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F 000 INITIAL COMMENTS F 000
This report is the resutt of an unannounced
Abbrevigt@d Survey conducted at Selah Care and | ADDENDUM TO PLAN OF CORRECTION
Rehabifitation on May 14, 2014. Asample of 3 o
residents was selected from a census of 33 Submission of the Response and Plan of
residents. The sample included 3 current ? Correction is not a legal admission
residents. ; that a deficiency exists or that this :
Statement of Deficiency was correctly cited,|
and is also not fo be construed as an
The following complaint was investigated as part admission of interest against the facility, the
of this survey: Administrator or any employees, agents or
other individuals who draft or may be
#3007038 discussed in this Response and Plan of
Recoivad Correction. In a(_jdition, preparatiqn and
“fakdma ROE submission of this Plan of Correction does
not constitute an admission or agreement
The survey was conducted by:  HIN 4 ()14 of any kind by the facility of the truth of any |
o facts alleged or the correctness of any
Pam Holt, R.N. conclusions set forth in this allegation by
Refugia Botello, R.N. the survey agency. Accordingly, the Facility
has prepared and submitted this Plan of
Correction solely because of the
i The survey team is from: requirements under state and federal law
- Department of Social & Health Services that mandate submission of a Plan
Aging & Long Term Support Administration of Correction within ten (10) days of the
Residential Care Services, District 1, Unit C survey as a condition {o participate in the
3611 River Road, Suite 200 Title 18 and Title 19 programs. The
Yakima, Washington 98902 submission of the Plan of Correction within
this time frame should in noway be
, considered or construed as agreement with
Telephone (509) 225-2800 ' the allegations of non compliance or
Fax: (508) 574-5597 admissions by the facility.
iy
. Residential Care Services Datgﬁw«mm A
lABORATDRY DiREEJT(}RCS OR PROV!DERJSUPPI:)LER,,B__MRESENTATIVF S-SIGNATURE 7 T’TI E (XG\ DATE /
/P R /’f’ i -

Any defmency statement endmg WLI) an asterlski}:j/denotes a defictency which the institution may be excused from correcting providing it is determlne’é that
other safeguards provide sufficient protection to the patients. (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 14
days following the date these documents are made available io the facility. If deficlencies are cited, an approved plan of correction is requisite fo continued
program participation.
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ALLEGATIONS/INDIVIDUALS

The facility must not employ 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 Siate 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 zide registry
or licensing authorities.

The facitity must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
inctuding 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 (inciuding to the
State survey and certification agency).

The facility must have evidence that all alieged
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
with State law (including to the State survey and
ceriification agency} within 5 working days of the
incident, and i the alleged violation is verified
appropriate corrective action must be taken.
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1. The facility’s procedure for
hiring of staff is the background
check must be back and
acceptable according fo
Nursing Home guidelines. We
offer a position contingent on 3
clean background check
received to applicants.
Administrator and DNS will
monitor for compliance.

2. Interventions - Statf involved
on Aprii 30, 2014 have been
contacted and requested fo
return a statement to the DNS
for this investigation. The DNS
will also tatk with laundry staff
as well {o see if they saw the
pants or the money. SS

Director Carol Briggs went
through the building talking wit
residents to see if any others
had issues. Rehab director to
assure all incidents of other
natures are investigated and
intervention placed. 58
Director has created a form to
follow any incidents that requir
her to investigate such as
reported missing dems of
missing money. Nursing and

=
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s the facility. The facility failed to investigate the

Continued From page 3

pants and taken {o the laundry. He stated he told
the business office and several staff but they
never did anything to give his back my meney. "l
want my money."

Buring the interview on 05/14/14 at approximately
3:45 p.m., Staff Member B, a licensed Nurse
Manager, stated she did not investigate the
allegation of the resident's missing one hundred
doilars. Her concern was the resident slapping
the nursing assistant and did not follow through
on investigating the missing money.

According to Staff Member C, the 33D, (Social
Services Director), she stated she was aware of
the allegation that the resident claimed he was
missing one hundred dollars from his sweat
pants. The resident had a shower that morning
and his pants were taken {o the laundry. He
woutd not let staff search his room and there was
no search of the faundry room. There was no
further investigation.

Even though the facility was aware of the
resident's allegation of missing money as the
resident had informed several staff members in

allegation of the missing money in a timely and
through manner and did not report to the
appropriate officials in accordance with State
survey and ceriification agency.

F 225
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