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This report 1s the result of an unannouncad
Abbroviatad Survay conducted at Everstt Care & o . .
Rehabilitation Centar on 12/30/13, 123115 and This Plan of Correction is
e T S ey propered and submited
S L . . . .
oront e pie Tnaided | required by law. By submitting this
. .Plan of Correction, Everett Care &
Rehabilitation Center does no
Tha following camplaints were investigaied as ac?m"t that ﬂ:‘e deﬂmency listed on
| part of this survey: : this form exist, nor does the Center
2930640, 2020383 and 2617404 4 admit to any statements, findings,
: facts, or conclusions that form the
basis for the alleged deficiency.
The survey was conducied be- _ The Center reserves theé right tg
A - 2SN ' challenge in legal and/or regulatory
‘ - RN, VSN or adminisirative. proceedings the
] deficiency, statements, facts, ard
: : conclusions that form the basis for
the deficiency.”
The survey team Is from:
Dapartment of Boclal & Health Servives
Aging and Long-Term Suppart Administration
Residantial Core Services, District 2, Unit B
3806 172nd St NE Ste 100 '
Arlington, WA 88223-474(
Telephone: {380) 651-8850 L o
Services Date Ff .
F 400 | 483.76 EFFECTIVE F 490
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Any deficlency siatement a‘n ﬁruf{h arraglarisk () denotes 5 deficlency which the Institution may be excused from comecting prviding it s ddtermined ¥l
other safaguards provide sufédient grotectielNg the pallenis, (See instructions.) Except for nuising homes, the findings stated above are dlséivanbie 90 days
foifowing the date of survey wheiher \’ﬁrﬁQﬁ\Ei plan of corraciion s pravidsd, For nursing hiomas, 1he abovs findings andg plars of correction are disclotabie 14
days following the date these documents afghade avallabie to the faclity. ¥ defidencles & oliag, an approved plan of tormection ie regulsiie te continued
program particination, :
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58=F ADMINISTRATION/RESIDENT WELL-BEING

- Adfaciity must be administered in a manner that

: enables it (o use its resources effectively and

- efficiently to atiain or maintain the highast
practicable physical, mental, and psychosoecial
well-peing of each resident.

- This REQUIREMENT s not met as evidenced
by:

Based on interviews and record reviews the
facifity's administration failed to sifsctively andfor
officiently use its resources to attain or malntain
the highest praciicabie well-being of sach
resident. The facility administrator attempted to
conduct an investigation from long distance and
the administrator designee was expected io

: complete the investigative paperwork. The

: administrator designee was not familiar with

: conducting a thorough investigation, Failure to
“ensura staff designated to act in the place of the

- administrator implernented all components of the ..

facility abuse prevention program placed all
residents at potential risk of abuse, neglect ang
- exploitation.

- Findings inciude:

The faciity's policy tiled "Abuse Prohibiiion” with
. an effective date of 7/1/13 states "the
Administrator, or designee, is responsible for

. operationalizing pollcies and procedures that
- prohibit abuse, neglect, .

The faciity adiministrator had designated Staff £,

8 Resident Care Manager, in charge of the faciiy |

in his absence.

;

I 1) Resident #1 investigation was

- updated to include the required
components per facility policy and

' state requirements on 01/03/13 by

: Administrator

1

| Resident #1 was re-assessed on
112/24/13, 12/27/13 and 12/30/13 by |
' Social Services and remains free of |
' psycho-social harm. Resident #1 care |
plan was updated on 1/3/13 by Nurse
; Manager

2) Administrator and Director of
Nurses conducted review on 1/9/14 of
investigations from 12/18/13 — 1/9/14!
Investigations contained required
.components per facility policy and
' state requirements

'3) Education to Acting Director of _
jNurses, Nurse Practice Educator and Unit
' Managers on abuse and neglect
‘investigations and purple book procedures
- was performed by, Administrator and

| Regional Manager of Clinical Operations
jon 1/2/14

%
|
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On 12/24/13, Staff A, & Nursing Assistant (NA)

(are Manager, of what they witnessed.
- write the summary of the investigation.

are also multiple noises that the accuser could

Mechanical lifts. Secondly, resident has baen
known fo "bob™ his upper body, stamming his

Nursing essesament per unit manager also
with a slap noisd in resident's body "

Siaff C returmed to work on 12/25/13,
- Whsupervised,

On 12/30/13 at 9:25 a.m., Staff F, the nursing

on vacation and the administrator was off,

- On 12/30/13 at 3:17 p.m., Staff E and Staff F
were | interviewad regarcﬁmg the investigation.
| Staff E stated Resident 1's investigalion was
- completed on 12/24/13,
- Review of the facility investigation revealed:

and Staff B, NA, heard what they described as & |
“smack” and Resident 1 say, "Ow." Steff C, also
& NA, was standing next to Resident 1 when Staff |
Aand B iocked into the resident's room. Staff A
- and. B immediately informed Staff O, a Resident

The tacility's conclusion 1o the allﬁgat@bﬂ of abuse
~wag "unable 1o rule out abuse and neglect at this
time as event was not withessed, However, thare

. have heard. One being the velcro straps on the

_arms against his bed and wheelchalr repeatedly.

. concluded with no bruiging or redness consistent

educator, stated she was in charge of the facility
while the Director of Mursing Services (DNS) was

.~ There were no written siatements from the 3

|
|
:
i
i
1

t

The administrator conducted interviews with Staff |
' A, B, and C over the phone on 12/24/13. Staff E
- was responsible i docyment the interviews and

1

i
1
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' ‘4) Administrator {o review 5
F 480 ; Continued From page 2 F 490 |

investigations prior to finalization
weekly x 4 weeks then monthly x 2
.months, appropriate education to be
.provided to involved parties with
findings, trends and corrections from
review discussed monthly x 3 months
‘on going

5) Administrator

1/9/14
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“MAs. The faciiity administrator stated he
sinterviewed the NAs over the phone. The

. statermanis were then typed up and signed by the

. NA. The statements were not dated and timed.

. There was no evidence the NAs were interviewed |

seperately.

i~ Staff G had been working with another NA

prior to the alleged incident. The NA pariner wag

_notinterviewed about Staff C's behavior toward

 Resident 1 and other residants,

.~ Thecare plan did not identify the resident
behaviors of "bob his upper body, slamming his 5
arms against his bed and wheelchalr repeatedly,” | i
I this was what Staff Aand B heard, the rezident |

~would have had marks on his arms.

TOn 123113 at 11:20 z.m., Staff F stated Staff E

: wag the person in charge while the administrator |
“and DNS were gone. Staff F stated Staff E "was
- doing wound rounds” when the complaint i
1 investigator entered the facility on 12/30/13. Siaff |
. F "helped get the information” that was i
. requestad. Staff E confirmed he was in charge Qf

- the facHity at this time.

On 1/2/14 at 9:40 a.m., during a phone interview, | !

the administrator was asked who was in charge

of the faciity in his absence. He replisd StaffE. | i

- The adminisirator was asked why his designee

- did not follow the facility's policy regarding abuse

:and neglect, the administrator stated he
recognized he ieft & person in charge of the

- facility with limited experience.
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