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. This report is the resuit of an unannounced
Abbreviated Standard Survey conducted onsite at
Regency at Tacoma Rehab Center on 4/25 &
5/2/2012. A sample of & residents was selected
from a census of 87 resigents, The sampie
inciuded 5 current residents and the record of
1former resident.

The following are complaints investigated as part
of this survey:

#12-04-11089
#12-04-12190

The survey was conducted by

Deonna J. DeVore, RN, MSN

The surveyor is from:

i Depariment of Social and Health Services
Aging and Disability Services Administration
Residential Care Services, District 3, Unit B
1949 S. State Sireet

Tacoma, WA §8405-2850

' Telephone: {253) 883-3800
| Fax: (253) 589-7240
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Any deficiency stafement ending with an asterisk (*) denotes a deficiency which the insfitution may be excused from correc?mg providing it is determined 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 to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program paiticipation.
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by:

Findings include:

child.

| vulnerable aduits.

The faciity must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced

Based on record review and interview, the facility
failed to complete a thorough screening of a
criminal background check for 1 of 6 staff
reviewed for pre-hire screening.

The facility hired a staff with a substantiated
finding of abuse and/or neglect documented on
the criminal background check which according
fo the DSHS Secretary's List of Crimes and
Negative Actions disqualified the staff from
working with vulnerable adults.

Review of a personnel file for Staff A
(environmental staff) revealed a DSHS
substantiated finding of abuse and/or neglect of a

Review of the DSHS Secretary's List of Crimes
and Negative Actions revealed the above
disqualified Staff A from being aliowed to be in a
position {o be left alone with a vuinerable aduit.

 The facility hired Staff A on [ o 2
position that included unsupervised work with

This plan of Correction is being submited in
complianee with specific regulatory
requirements. Neither ite completion nor
contents should be construed as an admission
by this provider of the validity of any findings
or citations contained herein.

Immediate action for cited Residents

Staff A was immediately suspended pending
investigation into background check.

it was found that the negative action was
substantiated and staif A was terminated.

Regidents in Similar Situations

Background checks for employees were
audited for negative actions/findings.

Svystem Measures

Administrater was educated on where (o find
DSHS negative actions/findings on the state
criminal background check forms.

On Going Compliance

Administrator will continue to review
employee criminal background checks with
negative actions/findings.

To Ensure Compliance

Administrator or Designee :
!
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Continued From page 2 ¢
Interview with Staff C (personne! staff) on 4/25/12

: at 2:00 p.m. revealed she forwarded Staff A's

criminal background check to the administrater
per protocol because there were findings and/or
convictions listed for review. |

Interview with Staff B (administrator) on 4/25/12 |
i at 12:20 p.m. confirmed the above. Staff Awas |

hired on *and continued to work in the
| faciiity. Sta '
- and suitability review; however, he did not notice |

stated he completed a character

the DSHS finding of abuse and/or neglect.
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