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This report s the result of an unannounced
Abbreviated Standard Survey conducted onsite ai

| Stafford Healthcare At Rldgemont on 8/26 &

B/27/2013. The semple included B current
residents out of a census of 82,

The foliowlng are. complalnts investigated as part
of this survey,

#2867306

 H2860748

#2002267
#2861980

The survey was conducted by;

I <~ VN

The surveyor ls from:

Department of Seclal and Health Services
Aging and Long-Term Support Administration
Division of Residentlal Care Services
District 3, Unlt B 7 ‘

1040 &, State Street

Tacoma, WA B8405-2850

Telephone: (253) §83-3800

| Fax: (263)689-7240 :
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‘as required under Federal and State

‘Plan of Correction does not

This plan of correction is submitted

regulations and statutes applicable
to long term care providers. This

constitute an admission of liability
on the part of the facility, and such
liability is hiereby denied. The
submission of the Plan does not
constitute agreement by the facility
that surveyor's findings constitute
deficiency or that scope or severity
regarding any of the deficiencies
cited are correctly applied,
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{0} DATE

483

) ~
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Any defloiency statement anding with an asteri';k {*) denotes a deficiency which the inslitution may be exgusad fram comreciing providing it |s determined that

other safeguards provide sufficiant protaction ip the patients. (Ses instructions,

) Except for nursing homes, the findings statad above ars discivsable 90 days
g

follawing the dats of survey whether or not a plan of correction Jg provided. For nursing homes, the above findings and plens of comrection ers disclosabls 14
days following the gale these doouments are made avellable to the faclity. I deficlencles are dlted, an approved plan of eorreetion Is raquisite to gentnued
program participation. . .
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F 226 | 483.13(c) DEVELOP/IMPLMENT | F 226
i i

85=p | ABUSE/NEGLECT, ETC POLICIES

( The facility must davelop and implement written
| policies and procadures that prohibit :
' mistreatment, neglect, and abuse of residents !
. and misappropriation of resident property. (

. implement written policies and

procedures that prohibit _
' mistreatment, neglect, and abuse of
. residents and misappropriation of
. resident property.

i

| l Facility will continue to deveidp and
|
i

i

_ ' Ti’ns REQUIREMENT s not met as evidenced _
oy On the evening of 8/20/13, the

{ nursing assistant, staff B, self
repotted to his charge nurse when
resident #2 was refusing care from
him, The nurse assisted the nursing
assistant in caring for resident #2 at
i that time and resident did not make
. any negative statements about Staff
. B during the nurse’s interview with

resident. Later at the end of the

]
|
i
‘ ‘ ] shift, when resident made
Resident #2 was admitted to the facility on i statement to female nursing
|

|

{

|

Based on ;nterwew and record review, it was i

} determined that the faciiity failed to prevent [

further potential abuse when the fagility did not - ;

impiement their own policy by not immediately t

, removing the suspected staff from resident care i

i during the investigation and failed to conduct a }

' thorough investigation for 1 of 4 Sampled i

% Residents (Resident #2) reviewed for abuse and

' neglect. This failure placed residents at risk for
»abuse

i

Findings include:

| h” : w'thnr:i::;%eeg?sgg:rseezata%Iggitlé%emzm3 assistant regarding Staff B, the
" documented the resident required extensive . licensed nurse assessed the !
assist for dressing, grooming and hygiens. - situation and removed staff B as !
‘ ‘ care giver. Since it was af the end of
the shift, and the nurse did not ‘
suspect abuse, the nurse did not

: ' Review of the facility's undated "abuse prohibition
poiscy’ documenied, in part, the followmg ‘

|
; abuse the licensed nurse will take Immediate 5 | for 20 additional mi :
action to remove the suspected individual from | | foreba fional minutes on a ;
resident care areas | | different unit. Staff B is an on cafi ;
{ 2) The nurse will interview the victim and othar ’ i employee.
' staff and residents in the vicinity and obtain E =
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statements either verbally or in writing

3) Staff will take immediate action to protect

| resident safaty and expedite the subsaguent
investigation, The alleged siaff person will be

an investigation,
| On 8/26/13 at 2:15 p.m., during an interview,

Resident #2 was asked if she felt safe in the
facility. Resident #2 stated she does not fesl

. inappropriate comments to her and she did not
- Iike it when he was in the building.

5 Review of the daily staffiing schedule revealed
| Staff B had not been scheduled to work in the
| facility since the aliegation had been made.

- Review of the facility's "resident incident report’
datec! 8/20/13 revealed Resident #2 reported
{Staff B) made sexual inappropriate comments,

| suspended and asked to leave the facility pending

' safe when the Nursing Assistant (Staff B) is in the
1 building. Resident #2 stated Staft B made sexual

&
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F 226 | Continued From page 2 | Foos

Nursing management did not
suspend the on call employee in ‘
writing, as it was determined that |
faciiity would not call him to return |
to work until the investigation was
completed. Facility self reported this
incident according to DSHS Nursing

| Home Guidefinas, The next day, |
| 8/21/13, Resident #2 denied making |
any allegations about Staff B and has i‘
continued to refuse care from
female caregivers as well as male
| caregivers due to confusion and
agitation,

Staff B or any other male nursing
- assistant has not cared for resident

The incident report reveaied Resident #2 reported ;

‘ the incident to Nursing Assistant (Staff D), who
reportecf the incident to the Licensed Nurse (Staff 1

1 C). According to Staff C's written statement, Staff;
| G asked Staff D to {ake over Resident #2's care,

|

| On 8/27/13 at 2:35 p.m., during an interview, Staff?

‘ D stated Resident #2 reported the incident at
. 10:00 p.m. Staff D stated when the regident :

reported the aliegation of sexual inappropriate :

- comments, she immediately reporied the incident

- to the Licensed Nurse (Staff C). Staff D stated

- she was told 1o take over Residents #2's care.

" Staff D stated, Staff B continued to work with his

- other assigned residents untit the end of thelr ;

; shift, which ended at 10:30 p.m. |

| |

#2 since her allegation on 8/20/13.

|

3

§

|

. Other residents that were cared for

| by Staff B were interviewed on

| 8/26/13 with no complaints voiced,

| An audit was completed to review

. all past incident investigations for
1 2013 to assure resident interviews
L were completed when appropriate,
. with 100% compliance found.

;
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F 228 | Continued From page 3 . F225| Facliity policy and procedurs L
Staff B worked an additional 30 minutes with | - regarding Prohibition and : (,T 20]5
residents unsupervised. Staff B was not . | Prevention of Abuse and Neglect has

Limmediately suspended pending investigation. ' ) - .

: . ; | been reviewed and revised. Licensed

| Review off the facility's “resident incident report” % . staff and Incident Report
revealed other residents Staff B cared for were . . Investigation Nurse have been
not interviewed regarding the alleged sexusl i ! . .

inappropriate behavior of staff, 1 ' retrained to updated policy and

: ‘[ - procedure. S

| On 8/28/13 at 2:50 p.m,, during an interview, the ; ‘g ' %

{ Director of Nursing {Btaff A) reported Staff B was E - —_— :

| on calt and had not worked since the allegation, |  Incident Report investigation Nurse .

| Staff A stated Staff B had not been suspended | | will audit appropriate incident |

| guring the investigation, because itwas atthe | | reports for completion of other !

~end of his shift. Staff A stated other residents to | resident interviews when 5

- include the residents Staff B cared for, were not : iat d . findi g

- interviewed regarding the alieged sexual : appropria eﬂan report any rinGings |

- inappropriate behavior of staff. © to the Quality Assurance |

? ' /Performance improvement :

| Failure to immadiately suspend staff B and failure : : Committee for the next three '

! to interview other residents regarding the alleged : i
sexual inappropriate behavior of staff placed i months to ensure procedures are ]
residents &t risk for abuse. 1 ‘ being followed. j

i_ | |

t i | Director of Nursing will ensure 1 Q '20"3)

% - continued comphance.

;
i
i
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| |
i |
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