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s8aD | INVESTIGATE/REPORT INVESTIGATE/REPORT
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The facillty must not em’pioy individuals who have As related to resident #37. The :
been found guilty of abising, naglecting, or Abuse Hotline was called on 10/15/13 i‘
mistreating residents byia court of law; or have and logged within the day. The |
had a finding entered !ngo the State nurse aide Tonasket Police Department (TPD) :
registry concerning abuse, neglsct, mistreatment . ! 10/ p6 / d !
of rasidents or misappropriation of thelf property; was notified on 10/16/13 and a case !
and report any knowledge It has of actions by 2 number was assigned. Thecase |,
court of law against an amployee, which would number was called into the Hotline. |
indicate unfitness for sefvice as a nurse aide or During the phone call to a TPD
other facllity staff to the State nurse alde registry officer, the Director of Nursing i
or licensing authorities. i Services (DNS) explained the A
circumstances of the abuse allegation. J
The facllity must ensure .thaf all alleged violations The conclusion of the investigation of |
!nvolvlng mistreatment, peglect, or abuse, the allegation was no sexual abuse .
including Injuries of unknown source and d. If an allegation of abuse i I
misappropriation of resident proparty are reporiad occurrea. 1 ATCGALION O BOUSC 1S o
immediately to the administrator of the faciitty and magle in the future by any resident,
to other officials in accofdance with State law the staff will inymediately protect the | |
through establlshed procaduras {including to the resident, call the abuse Hotline, and
State survey and certiﬂcatton agency). initiate a comprehensive investigation i
as written and amended in the North g
The faclitly must have a\ildence that ali alleged Valley Extended Care (NVEC) Abuse ||
violations are thoroughly investigated, and must Prevestion Policy.
pravent further potential abuse while ths [
investigation Is in prograss The current Abuse Prevention Policy > }
Tha results of all Investigations must be reported will be amended to increase clarity N
to the administrator or his deslgnated - related to all aspects of sexual abu:f,e o
representative and to other officials in accordance and actions to be taken. (Completion f
with State taw (Including to the State survey and date by December 6, 2013) ¥
cartification agency) within 5 working days of the 1]
incident, and if the alleged violation is verified Inservice training will be provided to ;
appropriate cotrective acﬂan must be taken, all North Valley Extended Care staff |
' by December 6, 2013, related to the ! E
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large brulse while being: asslsted in the bathroom.

Continued From page 7

that caused her to have:a bruised face. She
fuirther stated the resident had made an allsgation
this morning that somegne had come into her
room and thrown the faciiity cat on her face. Staft
#C stated the resident did have about three smail
puncture type wounds on the lower part of har
face,

On 10/18/13 at 11: 3(} a.m., the resident was
seated in her wheelchalr. She had four small
scabbed areas on her (Gwar left cheek area In a
diamond shape, She statad the scabs on her
face ware a result of the cat baing thrown on her
by someona. "When a cat gets thrown, thay try to
grab on" and it clawed har face.

On 10/18/13 at apprex!mately 2:00 p.m,, Steff
#M stated she was going to speak with the
resident's physician abolt possible delusions or
hallucinations versus simp}a confusion. :

The Investigation Report for 04/12/13 revealad
sha had hit her head agasnst the wall causing a

The resident thought the fall was a set-up or
conspiracy to keap her f;um attending meals and
activiifes.

The Investigation Raport for 10/16/13 reveaied
the resident raported that during the night
somaons threw the cat at her face. The resident
stated she had never segn "so many maan
people” in one place. Staff asked the resident
how she thought she had gotten the scratches
and she sald the girls around hert telf her she "ls
baautiful and that makes others mad:" other
ladiss ware jealous of her. The resldent also
stated that one of the ladles wag coming info her
room at night, drugging her and hurting her when
she was out 20 no one would hear her scream.
She then woke up with an Injury she couldn't
explain and no one would think then she was

baautlful. She sald it had happened before when -
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someons hurt her knee so she couldn't stand.
Physician documentation dated 01/09/13
noted she was admlttad to the nursing home

knse raplacements. Th? report revesled she had
"had nerves" and aiwaygs had bean a worriar,
Furthar, the residant was concerned about her
son undergoing treatment for a brain tumor.

The 06/23/13 comprehsnsive guartetiy
assessment noted she was remaining at
psychosoclal baseline - has not been displaying
overt signs of anxlely distress with roommates
passing. She remalned alert and orientad, with
minimal deprassion.

The social sarvice notes idantified the
Incidents listed above but did not addrass and/or
svaluate potentisl deiusions hallucinations,
paranoia that was expressed,

The current care plan did not address the
neead for medically relatad social servicas to
assist the resident in maintaining or improving her
psychosaclal and emofionat needs,

The facility falied to identify and seek ways to
spacifically support the resident's individual needs
thaf wouid assist staff to understand why she was
acting as she did. The resident's mental state
was not regponded to by soclal sarvices
interventions,

483.20(d), 483.20{k)}(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the res,;ults of the assessmient
to davalop, raview and revise the resldent's
comprehengive pian of care,

The facllity must devetop-a comprehensive care
pian for each resident that includes measurable
objectives and timetabiss to meet a resident's

approximately six years ago afier having bilateral |

F 280

483.20(d), 483.20(k)(1) DEVELOP

F278) COMPREHENSIVE CARE PLANS

NVEC will correct the deficiency by

for resident #7 and each resident at
NVEC, A new Passive Range of
Motion (PROM) Restorative Program
was written and implemented for

developing a comprehensive care plan
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her left arm bant at the slbow against her chest l
and har hand wag In a flst. She did not have a . ';1'
aplint in place, 3 ]

On 10/17/13 at 10:1§ a.m., the residsnt was :
observed tilted back in her wheelchalr In the hafl |
way without her spiint in.place. . ‘

Similar observations were made on 10/18/13 i
at 10:00 e.m. and 10/21/13 at 10:25 a.m.

Per review of the restorative flow sheats, the
resident did not receive any range of motion ;
sarvices for the month of October. The rasident _ '
raceived It four times for-the month of September g
and five times for the month of August. |
| On10/8/13 at 11:20:a.m., Staff #L |

(Rastorative Aide) stated he was getting pullad to |
work the floor a lot lataly-so he was not able to do
the restorative program consistently for the
resident. g
- The facility did not epsure the resident
recelved range of motion services and splint
placemant which placed the resident at risk for
discomfort and worsening contracturas.
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