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This report is the result of an unannounced
Ahbreviated Survey conducted at Alderwood Park
Health and Rehabilitation on 12/08/14 and

12/10/14. A sample of 14 residents was selected Disclaimer Clause -
from a census of 91. The sample included 11 \\m\\‘)
current residents and the records of 3 former Preporation and/or execution of
and/or discharged residents. this plan of correction does not
The following complaints were investigated as constitute the DTOVFG‘BF'S admission
part of this survey: of or ngreement with ihe facts
cilleged or conclusions set forth in
# 3055588 # 3055003 the siatement of deficiencies. The
# 3055545 # 3055544

plan of corection is prepared
andfor executed solely because 1t
The survey was conducted by: -is required by the provisions of

' Federal and Siate law,

# 3056556

Michelle Scollard R.N., B.S.N.
Joy Kerns, RN, B.S.N.

The survey tean is from:

Depariment of Social & Health Services
Aging & Disability Services

Aging & Long-Term Support Administration
Residential Care Services, Distnict 2, Unit A
3006 172nd Sireet NE, Suite 100

Arlington, WA 88223

Telephone: {360) 651-6850

" (360) 651-6040
g™
F{ésit?jﬁtiai Care Services  Daté

LAB{_X}AT7RY RECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X5} DATE

it Miupishatyr. 1331+

Any defictency statement ending with an astedsk {*) denotes a deficiancy which he institution may be excused from correcting providing it is defermined that
other safeguards pravide sufficient protection to the patients. (See instructions.] Except for nursing homes, the findings stated abave are disciosable 80 days
foliowing the date of survey whether or not a plan of corection is provided, For nursing homes, the above findings and plans of comrestion are disclosable 14
days foliowing the date these documents are made avallable to the fadility, If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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s8=g ABUSE/MNEGLECT, ETC POLICIES

The faciily must develop and implement writien
policies and procedures that prohibit

" mistreatment, neglect, and abuse of residenis

" and misappropriation of resident property.

' This REQUIREMENT s not met as evidenced
by;
Based on observation, interview and record

. review the facility failed to implement their

- abuse/neglect policy and procedure for 14 of 14

. residents (Residends 1,2, 3,4, 5,6, 7, 8,8, 10,
11, 12, 13 &14) reviewed for abuse and neglect.

' The failure to identify, investigate and report
abuse and neglect placed 14 residents af risk,

- and had the potential to place all other residents
at risk, for unidentified abuse and neglect.

Findings include:

The facility's palicy regarding "Reporting and ‘
Investigation,” dated February 2007, direcied staff
to immediately report allegations of abuse/neglect
fo the stale survey and certification agency, :
reskdent’s physiclan and authorized
representative. Furthermore, substantiated
allegations of abuse and neglect were reported to .
the state licensing board. The License Nurse {LN)
- was responsible (o document In the resident's
medical record the details of the event, complete
- a resident evaluation, check for injury, and initiate
an investigation. The resident was placed on alert
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Resident 1 is no fonger in the .

- faciity. The incideni was logged \\ \\‘5
and called into the siate. : v

The inciden regarding resident

numiber 4 has been documented in

the medical record. Staif Cis no

longer working in the faciity, Sioff

C'slicense has been reported to

the Department of MHealth,

. Resident | and resident 4 are no
ionger in the focilily. Resident 4
was aclively dying ond receiving
haspice care, Separaie incident
reporis were compleied on
residenis 1,2, 3,.4,5,6,7,8 %and
10, Eachincident was thoroughly
~investigated, logged and reported.
Siafi B is no longer employed af the |
fociity and employee B's icense
- was reported to the Department of <!
" Healih.

Resident 14 is no ionger in the
-« faciity. The incident was
- documented in his medical record;
physician and responsible party
- were nolified of the incident. Social’
1 services assessed and ruled out
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person was sent home."

~The conclusion of the invesligation identified

- Resident 6 was neglected. The resident was
placed on alert to monitor for emotional distress,

- and the agency was nolified of the incident and
Staff C, NAC, was not allowed back into the
facility. There was no evidence the facility
invesligated to ensure other residents were not
affected/neglecied and if DOH was notified of the
neglect,

In an interview on 12/8/14 at 1:18 p.m., Slaff F
confirmed she had feund Resident 8 soaked with
urine and immediately reporied It to the LN on
duty. Staff F stated this occurred before noon.

- Staff C's time card was reviewed. 5taff C worked
full morning shifls on 11/19/14 and 11/20/14 (the
time card was signed by facility staff both days).
There was no evidence Staff C was removed
from the floor after the allegation of neglect was
reported on 11/18/14.

The facility falled to document the incident in the
resident’s medical record.

In an interview on 12/10/14 a1 1:15 p.m., the
 facility administrator verified the facility did not
- notify DOH of the substantiated neglect. The
: faciiity was not able to provide a current
background check from the department. When
- asked if the facility investigated pther residents on
. the hall to ensure neglect did not ocour, the :
- administrator stated no.

ALLEGATION OF NEGLECT ON THE WEST
HALL :
- On 11/25/14 at 7:00 a.m., there was an allegation
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_Unknown origin are reporied and
Investigaied,
The ED or designee: will audit the
employee records weekly to assure
new employees are screened via
OBRA, Washington siate
background and ficensure. These
are done yearly.,

AW

- Irends identified will be reporied fo

- the QAPI committee monthly and

Qs needed untl o lesser frequency
s deemed appropriaie,
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of naglect regarding 10 residents {1, 2, 3, 4, 5, 6,

LN on duty by Staff E and F, the morning shift
NAC's,

Witness statements dated 11/25/14, were
reviewed and revealed the following:
1. Resident 1 was left scaked with urine and her
bed in a high position.
2. Resident 2 was a resident who receivad

was found in a high position and she was flat on
. her back.
3. Resident 3 was found positioned half way
‘ down her bed, with her feet hitting the bottom of
_the bed.
4. Resident 4, 6, 8, 9 and 10 were found "wet"
and had "dirty pads on the bed."
5. Resident 5 was found "soaked.”
. 6. Resident 7 was found "soaked all the way
. through® with urine.

Documentation on the "Event Investigation

“at 7:00 a.m., the LN initialed an allegation of
_neglect regarding Resident 1, 2, 3,4, 5and 7.

Documantation on the “investigator's

- Interview/Statement of Event” form identifiad

residents 1, 2, 3,4, 5, 6, 7 and 8 were niot

. changed freguently, head of bed not properly
positionad at 30 degrees or more for a resident

- with a feeding tube and beds left up in the air
when the residerds had a low bed. Multiple

‘ residents were ideniified and placed in one
investigation.

Documentation on the final summary identified

7, 8, 9 and 10}, The allegation was brought to the

nutrition through a feeding tube. Resident 2's bed

Report Completicn Guide,” indicated on 11/25/14 -

Staff B, NAC, neglected muliiple residents by not
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providing care and not following the resident's
care plan. Staff B had prior incidents of neglect
and her employment was terminated on 11/26/14,

A review of the facility siate reporting log
identified the facility documented neglect for
resident's 2, 3, 4, 5 and 7. The other five

‘resident's involved {1, 6, B, 8 and 10} were nol

logued on the slate reporting log.

On 12/10M14, the involved resident’s charis were
reviewed. The incident was nol documented in
any of the resident's charls, The residents were

"not placed on alert or monitored for any possible

signs of psychosocial harm. The resident’s
physician and/or respensible party were not
notified of the neglect. There was no
documentation regarding a skin assessment _
done for Resident's 1, 3, 5, 6, 7, 8, 8, and 10 unill
11/26/14. Resident 2's respiratory sialus was
assessed on 11/26/14 to rule out possible
aspiration related to being found tying fiat in bed.
Resident 2's care plan directed staff to keep her
head of bed elevated at 30 degrees or more {o
decrease the risk of aspiration.

-On 12/10/14 at 9:20 a.m., Resident 3 was

interviewed regarding the substantiated neglect.
Reslident 3 was not able to recall the event.

AL 8:50 a.m., Resident 5 was inlerviewed
regarding the substantiated neglect. Resident 5
was not able {o recall the event,

Resident's 2, 8, 8, 9 and 10 had short and iong
lerm memory deficit and were moderately to
severely impaired in decision making skills and
were not interviewable,
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an OBRA registry or a criminal background check
tor Staff A, Staff A's timecard showed hours
worked for 11/22 and 11/23/14 (o be complele
shifls and were signed by facility siaff,

“ An interview with the acting DNS and the
Administrator on 12/10/14 at 1:15 p.m., both
verified the investigation process. When an
incident ocours the expeciation is the siaff would
place a resident on alert for 72 hours which
includes, documenting the incident, monitaring
the resident for psychosocial harm, and any
contact made with the shysician and the family,
all should be in the resident’s record. The

of the appropriate agencies to call for specific
for additional clarification and information during
ihe interview. No additional information was

obtained.

On 12/10/14, the administrator provided a safely

and a resident protection plan.
The facility failed to implement policies and

. goreening, training, prevention, identification,

. investigation, protection and reporting/response.

" This failure led to numerous incomplete
investigations and lefl residents vuinerable o

“abuse and neglect.

agency {DOH). The faciiity was unable to present

. Administrator admitted to a tack of understanding

incidents and performing individual investigations
jor residents. All 16 investigations were reviewed

plan for any further posible abuse and/for neglect, -
inciuding resident interview, resident assessment ¢

procedures that included the seven components:

F 206
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