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This report is the result of an unannounced This Plan of Correction constitutes this
Abbreviated Survey conducted at Island Health facility’s written allegation of
and Rehabilitation Center on May 14, 2013. A compliance for the deficiencies cited.
sample of 3 current residents and 1 former This submission of this plan of
resident was selected from a census of 51. correction is not an admission of or

agreement with the deficiencies or
conclusions contained in the

The following complaints were investigated. Department’s inspection report.
2798583
2802492
2802426

The survey was conducted by:
Ouimmnmbimiie. R.N., B.S.N., Complaint
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Department of Social & Health Services
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Aging and Long-Term Support
Administration/ALTSA

Division of Residential Care Services
P.O. Box 45819

Olympia, WA 98504-5819
Telephone: 360-664-8432

Fax: 360-664-8451

IO e 5707113

Residential Care Services
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Any deficiency statement ending\Wit/h an astéisk (*) 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 80 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. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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ss=D | INVESTIGATE/REPORT ;
ALLEGATIONS/INDIVIDUALS 5/25/’ 3
The facility must not employ individuals who have F-225 (D)
been found guilty of abusing, neglecting, or , .
mistreating residents by a court of law; or have L How the nursing home will

| with State law (including to the State survey and

had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
or licensing authorities.

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures (including to the
State survey and certification agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress.

The results of all investigations must be reported
to the administrator or his designated
representative and to other officials in accordance

certification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

correct the deficiency as it relates to
the resident:

Residents 1 and 2 no longer reside at
the facility. Resident # 1discharged
home with physician orders and
resident # 2 transferred to another
skilled nursing facility. Both
allegations have been investigated and
reported to the state hotline per state
and federal regulations.

IL How the nursing home will
act to protect residents in similar
i situations:

The facility interviewed current
residents, or resident’s legal
representative where applicable, to
discover if they had concerns. The
facility followed up appropriately with
investigation and state notification per
state and federal regulation for
reportable findings.
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This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and document
review the facility failed to ensure an allegation of
neglect and/or abuse was immediately reported
to state survey agency in accordance with 42CFR
483.13 (c)(i)iii)(2)(3)(4) and failed to have
evidence the allegation of neglect and/or abuse
was thoroughly investigated to protect residents
from further potential neglect while the
investigation was in process for 2 of 4 (Resident
#1 & Former Resident #2) residents reviewed for
neglect and abuse. This failure placed the
residents at risk for continued potential neglect
and/or abuse.

Interviews took place '5/1 4/2013 unless otherwise
noted

Findings include:

Resident #1 had diagnoses to include G
with i . Resident #1 had increased
sgiisstiny and G and had medication
changes. Resident #1 required assistance with
her activities of daily living.

According to facility investigation completed
5/1/13 Resident #1 was provided toileting
assistance by four staff members. Resident #1
was screaming the entire time. After the toileting
was completed Resident #1 was taken to the
community room and was quiet for a while. She
came out of the community room and pointed at
three employees in the nurses' station and said,
"You raped me." Two of the three employees had
been involved in the early toileting of the resident.

IV,

1. Measures the nursing home
will take or the systems it will alter to
ensure that the problem does not recur:

Supervisors and line-staff have been
re-educated regarding reporting
guidelines, the need to immediatly
report allegations of neglect and/or
abuse to the state, the requirment to
investigate allegations at the time of
discovery, to protect the resident/s, and
to document the allegation as well as
the facility investigation and actions
taken.

How the nursing home plans
to monitor its performance to make
sure that solutions are sustained:

' Facility actions in relation to resident

concerns of neglect and/or abuse will
be reviewed weekly during morning
manager meeting to ensure that
apporpriate steps were taken by the

 staff at the time of the allegation.

Findings will also be reviewed during
the next three scheduled QA meetings
to ensure that ongoing compliance is

. sustained.
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During the facility investigation it was noted staff
did not report the allegation of rape to the state
agency because they knew it had not occurred
since there were multiple witnesses to the
toileting process. The Director of Nursing
Services (DNS) then reported it to the state
agency.

V. Dates when corrective action
will be completed: May 23, 2013

VI The title of the person/s
responsible to ensure correction:

Administrator, Director of Nursing,

According the writt the Administrator, . - .
ccording the written report by the Administrato Educational Training Director

staff were educated about reporting and
notification requirements even if incident was
unsubstantiated.

Former Resident #2 was admitted to the facility
@ 13 with diagnoses to include QP and

. She was assessed by the
facility as being alert and oriented with confusion
at times.

Review of the medical record indicated
allegations of neglect were made, "...was not
receiving care she needed highlighting that her
foot was worse." "...nothing had been done right."
"...accusations that we are not doing our job ..." "
it's been a month and you still don't know what's
wrong with (Resident #2), you are doing nothing."

The documentation indicated staff tried to inform
Resident #2 that her foot was better and things
were being done for the resident.

Resident #2 was transferred out of the facility on
@ 13 by the family to another skilled nursing
facility.

' There was no investigation or report made of the

\
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allegations.

In an interview with Social Service Director, she

stated Resident #2's friend was upset because of
a missing purse, which was later found, and when

she and the Director of Nurses spoke to him
things snow balled. She did not recognize the
statements as allegations of neglect at the time
because the issues were addressed and were
unfounded.

In an interview with Licensed Nurse (A) she said
the allegations were unfounded and were dealt
with at the time and thus did not need to be
reported.

In a telephone interview with Director of Nurses
on 5/15/13 she said she felt the issues did not
have credence and so had not reported them.
She also said, "In hindsight | should have
reported it." She admitted she probably needed
some more education regarding reporting
guidelines.
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