DEPARTMENT OF HEALTH AND HUM~N SERVICES

CENTERS FOR MEDICARE &

MEDICAID SERVICES

PRINTED: 09/02/2014
FORM APPROVED
OMB NG. 0938-0391

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
505435 8. WING 08/22/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY. STATE, ZIP CODE
TACOMA LUTHERAN HOME 1301 N HIGHLANDS PARKWAY
TACOMA, WA 88406
X4) 1o SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000

This report is the result of an unannounced
Abbreviated Standard Survey conducted onsite at
Tacoma Lutheran Home on 8/8/14 and 8/22/14.
A sample of 18 residents was selected from a
census of 150. The sample included 13 current
residents and the records of 5 past or discharged
residents.

The foilowing are complaints investigated as part
of this survey: I
#3021030
#3022353
#3027920
#3021808

The survey was conducted by

Marilyn Ferguson-Woif, MA, RD, CD
Mike Anbesse, MS, RN
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 A

P.O. Box 45819

MS: N27-24

Olympia, WA 98504-5819

Telephone: {253) 883-3800
Fax: (253) 589-7240
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Any deficiency statement ending with. as erasﬁ denotes a deficiency which the institution may be excused from correcting providing itis de{ermm{ad that
other safeguards provide sufficient protéction to the pafients. (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
days foliowing the date these documents are made avallable to the facility, if deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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aide should have been with her and wasn't. The
resident leaned forward and slide ocut of the
chair."

Former Resident #3

Resident #3 had lived in the facility for the pasi 5
months and most recently received Hospice
Services{care needs when someone is not
expected to live more than 6 months). The
comprehensive assessment dated 6/17/14
reveled the resident had complex medical
conditions including cancer, diabetes, cerebral
vascular accident and osteoporosis. The
assessment indicated the resident required iotal
assistance of 2 staff members when she was
transferred from bed to chair or vice versa and
that the resident rarely/never understood. The

: resident recently expired at the facitity.

On 7/2/14, the resident was being transferred
back to her bed by the use a sit-to-stand (a
device in which the resident grabs unto grips and
is assisted o stand and then transferred) device.
One staff member was assisting the resident,
rather than the care planned need for two staff
members and the resident put her hands through
the sling straps. After the fransfer was completed,
the staff member saw blood on the resident’s
hand. It was discovered the resident had 3 skin
: tears to her right hand. The Facility Resident
! Incident Report of 7/2/14 reported the aide did not
' follow the care directives to have 2 staff members
assist with transfers,

Resident #4

Resident #4 had lived at the facility for a number
of years. The most recent comprehensive ;
assessment of 5/15/14 indicated the resident had |
| complex medical conditions inciuding dementia,
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anxiety and psychotic disorder. The assessment
noted the resident was severely cognitively
"impaired and was not steady on her feet during
transitions from sitting to standing. The 5/22/14
care plan instructed one siaff to use the sit to

- stand lift when transferring the resident. The
resident's fall risk assessment indicated a
significant risk for falls and stated "Do not teave
unattended in bathroom.”

The Facility Resident incident Report of 7/9/14
reported the resident was found yelling from her
bathroom, sitting on the toilet and in the sit to
stand lift. The aide reported he left the resident in -
the bathroom unattended. :

!

FORM CMS-2567(02-29) Previous Versions QObsolete Event 10 HXOM11 Facility 1D: WA19700 If continuation sheet Page 6of6





