fill out a grievance form
br be assisted in completing one out by
staff.

System Review/Eucation:

Staff have been re-educated on
assisting residents to complete a
grievance form when they voice a
concern or have missing items,

S8D has received education on

.
continued

follow up to provide
assistance with residents’ dental

needs.

Vonitoring:

rievances will be reviewed in am stand
p, to ensure timely resolution and follow
1p with resident. Monthly report will be
ubmitted to QA committee for further
eview and recommendation.
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. F 166 Continued From page 2 F 166 o
© - | provided Information that showed the resident Responsibility:
was evaluated for dentures on 4/05/14. When Social Services and Administrator. Date
asked about the delay, she sald the forms were : '
submitted to the dentist's office and she thought of compliance 12/10/2014.
the dentist's offlce would follow up with the facility
- when the dentures were ready. ‘
F 278 483.20(g) - (j) ASSESSMENT | F278) i Rsd
" §5=D | ACCURACY/COORDINATION/CERTIFIED lled hsd.
. Rsd #64's MDS was comected and
The assgssment must accurately reflect the submitted at time of survey.
resident's status, , -
Rsd #4's MDS was corrected and
A registered nurse must conduct or coordinate submitted on 12/1/2014. '
sach assessment with the appropriate ‘
participation of health professionals. Like Rsd:

Aregistered nurse must sign and certify that the
assessment is completed.

Each individual who completes a portabn of the
assessment must sign and certify the accuracy of

that porﬂon of the assessment.

Under Medicare and Medicaid, an individual who
wilifully and knowingly certifies a material and
false statement in a residant assessment is
subject to a clvil money penalty of not more than

'1 $1,000 for each assessment; or an individual who
. | willfully and knowingly causes another individual

to certify a material and false statement in a
resident assessment is subject to a civil money
penalty of not more than $5,000 for each
assessment.

Clinical disagreement does not constitute a
material and false statement.

- System Review/Education:

'Monitoring:
“Routine audits will be completed X' 1

Facility will ensure that MDS accurately
reflect resident conditions and/or status.

MDS nurse was re-educated on MDS
coding and ensuring correct codmg on
1111312014,

month and then monthly audits will be
conducted ongoing by DNS/designee to
ensure MDS accuracy. Addendum: Wil
be brought to monthly QA meeting
beginning December 2014
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