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

PRINTED: 086/11/2014

FORM APFROVED

OB NG, 09380291

STATERMENT OF DEFICIENCIES X1 PROVIDER/SUPPLIERICLIA
LMD PLAN OF CORRECTION IGENTIFICATION NUMBER:

505421

(23 MULTIPLE COMSTRUCTION
A, BURLDING

B WING

(XY DATE SURVEY
COMPLETED

c
06/03/2014

NAME OF PROVIDER OR SUPPLIER

WASHINGTON ODD FELLOWS HOME

STREET ADDRESS, CITY, STATE, ZIP COLE
534 BOYER AVENUE
WALL A WALLA WA 93382

SUMMARY STATEMENT OF DEFICIENCIES
[EACH DEFICIENGY MUST B0 PRECEDED BY FULL
REGULATORY OGR LSC ‘DFNT!PYINC INFORMATION)

x4y Iy
PREFIX,
TAG

iC: PROVIDER'S PLAN OF CORRECTION
PREFEX [EACH CORRECTIVE ACTION SHOULD
Tas CROSS-REFERZNCE|
DEFICIENGY)

 THE APPROPRIATE

|
BE %

F oG INITIAL COMMENTS

This report is the result of an unannounced
Abbreviated Survey condiicted at Washington
, Cdd Fellows Home on Juns 3
| 3 residents was selected from a census of 86
residents. The sample included 2 current
residents and the records of 1 former and/or
- discharged resident.

| The following were complaints investigated as
- part of this survey:

3013408

| #3011370

The survey was conducted by
Patli Rose, RN,

{The survey team is from:

: Departiment of Social & Health Services

-Aging & Long Terrn Support Administration
Residential Care Services, District 1, Unit C

| 3611 River Road, Sulte 200

Yakima, Washington 58802

225-2800

| Teleghone (508)
57

Fax (508} 59 /

G
T % ﬁu% M {Zﬁ{ E
?emdem’a‘?’@;rr Saervices ate
F 323 483.25(h) FREE OF ACCIDENT
s8=y  MAZARDE/SUPERVISION/DEVICES

I

l
L | The facility must ensure that the resident

i environment remains as free of accident hazards
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: prevent accidents.
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WASHINGTON GDD FELLOWS HOME

F 323 Continued From page 2 F 323
Raview of a facility invastigation report dated ‘
: B/9/14 at 215 a.m. noted siaff found the resident
lying on her left side on the bathroom floor. She
had a large skin tear (o har left arm. Staff A
F(Mursing Assistant) had heard her tag alarm and
- upon entering the resident's room noted she had
self transferred Info a wheelchair. The resident !
Vinformed Staff A she needed o use the bathroom, :
thus was assisied onio the toilet. Staff A then isft !
Cthe resident unattended on the toilet while she
proceeded to check on another resident. Staff A i
had just left the room when she heard the ‘
resident falt and hit the floor. The investigative ‘
! report stated the incident was reasonably refated |
to the resident’s poor safety awareness and
impuisive attempis, i

 Later that afternoon at 5:30 p.om. the resident !
fhegan complaining of left hig pain, thus was ‘
transferred to the FR Review of ER records j
' noted the resident’s hip pain was "sharp and ’ |
Lsevere " Xerays revealed & hip contusion ’
(bruise).

Atelephone interview on 8/4/14 a1 5:38 a.m. with | i
| Stafl A revealed the resident seff transferred into
her wheelchair freguently on the night shiff and
fwas very confused,

Despite the resident's cognitive impairment,
- frequent attempls to self transfer, impulsive

problems, and recent fall on 2/12/14; st=ff failed
to supervise the resident while seated on the
toifet.

| Resident #2: Admitted to the facility with E |
i diagnoses which inviuded Alzheimer's disease. |
Review of the resident’s plan of care noted he | {
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- transfers.
Sunaware of safety needs, confusion, and impal red
| gait and halance.

gfeil.

CAn interview on 8/3/14 ¢
‘ revealed she was aware of the icascden s history

Despite the resident's significant fal] history with

Continued From page 3

' required exiensive assistance for toileting with
He was at high risk for falls due o

He utilized a tag alarm sysiem
whan in bed and the wheelchal to alert staff to
nis needs and aid in fall prevention,

- Review of the resident's medical record revealed
it he had fallen from his wheelchair on 2/17, 3/29,

and 4/14/14 when he aitempted {0 self transfer,

Review of a facility investigation report revealed
on 5/28/14 at 145 p.m. the resident was left
unattended on the toillet in the shower room.

| Staff B (Nursing Assistant) had feft him to obtain

clean pants and when she returned to the shower
room the resident was on the floor. e had
attempied fo self transfer off the tcilst when he |
He sustalned a skin tear to his right elbow, |
1t 145 pom. with Staff B
of attempts (o self transfer, She stated she had
instructad a student Nursing Assistant (NA} to
stay with the resident untll she returned from
optaining clean pants for him. When she
returnied she found the student NA outside the
door of the shower roam . unaware of the
resident's activiies, When she opened the door
she observed the resident on the floor.

attempts to self transfer, confusion; impaired
balance and gait; and unawareness of safety
neads; staff faled to supervise the resident while
seated on the toilet.
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