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F 000 | INITIAL COMMENTS FOO0|  .rvamere Skilled Nursing of Tacoma's
Plan of Corraction shall stand as a writlen
This report is the result of an unannounced credible assertion of substantial
Abbreviated Standard Survey conducted onsite at ‘com;_)isance with thg Fedaral _and State
Avamere Skilled Nursing of Tacoma on 9/10/13 & requirements for skilled nursm% _facm’ues
9/11/13. The sample included 5 residents, 5 g art;gg;t;ng; ;h; ;: ;_i;r;l ?ﬂe r::q;e,cr
current staff members, and 2 former staff P preg '

members. Facility census was 64. “Please note that nothing set forth In this

document or any other communication in

1
!
The following are complaints investigated as part writing or otherwise (including, but not !;
of this survey: limited to any accompanying exhibits) is to |
: ’ be or should be construed to be and !
#2866472 adrission by Avamere Skilled Nursing of !
#2847063 Tacoma, of the validity of accuracy of any |
H2BBI080 ' of the deficiencies cited by the
#2866800 SURVEYING ENTITY relative to the
#2861861 survey, cerfification and enforcement effort

: gt issue, Further, please note that any and
ali documents fransmitied or otherwise
provided by Avamere Skilled Nursing of

The survey was conducted by: ‘ Tacoma in relation to this Plan of
Correction, as well as any and ail other
_ RN, BSN communicatsions in writing or otherwise by
: or o behalf of Avamere Skilled Nursing of
The surveyor is from: . Tacoma are and shall be construed {o be
WITHOUT PREJUDICE 1o the rights, ]
Department of Social and Health Services g&?@%’eﬁégﬁg;%?o”;? ;:tf i’;‘:‘;ag:‘%:,ir 5
ggmg andf l}fng;Te?ﬁ[Séjpposrt Adlmlntstratlm -inequity, ail of which are not waived and all
fvision ol Residential Lare Services : of which are reserved and retained by, and
District 3, Unit B

for and on behalf of Avamere Skillet!

P.O. Box 45819 | Nursing of Tacoma.

MS: N27-24 ,
Olympia, WA 98504-5819

Telephone: {253) 983-3800
Fax: (253) 589-7240

T 9/1e/3

Residential Care Services Date

LABORATORY BIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {%6) DATE

T s

= LN TR ST A 7, G -or-/2

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the Instfuiton may be excused from correcting providing it is determined that
other safeguards provide sufficient protection o the pabients. (See Instructions.) Except for nursing homes, the findings stated above are disclosabie 90 days
fellowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction ara disclosable 14

days following the date these documents are made available o the facility. 1f deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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F 225 483.13(c) 1)), (€)(2) - (4) , - F225 : Q2713
§5=D | INVESTIGATE/REPORT : Fazs
ALLEGATIONS/INDIVIDUALS Corrected:
The facility must not employ individuals who have Resident #1 and #2 Accident and lavestigation

been found guilty of abusing, neglecting, or

mistreating residents by a court of law; or have
hat! a finding entered into the State nurse alde Check compieted end in persennell ity
registry concerning abuse, neglect, mistreatment ‘
of residents or misappropriation of their property;

Are completed. Staff involved have 3 background

Al saff have colpleted Sackground check

and report any knowledge it has of actions by a Requests on fils.

court of law against an employee, which would

indicate unfitness for service as a nurse aide or Staff have been educated on the procedure refated to abuse
other facility staff to the State nurse aide registry Aligations and investigations

ot licensing authorities.
DNSto verify investigations have heen compieted
The facility must ensure that all alleged violations :
involving mistreatment, neglect, or abuse, _
inctuding injuries of unknown source and Administrater o ensuré complience
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 {including to the
State survey and certification agency).

Thoroughiy,

The facility must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is In progress.

The results of all investigations must be reported
fo 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 if the alleged viclation is verified
appropriate corrective action must be laken.
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This REQUIREMENT. is not met as evidenced
by:

Based on observation, interview and record
review it was determined that the facility failed to
thoroughly investigate 2 of 5 Sample Residents
{i#'s 1 & 2} aliegations of abuse/neglect.
Additionally, The facility allowed Staff C to
continue working unsupervised during an
investigation 1o rule out abuse and/or neglect.
These faitures placed residents at risk for
continued abuse andfor mistreatment.

Findings include:

RESIDENT #1

Observations on $/10/13 at 11:30 a.m. revealed
Resident #1 was able to use her sceoter for
iocomotion arcund the {acility but would ask for
staff assistance # she needed to be transferred in
or out of her scooter.

Review of the facility incident log revealed
Resident #1 had reported an allegation involving
Staff C on 7/10M13. Resident #1 had reported
Siaff C was assisting her out of bed and told her
to get up or they would leave her in bed all day.

Review of the facility invesfigation revealed there
was rio documentation to evidence the
investigator reviewed background checks on the
facility staff involved.

Buring an interview on 9/11/13 at 8:50 a.m. Staff
B confirmed when she does an incident
investigation that involves abuse and/or neglect
she reviews the employee's personnel file,
including the background investigation. Staff B
then confirmed she did not review Staff C's
background check with this incident investigation.
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Failure to thoroughly review the employee's
personnel record resulted in Staff C who had not
been cleared {o work unsupervised being allowed
fo continue working with residents.

RESIDENT #2

Observations on 9/10/13 at 12:00 p.m. revealed
Resident #2 frequently asked staff for assistance
with locomotion in her wheelchair but was able to
mave the chair by herself.

During an interview on 9/10.13 at 11:45 a.m.
Resident #2 reported she had an incident with
Staff C and it had been resolved. Resident #2
reported Staff C no longer worked there, and she
was happy about that, however she was still
afraid to be at the facility.

Review of the facility's incident log revealed an
allegation of Abuse was reported by Resident #2
on 8/21/13. Review of the incident revealed
Resident #2 was aftempting to get out of bed and
Staff C had put her legs back on her bed and told
her she could not get out of bed. Resident #2
reported he held her legs down so hard she
thought they would break.

Further review of the incident investigation
revealed & written statermeént by Staff C in which
he reported during the night on 8/21/13 Resident
#2 had requested to get out of bed and into her
wheelchair. Staff C had told Resident #2 not to
get out of her bed. The statement indicated
Resident #2 was moving her legs out of the bed
trying to get up and he had to reposition her legs
at least 5 times. Staff C wrote he went and got
his medication cart and put it in front of Resident
#2's door to ensure she did not get out of the
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+and identify Staff C had never been cleared to

Continued From page 4
raom,

During an interview of 9/10/13 11:30 a.m. Staff B
reported the incident was not substantiated, and it
was not the reason Staff C had been terminated.
When asked if Resident #2 had the right o get
ouf of bed, even if it meant falling, Staff B
confirmed the resident had a right to get out of
bed. When asked if Staff C cenfined Resident #2
to her room by placing the cart in front of the
door, Staff B reported she thought the staff
member had made a poor decision.

Review of Staff C's personne! file on 9/11/13
revealed the facility had not received a
background clearance.

The facility had completed two investigations that
involved allegations against Staff C of abuse. In
bath investigations the facility had failed to review

wark unsupervised.

STAFF C

Review of an incident titled "Alleged Abuse" dated
82113 at 5:10p.m. revealed on 8/21/13 Resident
#2 reported to staff that at 11:00 p.m. on 8/20/13
Staff C had hurt her when putting her legs back
into her bed and then would not allow her to get
out of bed.

Further review of the investigation revealed
Resident #2's physician was notified on 8/21/13
at 6:52 p.m.

Review of facility staff records revealed Staff C
worked the night shift on 8/21/13, meaning he did
not leave the facility until the morning of 8/22/13.

During an inferview on 9/11/13 at 8:45 a.m. Staff

F 225
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D confirmed Staff C's last shift at the facility was
night shift on 8/21/13.

Further review of the investigation revealed a
statement from Staff C was not received until
8/22/13, meaning the facllity was still conducting
their investigation on 8/22/13.

The facility was made aware of an allegation of
abuse against Staff C on 8/21/13. The facility
allowed Staff C to work with residents on the night
shift on 8/21/13 even though the allegation had
nat yet been confirmed or ruled out. This failure
placed residents at potential risk for further
mistreatment by a staff member.

F 226 483.13{¢) DEVELOP/IMPLMENT F226 r
§5=0 | ABUSE/NEGLECT, ETC POLICIES Cormected: Y 3 7E 3
The facility must develop and implement written Al backgeound checks subrmitted for thoses staff identified
policies and procedures that prohibit C 4
mistreatment, neglect, and abuse of residents Have been recsived. Both staff were gualified o work as per the
and misappropriation of resident property. Séc. List of DSHS {213 version).

Staff responsible for conducting the Initizl

This REQUIREMENT is not met as evidenced Anc angoing Batkground Checks have been

by: Educated regarding the process oand the procedure.
Based on interview and record review it was
determined that the facility failed to implement
their written policies and procedures that prohibit
mistreatment, neglect and abuse of residents for
2 of 7 staff (Siaff C & Staff G) reviewed for Background checks submittad for completition
criminal background inquiries. This failure placed ‘
residents at potential rigk for receiving care from
a staff member with a criminal history. The three (3} months and the results brought 1o the 04

An ongoing list of Initia! background checks and ongoing
Hes been established. This fist will be 2udited

F‘Endings include: Committae for review and futher giscussuton |f necessary

Administrator to ensure complience
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| Review of the facility policy entitled "To prevent,
i investigate, report abuse andfor neglect”

Continued From page 6

revealed the following procedures;

1. all employees of the facility must complete a
criminal background check

b. If the result of the criminal background check
is delayed the supervisor or designee will monitor
the empioyee until the background check is
complete. The facility shall keep a list of
"uncleared employees” solely for the purpose of
moritoring employees unti clearance is received.

STAFF C

Review of Staff C's personnei record revealed
that he/she had been hired on 4/10/13. Further
review of Staff C's personnel file revealed a form
dated 4/10/13 which was to be completed by all
employees which gave authorization for a criminal
background check to be obtained by the faciity.
Al the bottom of the form was a box label ™19,
REQUIRED: YOUR SIGNATURE." The form
had never been signed by Staff C to allow the
facility to inquire a criminat background check.
There was not a criminal background check in
Staff C's-employee file.

During an interview on 9/11/13 at 8:40 a.m. Staff
H confirmed she processes all of the employes
background checks and it typically takes 8
business days te receive background ciearance
once submifted. Staff H also confirmed the
facility had not received a criminal background
check for Staff C since hefshe had been hired in
April 2013, therefore, he was considered
"uncleared.”

Review of the facility's "Criminail Background
Check Uncleared Employee List" which identified
staff members who the facliity had not received

F 226
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Continued From page 7

background clearances for. The list had
instructions which directed that all uncleared
employees must be actively monitored at all times
until cleared, The list defined aclive monitoring
as knowing where the employee was at all times,
what they were doing, monitoring their actions
and being in the same building at all times, no
exceptions.

During an interview on 9/11/13 at 8:45 Staff H
reported monitoring the staff members listed on
the uncleared list meant the facility would manitor
the list in order to ensure the background was
received, Staff H reported the book of uncleared
empioyees was kept in the human resources
oifice and other staff did not have access to it.
Staff H confirmed the scheduler did not have a
copy of the list or the department heads.

During an interview on 8/10/13 at 11:30 a.m. Staff
B reported it was hard to monitor the staff who
worked on the night shift. Staff B further reported
that somettmes a department head would
occasionally, but not even weekly, came into the
facility on night shift. Staff B confirmed Staff C
worked the night shift. Staff B confirmed Staff C
was the only licensed staff on the 300/400 wing.

Daring an interview on 9/10/13 at 11:40 a.m. Staff
B confirmed Staff C had worked full time on the
night shift since being hired on 4/10/13 until his
last shift on 8/22/13. Staff B further confirmed
that Staff C had been named in two different
allegations of abuse made by two different
residents during the time he was employed af the
facility.

The facility did supply an authorization for

background check pm 9/11/13 at 8:55 a.m. which

F 226
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had been signed by Staff C and dated 9/9/13, the
date and time fax stamp was 9/10/13 at 5:00 p.m.
When asked if Staff C had come to the facility on
9/9/13 to sign the authorization, Staff H confirrmed
he had not been in the facility since August 2013

and that she had altered the form.

Staff C had been allowed to work with minimal
supervision: on the night shift for over four months
and had two allegations of being mude and rough
handling before leaving the facility. The facility's
failed to obtain a background clearance in a
timely manner and failed to monitor the staff
member while waiting for the clearance.

STAFF G

Review of Staff G's personnel file revealed the
first shift hefshe worked at the facility was on
4116/13 and his/ner last shift was the evening
shiift of 5/18/13. Review of Siaff G's time card
-with Staff revealed he/she had always worked the
evening shift which was 2:00 p.m. until
approximately 10:30 p.m,

Further review of Staff G's personnel record
revealed there was not a background clearance.

During an interview on 9/11/13 at 8:50 a.m. Staff
H reviewed the personnel file for Staff G and
confirmed there was not background clearance.
Staff B, who was present during the interview,
reported Staff G was a registered nurse and
therefore was supervising other staff during the
evening shift.

Staff G worked in the facility without background
clearance for over one month.

Fallure to obtain background clearance for )
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employees prior to having unsupervised access
o residents placed residents, staff and visiiors at
potential risk for abuse and or neglect.
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