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This report is the result of an unannounced
Abbreviated Survey conducted at Alderwood Park
Convalescent Center on 7/31/13. Asample of 4

. : ADSAIRGS
current residents was selected from a census of Smokey Point

90.

The following complaint was investigated as part
of this survey:

2845738

The survey was conducted by:
Rick Woodrum, RN, BSN
Joy Kerns, RN, BSN

The survey team is from:

Department of Social & Health Services
Aging and Long-Term Support Administration
Residential Care Services, District 2, Unit B
3906 172nd St NE Suite 100

Arlington, WA 98223-4740

Telephone: (360) 651-6850
Fax: (360) 651-6940
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Any deﬁctency 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. |f deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Before a facility transfers or discharges a
resident, the facility must notify the resident and,
if known, a family member or legal representative
of the resident of the transfer or discharge and
the reasons for the move in writing and in a
language and manner they understand: record
the reasons in the resident's clinical record; and
include in the notice the items described in
paragraph (a)(6) of this section.

Except as specified in paragraph (a)(5)(ii) and (a)
(8) of this section, the notice of transfer or
discharge required under paragraph (a)(4) of this
section must be made by the facility at least 30
days before the resident is transferred or
discharged.

Notice may be made as soon as practicable
before fransfer or discharge when the health of
individuals in the facility would be endangered
under (a)(2)(iv) of this section; the resident's
health improves sufficiently to allow a more
immediate transfer or discharge, under paragraph
(a)(2)(i) of this section; an immediate transfer or
discharge is required by the resident's urgent
medical needs, under paragraph (a)(2)(ii) of this
section; or a resident has not resided in the
facility for 30 days.

The written notice specified in paragraph (a)(4) of
this section must include the reason for transfer
or discharge; the effective date of transfer or
discharge; the location to which the resident is
transferred or discharged; a statement that the
resident has the right to appeal the action to the
State; the name, address and telephone number
of the State long term care ombudsman; for
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Social Workers will be instructed on the Pz
proper forms, which cover all the e,
required information. included in the mj@%
instruction, will be the proper use of }

the form.

Since no other resident is affected at
present time and affected resident is
remaining no other action will be taken|

Administrator will monitor activities of
this nature and make certain no issues
are in conflict.
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Continued From page 3

were endangered. The notice was given on
7/18/13. It directed the resident to contact an
Ombudsman if the action of the facility was felt as
unfalr or in error. The notice did not include any
information related to when the discharge would
occur, a location to which the resident would be
discharged or any information related to the
resldent's right to appeal the notice.

The Ombudsman was interviewed on 8/1/13 at
10:15 a.m. She stated she had not been
contacted by either the resident or the POA. The
POA was unable to ba reached for comment,

When interviewed at 11:00 a.m. on 7/31/13, Staff
A, a Social Worker, said the facllity had
developed it's own letter and it did not include
some of the required information.

483.15(a) DIGNITY AND RESPECT OF
INDIVIDUALITY

The facility must promote care for residents in a
manner and in an environment that malntains or
enhances each resldent's dignity and respect in-
full recognition of his or her individuality.

1

This REQUIREMENT s not met as evidenced
by: )

Based on observation, Interview, and record
review, the facillty failed to promote the dignity of
1 of 4 sample residents (Resident 1), by affixing a
loud bell to the spokes of tha resident's

F 203

F 241

This facility believes all residents and %/// /}Mj
staff must be treated with dignity and ¥
respect. The facility must always make W?W/
certain residents are protected from
harm or Imitation.

The resident sited has had the bell
removed. This action of placement of|
loud bell will not be done in future.

The actions taken were for protection
of a resident, The other resident
involved was consulted and his/her
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At 10:00 a.m., 8 residents were observed in a
dining room, listening to an activity. During this
time, Resident 1 wheeled himself into the dining
room on multiple occasions. At 10:15 a.m.,
Resident 2 came out of the dining room and went
to a nurse. She asked for the bell to be removed
as it was disrupting the group activity. A nurse
removed Resident 1 from the dining room and
directed him to stay in a hallway. Several
unidentified residents were heard to make
negative comments related to the noise of the
bell. One resident stated "It sounds like Damn
Christmas around here." When asked by the
surveyor, another resident commented she
thought the purpose of the bell was to keep
Resident 1 awake because it was keeping her
awake.

At 11:00 a.m., Staff A, the social worker and the
Director of Nursing Services (DNS) were
interviewed. The DNS was informed by the
investigator of concerns related to the bell and
the possible demeaning and psychological effects
of the consistent ringing. The DNS stated
permission had been granted by the resident and
his Power of Attorney for use of the bell. When
asked by the surveyor, the DNS commented she
didn't think the noise of the bell would bother the
resident because of his level of cognition.

This is a repeat citation from 6/25/12
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