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This report is the result of an unannounced
Abbreviated Standard Survey conducted onsite at ;
Tacoma Lutheran Home on 4/16/14. The sampie
included 7 current residents. Facility census was
153,
|
The foliowing are complaints investigated as part
of this survey:
#2992450
#2989701
The survey was conducted by
Tara Hawks, RN, BSN
The surveyor is from:
Department of Social and Health Services
Aging and Long-Term Support Administration
Division of Residential Care Services
. District 3, Unit B
"P.O. box 45819
P MS: N27-24
 Olympia, WA 98504-5819
 Telephone: (253) 983-3800
Fax: (253}589-7240 ‘e
i
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Any deficiency statemeni ending with an asterisk ()’ denotes a deficiency which the institution may be excused fron{ correcting providing it is determined tha(
other safeguards provide sufficient protection to the Patights. (Ses instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whefher or not a plan of correction is provided. For nursing homes, the above findings and plans of correstion are disclosable 14
days following the date these documents are made available to the facility. If deficlencies are cited, an approved plan of correction is requisite to confinued
program participation.
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F 323 Continued From page 2 = 303| How the facility plans to monitor its

‘attempting to ambulate independently).

|.revealed a staff member had witnessed the.

© following the fall the staff determined .néw
* .| interventions to prevent falis would include

| During an interview on 4/16/14 at 11:40 a.m. Staff
"C reported she has never been directed where to

approximately 3 feet long leading io an alarm-
box. The alarm sounds when the resident gels
off the matiress alerting staff the resident is

Review of the facllity's incident log revealed
Resident #1 had {allen four times in the past three
weeks while attempting to transfer herseif
between her bed and her wheelchair.

Review of the investigation for a fall on 4/1/14

resident fafling in her room. A written statément
from the staff member indicated she had seen
the resident standing at her-bedside with her feet
entangled in the cord from the pad to the alarm
box. The resident attempted to ambulate and feli
in front of her bed. The investigation indicated’

medication changes and freguent visual checks
on the resident. The intefventions listed to’
reduce the risk of falls did not'include placement
of the cord to prevent tripping.

Observations on 4/16/14 at 11:30 a.m. and again
at 1:30 p.m. revealed Resident #1 lying in bed
which was in a low position near the floor. The
alarm box was attached to the bed frame

mid-way down the fength of the bed. The alarm
cord reached from the bottom o the floor where it |
coiled and then fed back up the bed to the pad
under the mattress,

‘place the alarm box for bed alarms.
Observations with Staff C in room 810 revealed
an aiarm box placed at the head of the bed with

| corrected practice, and initiation of
monitoring process will be completed on

performance 1o make sure that
solutions are sustained.

The DNS or designee will monitor
compliance with the new technique of
zip-tying the bed alarm cords to the bed
frames for the next 4 weeks to determine
that the corrected practice is well
instituted. The results of this audit will
be provided to the facility Quality
Assurance Committee for further
direction if necessary. Edycation,

or before 5/31/2014,
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had a bed alarm with the ailarm box attached to
the bed frame mid-way down the length of the ,
bed. The cord from the box hung down touching
the floor, looped on the floor and then extended
back up 1o the bed frame. ' ‘

Failure to ensure the rooms -of residents with
known fall risks are free of debris on the floor
placed residents at risk for potentially tripping
over the cords on the floor which may have led to
a fall andfor injury.

FORM CMS-25687(02-98) Previcus Versions Obsalete : Event D TFFGH Facility 10: WA19700 If continuation shest Page 7 of 7





