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F 000 | INITIAL CGMMENTS F Co0
This report is the result of an unannounced
Abbreviated Survey conducted at Seatltie Medical
and Rehabilitation Post Acute Care o
DBIOTIZ0A2. Asample of 3 residents was
selected from a cnesus of 86, The sample
included 3 curentresidents.
The following were compliants investigated as
part of this survey: , pISci.. e
PREPARATION ANL:0), ¢ “xun OF THie BLAN
2844068 OF CORRECTION [ ?:> NETITTE THE
L o
_ PROVIDER'S ADM;< : Ay 8 M? ﬂ“ ITH
The survey was conducted by: THE FACTS ALLEGr:+ - @m Gt FORTH
: _ IN THE STATEMEN: ¢ o5 - AN OF
B < o CORRECTION I8 P7 SUTED
‘ SOLELY BECAUSE 17 oo RV
SIONS OF FEDEFRAL s ¥, :
The survey team is from:
Department of Soclal and Health Services
Aging and Long-Term Support Administration
Residential Care Services District 2, Unit D
20425 72nd Avenue South, Suite 400
Kent, Washinglon 98032-2388
Telephone: (253} 234-6000
Fax: (253) 265-5071 :
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[P0 o s 0
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Any deficiency slaternent enzing with an a%i flsic *) cenotes a deficiency which the institution may be excused from correctmg pioviding i is detenmneé that
other safeguards provide sullicient projection {o lhe pallents. (See insfructions.) Except for nursing hemes, the findings stated above are disclosable 80 days
foliowing the date of survay whethar or nol a phan of correction is provided, For nursing homes, the above findings and plans of correclion are disclosable 14
days following the date these documents are mads avallable to the facility, If deficiencles are cited, an approved plan of correction is regmsita o ct‘mlmued
program participation, m
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F 226 483.43(c)(1)tii)- (i), (c){2) - (4) F 225
s6=0 | INVESTIGATE IEPORT "

. and report a'm‘y
Lcourt of law eg=mst an employee, which would
| indicate uniitne:s
“ other facility ¢
" or licensing aiwt

ALLEGATION

 The facility ﬂ_ﬂ
. violations
- prevent further potential abuse while the
: mvestma‘uon s

to the admir:
repiesen t‘-atlv

: Leﬁlf!Cd;iO"l ‘
: mcnderﬁ and'if

JEANDIVIDUALS

: The faciity must not employ individuals who have
- been found guilly of abusing, neglecting, or
- eigtreniing resivents by a court of law; or have

had a finding ertered infe the State nurse aide
registry conce nrmg abuse, neglect, mistreatment
of residents of i isappropriation of their property,
yowietge it has of actions by &

for service as a nurse aide or
i to the State nurse a:de registry
arities,

" The facility musi ensure that all alleged violations

L involving mistraatment, negiect, or abuse, :
Cincluding injuries of unknown source and

- misapproprizic
Himmediately to ;)
to ather officialc

i1 of resident property are reported :

1e administrator of the facility and

¢ In.accordance with Stale law

through estanlivned procedurss (including to the
State survey @ aw cemf'c,atlon agency).

‘have ‘avidence that afl alieged

s are thoroughly investigated, and must

1 progress.

investigations must be reported
for or hig deo:qrﬂtéd

W to other officials in accordance
icluding to the State survey and
ey} within & works ng days of the
e alleged violation is verified
wotive actlon must be taken.

The TE‘:UQ[': c. ;

with Stale Ia}a

F 225 INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

Plan of Correction

1. Resident #1 Adull Protective
" Services report has been

R

Cinvestigated as an cllegation of

misappropriation, called info th

e

DSHS Hotline and placed on the

Incident Log

2. Incident Log has been
reviewed o ensure that .
investigations/referrals have be
compieted and iogged
according fo policy and
reguiations.

SToff will continue to follow Policy

en

and regulations for any alleged

misappropriation. Adult
Protective Services referrais will
freated as dilegations of
misappropriation

Staff have been educated on

facility policy and regulations for

investigating/Reporting

Allegations and will continue io
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F 225 Continued From page 2

~This REQUIREMENT is not met as evidenced

: by:

' Based on intervews and record review the

- facility failed to cnsure aifegations of

: explo:tu.zon/fmaﬁ ppropriation of funds were

"f‘?dgo\,t* and reporied to apprc}hr'aie ertities,
Cincliding the Sizte survey agency in accordance
| with 42. CFR 483.13{c}(2) & (4) . This affected 1
of 3'resident '(R" sident #1) reviewad for trust

“accounts. Faiiurz to follow State and Federal
reporting protedures has the poteritial for further
gxploitation and diminished guality of iife of the
residents.

Finding incluges bt ot limited to:

“ The State prociziure eutlined in The Nursing

' Home Guidelines AKA "The Purple Beok” fifth

_edition, .mdel rE porting guidelines (Appendix D}

- directs a facility:'o report all

" misappropriation/exploitation incidents io the

" DBHS hotling and log the incident in the facility
OSHS Log within five days.

RESIDENT #1™

idert #1 was admitied to the facility on
2013 for Care needs related 10

. ' gg‘;t-

: Record review 'w 08572013 af 08:15 a.m.

revealed Discherge Summary dated [JIIE2013
noted res ident .,‘,Jpropnate for lohg-term care.
The physician drders dated 07/25/2013 noted
skiiled nursing Tacility services required.

An interview Wish Staff B, the Business Manager,

F 225r§eceive education annually and

as needed. Sk
Gy

4. Incident Log will be randomly
audited monthly by Executive
Director and 2r. Director of Nursing
to ensure that centerisin
compliance.

- Quality Assurance Committee wil
-~ ensure complionce.
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F 225 Continued From page 3 .
| on 08/07/2013 £t 10:15 a.m. revealed the facility
. became concerriad for the resident when the
'financial statemznts received from the family on
I 06/24/13 shower! questionable withdrawals from
the resident's bunk account. Staff B stated the
farnily woiced frustration of the loes of funds in the
“resident's bank account when the taciiity became
the resident's designated payee. Staff B stated
' repeated atteniits to contact the family were
: - made. Staff B siated the lack of response from -
_the family by rmidt-July prompted her to report
alleged misaprropriation of funds fo Adulf
Protective Services(APS).

Record review f the Incident Log of the faciity
. from June to the day of investigation-had no
record of the alizged misappropriation of funds.

CAE11:25 am. Saff A confirmed the facility notified

- APS because oi-alleged misappropriation of ‘
resident funds by family members who had

- managed the resident's finances and resided in

. resident's home. Staff A stated the facility did not

' call the DSHS hatline regarding this incident of

alleged misapp: apriation of funds.

/.

FORM CMS-2567(02-99) Previous ‘\fs:'.j_.iions Obsolate Everd 1D WVFBT1

facility 1D WABG900

If continuatioh shaet Page 4 o0f4




