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This report is the result of an unannounced
Off-Hours Quality Indicator Survey conducted on
consecutive days at Panorama City Convalescent
& Rehabilitation Center in Lacey on 2/18/14,
2/119/14, 2/20/14 and 2/21/14. The survey
inciuded data collection on 2/18/14 beginning
7:05 p.m. to 8:20 p.m. A sample of 36 residents
was selected from a census of 140, The sample
included 23 current residents and the records of
13 former andfor discharged residents.

The survey was conducted by:

Deborah Barrette, RN, BSN
Michelle Darnell, BSS

Sandra Mayes, RN, BSN
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, Unit C & D
P.O. Box 45819

Tumwater, Washington 98504-5819

- Telephone: 360.664.8429
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Mm \o. gwﬁwx Fed5-H
Refﬁntial Care Services Date
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER-REPRESENTATIVE'S SIGNATURE TITLE (XE} DATE

1) . @ ;

@)@MJQ\ AR A 3 07
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 staied 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 disciosable 14
days following the date these documenis are made available to the facility. If deficiencies are cited, an approved plan of correcfion is requisite to continued
program participation.
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