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This report is the result of an unannounced
Off-Hours Quality Indicator Survey conducted at
Life Care Center of Port Orchard on 11/6/15,
11/9/15, 11/10/15, 11/13/15, and 11/16/15. The
survey included data collection on 11/6/15 from
4:45 a.m. to 11:30 a.m. A sample of 33 residents
was selected from a census of 108. The sample
included 19 current residents and 14 former
residents.

The following complaints were investigated:
#3084331 #3094026

#3103410 #3107474

#3108719

The survey was conducted by:
Gerald Chambers, RN, BSN
Linda Bullock, RN, MSN

Zoey Dering, RN, MSN

Judy Klewicki, RN, BSN

Lori Madison, RN, ADN

Molly McClintock, BS, TRS
Donna Palabrica, RN, BSN
Tammey Thompson, RN, BSN

The survey team is from:

Department of Social and Health Services
Aging and Long-Term Support Administration
Residential Care Services, Region 3 Unit B
PO Box 98907, MS:N27-24

Lakewood, WA 98496-8907

Telephone: (253) 983-3800

FAX: (253) 589-7240
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deficiency statém?ggj/énding Kyith an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
« .or 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. 1f deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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skin assessment upon admission (using the initial
data collection tool / nursing service). In addition,
the facility staff conducted wound rounds and
documented on pressure ulcer status records.
"We {facility) have been doing a lot of educating
on this issue (skin care and assessments) and
the staff know they are to follow up if there are
any concerns, we will be conducting more
education on this again."
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