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This raport is the result of an unannounced
Abbreviated Survey conducted at Prestige Care & ‘
Rehabilitation - Pinewood Terrace on 9/2/14. A .
sample of 7 residents was selected froma :

census of 72, The sample included B curent “Thi ) . o ..
residents and the records of 1 farmer and/or S Plan of Correction is
discherped resident ‘ prepared and  submitted as

' ' ' required by law. By submitting

. o . this Plan of Correction, Prestige
The following were complaints investigated as

Sat of his Survey: (";1 e & , Rehabilitation-

‘ : . ‘ . Pipewood  Terrace does not
#3034230 , - _ admit that the deficiency listed on.
ﬁgggﬂéﬁgﬁ this form exist, nor does the

_ Center admit to any statements,
The survey was conducted by: ' ' findings, facts, or conclusions that

: - | form the basis for the alleged
deficiency. The Center reserves
the right to challenge n legal
The survey team is from: : and/or regulatory ot
administrative proceedings the
deficiency, statements, facts, and

Linda Loffredo RN, B.S.N,

Department of Social & Health Services
Aging & Lang-Term Suppori Administration

| Division of Residential Care Services, District 1, | . conclusions that form the basis
Unit A : for the deficiency.”
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Any deficiency staternert ending with an astfrisk (*) denotas a deficiency which the instiiution may be excused from corecting providing it i determined that
ather safeguards provide sufficient protection to the patieats. {See instructions.} Except for nursing hornes, the findings stated above are disciosabie 80 days
following the date of survey whether or not & plan of correction is provided. For nursing homes, the ahove findings and pians of cprretiion ars disclosable 14
days following the date these documents are made availabls to the faciity. If deficlencies are cited, an approved plan of commection is requisite to confinned
program participalion, o .. : 7 ‘
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SUMMARY STATEMENT OF DEFICIENCIES

and report any knowledge it has of actions by a
court of law against an employee, which would
indicate uniitness for service as a nurse aide or
other facility staff fo the State nurse aide registry
or licensing authorities.

The facifity must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reported
immediataly to the administrator of the factity and
to other officials in accordance with State law
through established procedures (including to the
State survey and certification agency).

The facility must have evidence that alt alieged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in prograss.

The results of all investigations must be reported
te the administrator or his designated
representative and to other officials in accordance
with State law (including to the State survey and
certification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.
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se=p | INVESTIGATE/REPORT ‘
ALLEGATIONS/NDIVIDUALS
" o F225
The facility must not employ individuals who have C tive Action/s f N
besn found guitty of abusing, naglecting, o orreciive Aciion/s tor é“!fm{&”f
misireating residenis by a court of law; or have residents identified to have been
had a finding enterad info the State nurse aide affected:
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property; The identified NAC’s

Employer (Staffing Agency)
was notified of the results of the
investigation and the WA State
Board of Liceasing notified.

Resident #1 ways assessed for
injury by the DNS on
00/62/2014 and an x-rav was
obtained 09/03/2014. A
comprenensive pain assessment
was performed on 09/05/2014,
There was no indication of
physical or emotional injury.
The progress notes of Resident -
H3 were reviewed for any
evidence of emotional distress
since the occurrence {October,
20113}, and there was no
evidence of emotional distress
or psychological harm. Care
plan was updated regarding
potential for pain with
repositioning . and
interventions to reducse this.
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This REQUIREMENT is not met 25 evidenced
by.

Based on ohservation, interview, and record
review, it was determined the facility falted o
ensure that aliegations of physical and verbal
abuse regarding 2 of 7 sample residents (#1, 5)
were reported and thoroughly investigated as
required by 42 CFR 483.13{c)(2)(3}{4). The
identified residents, and potentially all residents,
were placed at nisk for mistreatment,

1. Per record review, Resident #1 had memory
problems, no behavior probiems, and required
extensive assistance for most activities of daily
living.

On 9/2/14 at 11:10 a.m., the resident was
observed actively participating in exercise group
in the main dining room.

In an interview with Staff #B and #C
(administrative staff) on 9/2/14 at 12:45 p.m.,
Staff #C stated a faw wesks ago she was asked
by Staff #D) (a licensed nurse) {o assume care of
the resident for the remainder of a day shift. The
resident indicated she did not want Staff #i o
care for her anymore. Staff #C said she told Staff
#0 that Staff #1 could be a "iittle rough”
sometimes.

On the following day, Staff #C said she was
providing care {o the resident before breakfast.
When turning in bed, the resident compiained of
pain in the left rib area. Staff #C inspected the
area, and saw no bruising or obvious injury.
When Staff #C was getting clothes out of the .
resident's closet, Resident #6, a room-mate, said
the previcus day she overheard the resident
screaming and saying "wait,wait, stop” while Staff
#| was providing care. Staff #C indicated she
asked Resident #1's roommaite io fell Staff #D (2
licensed nurse) her concerns. After finishing

Identification of residents with
the potential to be affected:
Residents that require
assistance with bed mobility are
at risk related to this eitation.

All residents and staff were
interviewed starting 9/2/2014 by
the Social Services Direcior and
NS to identify anv other
potential abuse/ neglect
incidents.

All reported issues from eithm’%
resident or staff were |
investigated to determine if
abuse/ neglect existed.

Measures to prevent
recurrence:

Staff were re-educated on
identification and reporting of .
abuse and neglect on 9/2/2014;
9/05/2014; and 9/08/2014 by the
DNS.
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was making repetitive verbalizations and Staff #l
made a potentially intimidating/verbally abusive
statement to the resident. Staff #C stated she did
not know if the resident understood what Staff #1

1 said. Staff #C stated she reported the allegation |
to Staff #G (administrative staff) the next day and |
Staff #G advised her {o tell another administrative
staff. Staff #C stated she did not know if the
faciiity followed up but she stopped talking about
it.

Review of the facility incident log during that
time revealed the facility did not conduct any
investigations related to the allegations involving
Resident #5 and Staff #1.

Review of the facility investigation dated 9/5/14
! {many months after the incident) revealed Staff # ;
i did not recall making the potentially
intimidating/verbally abusive statement to the
resident, but said he did make what he
: considered as humorous statements to the
", resident.

Additional inferviews conducted during the
investigation revealed Staff #G did not remember
hearing about the allegation, but if she heard an
allegation of abuse, she would have reported it to
the Director of Nursing, the Administrator, and
would have called the State Hotline.

During a telephone interview on 9/10/14, Staff
#B said the facility investigation confirmed Staff
#'s statement 1o the resident was verbally
abusive, the facility should have suspended Staff ' !
| #1, reported the incident to the state agency, and
| conductad a thorough investigation at the time
 the incident occurred,

|
|
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