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{ This report is the result of an unannounced

. Abbreviated Survey conducted at Careage of

- Whidbey on 09/05/13 and 09/06/13. A sample of
i 5 residents was selected from a census of 98,

' The sample included 5 current residents.

| The following complainants were nvestigated as
' part of this survey:

| 2862999 |
2868922 i

The survey was conducted by:

| R ’

The surveyor was from:

Department of Social and Health Services
Aging and Long Term Suppart Administration
Residental Care Services, Region 3, Unit B
3808 172nd Street NE, Suite 100

Arlington, WA 98223

Telephone: (360) 651-6850 |
| FAX: (360) 651-6940

'Res%inzim 5&{63871{%5 / bae—/ / /% k

& OR PROAIDE RISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE
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i asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safequards provide sdfficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of surtey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foliowing 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=0 1 INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The facility must not empioy individuals who have |
been found guilty of abusing, neglecting, or :

! mistreating residents by a court of law; or have |
‘ 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 iaw 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 {0 the administrator of the facility and

to other officials in accordance with State law :
 through established procedures (inciuding 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
tinvestigation is in progress.
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- This REQUIREMENT is not met as evidenced
- by: J

i Based on interview and record review, the facility ';
failed fo conduct thorough investigations of 2 of 5
i sampled incident investigations of allegations of 1
‘abuse/neglect. Failure to follow their process and :
conduct complete investigations placed residents
i at risk of abuse/neglect,

Findings include:

i 1. Resident 5 was admiitted in 2013
with diagnoses including
B Ciscase and history of a that
resulted in
most recent Minimum Data Set (MDS)
assessment, dated 08/14/13, identified he could
. Speak clearly and usually understood simple

| conversation. He required a one person assist '
. for transfer, ambulation and toileting. On |
08/04/13 &t 7:25 p.m., Staff A entered his room io |
administer scheduled medications. Resident5
-was in his bathroom, seated on the toilet. Staff A |
exited the room and returned approximately 5
mirutes later. Staff A found Resident 5 sitting on |
. the floor of the bathroom next to the toilet. Staff B
entered and assessed Resident 5; no apparent \
injuries were identified at that time. Staff B asked

. His

Resident 5 if he had difficulty getting up from the

toilet. Resident 5 replied "yes." Staff B noted thel
toilet riser was not present and knew it should be _ a
- present for Resident 5 at all times. :

Review of the facility investigation revealed no

| interviews with other staff to determine whether ‘
' they knew the toilet riser should be present and/or

whether one of them might have removed it. |
There was no evidence of interview or written _ |
statement from Resident 5's roommate to b i ‘
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The facility will ensure that

\ determine whether he knew of the location of the
assistive devices are on re51dcrts

toilet riser. There was evidence of plan to

prevent future reoccurrence for this resident or care plan as interventions. The |
any other residents who used toilet risers. The devices will be care planned !
facility conciuded no abuse or neglect. when initiated for use with . i

Resident had care plan updated by
On 09/06/13 at 12:30 p.m., the Director of MDS nurse on 8/9/13 did include
Nursing Services (DNS) reported she did not the use of toilet riser

know the status of the care plan interventions for »
Resident 5 when the incident occurred. She |
couid not determine whther his care plan was '

followed when the incident occurred. She had no | 5/25/13
information whether the roommate and other staff | The facility has revised the .-

were interviewed or what they might have said. | current incident report form to

She had no additional information how the include "Obtain interview/witness

 conclusion was determined. ; tatements from any staff member,

) _ . o family member, resident or visitor
1 2. Resident 1 was admitted |n- 2013 with | that may have any information about

\d|agnoses nC]Udm%ih(;gTz'ﬁ /ﬁraenndtere q the incident™. This form has been
her room and demanded Resident 1 write and 3 'zl“iliézted and is now currently

| sign a check to this visitor. The visitor obtained

| the resident's checkbook without permission.
- Resident 1 was not feeling well and was unable to]
! accurately write a check or sign her name. The

- visitor left the checkbook in th eroom and exited

¢ the building. Afriend of Resident 1 was present

| when this incident occurred and notified staff.

|

Review of the clinical record of Resident 1
revealed staff documented they posted signage
outside Resident 1's room for afi visitors to check
with nursing prior to entering her room. There
was no listing in the resident’s care plan of any
concern for financial safety with a goal and
interventions for the resident.

H

; On 09/05/13 at 1:50 p.m., Resident 1 reported the | |
visitor had entered her cabin without authorization | "
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tand taken her checkbook, brought it to this

| building and demanded money from her.

Resident 1 did not recall the details as she had
been confused when the incident occurred. She

did not know the current location of her

checkbook.

Af 210 p.m., this investigator observed two

at the nursing station.
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women enter Resident 1's room without checking :




