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INITIAL COMMENTS

Surveyor: 15688 ‘

This report is the result of an unannounced
Abbreviated Survey conducted at Manor Care
Lacey on May 4, 2015. A sample of 6 current
residents reviewed for incidents were selected
from a census of 103.

The following complaints were investigated:
#3093240, 3105918, 3094408, 3104826,
3105049 & 3105262.

The survey was conducted by:
Nancee Gordana RN, MN., Investigator

The Complaint Investigator was from:
Department of Social & Health Services
Aging & Disability Services Administration
Residential Care Services, District 3, Unit C
6639 Capitol Bivd SW Tumwater, WA 98501
Telephone: 360-664-8420 Fax: 360-664-8451
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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 pians 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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Continued From page 2

was alert and oriented with no evidence of
confusion. The roommate stated Staff A was not
screaming but had a raised voice, was standing
in in front of Resident#1, bending over her and
close to Resident#1's face. The roommate stated
that she could see Resident#1 was frustrated
during the interaction.

According to the investigative interviews,
Resident#1 was tearful and upset following the
incident and felt anxiety related to the event.
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