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. This report Is the result of an unanngunced :
. Abbreviated Complaint Survey conducted at Leon ¢
» Sullivan Health Care on 9/3/M4 and 9/414. A _
sample of 3 current residents from a total census
of 145 was selected for review. '

The survey was conducted by:
- Katherine Ander, MN, RN, Complaint Investigator

‘_ Complaints investigated include:
#3037315

. The survey team is from:

- Department of Social and Heaith Services
Aging and Long Tarm Support Administration
Residential Care Services, District 2, Unit D
20425 72nd Avenue South, Suite 400

- Kent, Washington 98032-2388

' Telephone: (253)234-6000
Fax: {253)395-5071
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ny deficiency statement ending with an asterisk (*) denotes a deficiency which the Instituion may be excused from correcting providing it is determinedthat |
her safeguiards provide sufficiant protection lo the patients. (See instructions.) Except for nursing homes, the flndings stated abovas are disclosable 90 days
llowing the date of survey whether or not a plan of correction is provided. For nursing homes, the abiove findings and plans of correction are disclosable 14
1ys followang the date these documenls are made available 1o the facility. If deficiencies are cited, an approved plan of carraction is requisite to continued
‘ogram participation.
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F 226 | 483.13(c) DEVELOP/IMPLMENT | F 226
§5=D : ABUSE/NEGLECT, ETC POLICIES i ;
‘ F226- Develop and implement
Thie facﬂitydmust dgvekopﬂ?ntd imﬁ!gfpent written ! written po“cies and procedures
policies and procedures that prohibi 5 e
mistreatment, neglect, and abuse of residents that profibit mistreatment, negiect,
and misappropriation of resident property. and abuse of residents
The facility will ensure policies and
P
i procedures are appropriately
Th's REQU‘REMENT is not met as evidenced devesoped, impiemented, monitored
by: . . . and trends of potential mistreatments, :
Based on observation, interview and record : b lect. mi iation of ‘
' review the facility failed to follow their abuse ‘ abuse, neglect, misappropriation o
| policy and ensure an allegation of rough care and residents’ property addressed
| abuse was immediately reported and thoroughly immediately.
investigated for 1 of 3 sample residents (Resident ) )
#1) from a census of 145. This resulted in the Actions taken in response to the
. potential for abuse to all residents and specifically allegation of verbal and physical ‘

left Resident #1 feeling vulnerable and abused. abuse reported by resident #1

Findings include: {

Suspended the involved NAC-Staff D |

 Facility abuse policy defined abuse to include * Initiated Investigation \
; "roughly handling a resident while providing care " e  Notified hotline and other |
Abuse policy directed that staff who receive a concerned departments ‘

|

complaint of abuse will initiate an incident report. | e Conducted residents and staff

Investigation was to include describing the j

incident, gathering statements, notification, nterviews ;
| reviewing the incident log, summarizing findings * Obtained statements from

and taking action to prevent further incident res.#1,staff B,Cand D
! "reassign, re-frain, discipline, suspend and/or ; 4 ¢ Completed investigation and logged |
- terminate employee as appropriate.” | : the incident %

{ . .
Facility records document Resident #1 was last | ‘ ¢ Ser,wced staffon nat
re-admitted to the facility [ llllwith medically ‘- constitutes abuse/neglect and how
disabiing conditions including anxiety for which | i to deal with residents with
the resident received supportive care. The : ! behavioral issues.
resident's minimum data set (MDS) assessment |
dated 5/24/14 identified the resident had no
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| cognitive impairment, no behaviors impeding care

| "shoved"” a cell phone in the resident's face
i saying "Look at the time, there is no one else

: the incident and grievance logs and resident care
i notes from June-September found no other

: hall to Resident #1. On interview, Siaff D stated

and required set up and supervision for activities
of daily living.

On review, a 9/3/14 grievance report written by
Staff F (social worker) documented Resident #1
lost confidence in an Nursing Assistant
Registered (NAC). Resident #1 asked the NAC
not be assigned to her care. Staff F documented
Resident #1 left a voice message for him that she
remembered the NAR came in the room and

here to help you." The NAC was not identified on
the grievance report.

There was no documentation as to how the
grievance was addressed or resolved. Review of

allegations of abuse or grievance about NAC care
by Resident #1.

Observation 9/3/14 at 4:20 p.m. found Staff D
working evening shift at the opposite end of the

she answered Resident #1's call light last Friday
night when other staff were on break. Staff D
stated she left the room when Resident #1
declined help and denied every yelling, or ‘
throwing things or showing the resident hercell |
phone. Staff D stated she was told not to help
Resident #1 to bed, but was never told not to go
into her room. Staff U said she answered
Resident #1's call light because she likes to be
helpful to residents.

On interview 9/3/14 at 3:38 p.m. Resident #1 said |
she talked to Staff B about it and Staff B said

All employees are potentially affected by
the cited deficiency- F226. Under the

serviced on:

e [dentifying, investigating and
reporting of actual or petential
abuses involving residents.

& Abuse prevention

® On what constitutes grievance and
abuse

are mandated reporters.

e On signs and symptoms of
abuse/neglect.

® Reporting procedures and
established time frame for reporting
aflegations of abuse, neglect and
mistreatment of residents.
Responsible: Social Service Director
and SDC.

deficiency doesn’t reoccur.
e Eachincident and trends will be
evaluated at the standup meetings.
e  The DON will audit all incidents
every week and report findings to
the RCM- IDT
e  Trends wiii also be evaluated at the
! monthly CQl

direction of the DON, all staff wiil be re- in-

¢ Mandatory reporting —All employees

. Measure put in place to ensure that similar
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Staff D "should have known" to not go into the

resident's room. Resident #1 stated since the

last incident she had trouble sleeping and was
very upset her request to not receive care from
Staff D was not met.

On interview 9/3/14 at 5:25 p.m, Staff B stated a
month ago Resident #1 told him she did not want
Staff D to be her NAC because Staff D was "too
rough" and did not follow the resident’s care
directions. Staff B stated he did not write down or
inifiate an nvestigation report regarding Resident
#1's allegation of rough care. Staff B said he
verbally repcrted nurse-nurse to Staff A to not
have Staff D provide care to Resident #1. Staff B
stated he instructed Staff D specifically not to
help Resident #1. Staff B stated he saw Resident
#1's concerns as a grievance rather than a report 5
of abuse. | |

On interview 9/3/14 at 5:50 p.m. Staff A stated
she was told some time age that Resident #1 did
not like the way an NAC talked to her. StaffA
said she spoke {o the NAC {Staff E) who had the
same first name as Staff D. Staff Astated a
resident report of "rough” care could mean a way
of speaking, or physical, or a cultural/language
barrier. Staff A stated a report of rough care
should be treated as a grievance. Staff A
acknowledged there was no grievance filed or
documentation in the resident record about
Resident #1's concerns for an NAC. Staff A
acknowledged she misunderstood which NAC
was identified by Resident #1 in the initial report
about care.

According to Staff A, the previous day {9/2/14)
she heard that Resident #1 did not want Staff D
to provide care, Siaff A stated she told the social
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worker to start the grievance process. Staff A
stated she did net read the resident's statement
untit 1/2 hour prior to handing it io the complaint
investigator. Staff A acknowledged Resident #1's
statement read as abuse and directed Staff D to
leave the facility immediately pending
investigation.
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