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DEFICIENCY) ;
This Plan of Correction is the i
F 000 INITIAL COMMENTS FO00! focility’s credible allegation of
liance.
A complaint survey was conducted by Healthcare| compliance ,
Licensing and Surveys on 6/6/16 thraugh 6/7/16. . . £
Complaint reviewed in the course of this survey Preparation and/or execution o
was compiaint intake WY000002243, this Plan of Correction does not
constitute admission or
The following common abbrevlations are used agreement by the provider of the
throughout this document: truth of the facts alleged or
ADLs:  Activities of Daily Living conolusions set forth in the
CNA! Certified Nurse Alde statemnent of deficiencies. The
DON; Director of Nursing plan of correction is prepared
LPN: Licensed Practical Nurse and/or executed solely because
' it i$ required by the provisions
Less commonly used abbreviations will be of federal and state laws.
annotated In each deflciency. , ‘
F 225 483.1 3(e)(1)(H)-(, (o)) - (4) F 228 . é‘i% /é
68=D | INVESTIGATE/REPORT F225
ALLEGATIONS/ANDIVIDUALS
The facility must not employ individuals who have Resident #37 had an event
be‘en fggnd gui'l‘tiy of aguslng. neglacting, or investigation completed and
mistreating residents by a court of kaw: or have P riate
had & finding entered into the State nurse aide | TP ortfe d to télelj 3 l%prc:&%
registry concaming abuse, neglsct, mistreatment agencies on 6.13.16. ' |
of residents or misappropriation of their property; ~coutd—not—be—substantiated. !
gggrtfeol;?;f agg k’no:vledge it' has of a’;ﬂgna b);da %uﬁto er service education %
W againat an employee, which wou «has—b& :
indicata unfitness for service as a murse aide or . } comp leted .Wlth the
other facility staff to the State nurse alds registry N&g&\*" involved in  the
or licensing authorities, Qe al!e%ation. oX- J‘/ be
bef)
The facllity must ensure that all alleged violationg : ﬁ'{ﬁm
Involving mistreatment, neglect, or égbuse, Skin assessments ’c?mpleted
Including injuries of unknown source ang for current residents in house. 9%
irmsapproplﬂaﬂon of res[dent property are raported | Investigations Bere uh'\\ ¢
| mmediately to the administrator of the factlity and | cotpleted on any abnormal
(A RY D] RS OR PR FPLIER REPRESENTATIVES SIGNATURE . Limdirgs—ueluding-slan—toazs {8} BATE
Any Molancy statement ending with terisk (A , _g‘:) QJ‘) j - bmlsmg‘ C:? 7::?6) %é
mant ending an asterisk (*) denotes'a dafial :
o gttt e sfcnt racion m;:pan.m ?s'ei. instractons Eﬁ?ﬁﬁ%ﬁﬁﬁ%ﬁ&ﬁ%ﬁi%ﬁﬁ?&?ﬁﬁ‘g Sbove ar dlscipam o
Y 8r or not a pian of corracilon {s providsd, For|nuraing horines, the above findings and plang of cotmect| {aal 1
g;omé r:o'go;:i;i gn; l:;fe these documents are mada svaliable to the taolilty, IFdeficlancies ara cited, an approvad pl:n of mmm is m%’t‘nl:?a?o u::t?r:’xead4
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through established procedures (including to the
State survey and certification agency).

The facility must have evidence that all allaged
violations are thoroughly Investigated, and must
prevent further potential abuse while the
Investigation is in progress.

The results of all Investigations must be reported
to the administrator or his designated
repressntalive and to other officiale In accordanca
with State law (Including to the State survey and
certification agency) within & working days of the
incident, and if the alleged violation Is verifiad
appropriate correctiva action must be taken,

Zhis REQUIREMENT e not met as evidenced
¥

Based on obssrvation, medical record raview,
staff Intarview, review of written staff gtatements,
review of facllity Incident logs, review of Blate
agency logs, and raview of facllity policy and
procedure, the facllity falled to thoroughly
investigate 1 of 1 allegations of abuse (involving
resident #37), Further, the facility fafled to report
the allegation of abuse to the State survey and
certification agency and other officlals in
accordance with State Jaw. The findings were;

1. interview with CNA #2 on 8/6/18 at 3PM
faverled "about 3 weska" prior a nurse was
"dragging" resident #37 by the hands and the
resldent stated, "you are hurting me,* Furthar,
CNA#2 revealed 2 staff membears ohserved the
Incident and reported it to the DON. The: following
concerns were identifiad:
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F 225 | Continued From page 1 F 226
to other officlals In accordance with State law 1 F235 cont’d:

Residents have been
interviewed to validate that
they feel safe, treated with
dignity and any concerns or
problems they may have.
Iocident reports completed
and appropriate  agencies
notified of any allegations.
vif| Joe

| Staff have—been re-educated
on ensuring that all alleged
violations involving
mistreatment, neglect or
abuse, wncluding injuries of
unknown source and
misappropriation of resident
property are reported
immediately to the
Administrator of the facility
and to other officials in
accordance  with state

regulation. ~ev\

Director of Nursing Services
(DNS) and . Executive
Director (ED) mgn re-
educated on state and
company regarding abuse and
- neglect by the Regional Vice
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&. Intarview with the DON on 6/8116 at 5 PM F225 cont’d:
revealed she was notified via text message on .
elther 5/14/16 or 5/15/16 that a staff member was A\ Allegations  of  alleged
concerned about a care Issus; howaver, sha was violations will be reviewed
unsure which day it was reported and she did not by ED d DNS ith
talk to the reparting staff member until the day y an wi
afier It was reported, She stated the incident was guidance from RVP and
not aill‘;:gsggaig?::::usﬁ cﬁj‘:vgai'd ﬂ}f’é S—;g‘r‘; ;:;St Regional Director of Clinical
an allsgation e; V5 S :
wiltten statements m:r'n 2 staff membars that (.)P erations (RDCO). for
witnessed the Incldent and Interviewed the nurse tmely report according to
that g«as namedfin the aillegation. | " state regulations. Weekly
. Review of the fagility incident log on 6/6/6 : :
showed no evidence an abuse allagation was audits of skin f;r. my
reported to any agency or thoroughly unkx' 10Wn - source oI injury
inveatigated. will be conducted for four
c. Review of a written staff statement fram weeks.
QNA #6 dated 5/16/16 showed tfh? nurse was
"dregging” resident #37 to the dining area and the L .
resident stated, "Lat go of me. You're hurting me.” Findings of audits to be
Furthar.d the stater_?ent showed the Inaldent brought to QAPI for
occurred on 5/14/16. : furth
d. Review of a writfen staff statement from evaluajuon and o o
GNA#2 dated 5/14/16 showed at approximately educational opportunities by
10:30AM, a staff member was "dragging” the DNS.
resident #37 ae the resident stated “your [sie]
hurting me, let go." Further, at approximately 3:30
PM the resident stated histher hands hurt.
Interview with the CNA on 6/7/16 at 8:08 AM
revealed at the time of the Incident, the resident
was being assisted to ambulate by the nurse. The
nurse was facing the resident and walking
backward while holding the resident's hands, The
resident attempted multiple times to pull histher
hands away and the nurse wouldl grasp the
resident's hands again. Further, It was revealed
that the nurae changed his grip on the resident's
hands each fima the resident pulled his/her hands
away,
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e. Review of the weekly skin evaluations
dated 4/17/18, 5/1/16, and 6/8/16 showed the
resident's skin was clean, dry, and intact with no
noted skin lssues,

f. Review of the weekly skin evaluation dated
b6/15/18 (the day after the alleged incldent) for
resident #37 showed the resident had "bruising
on tap of hoth hands." i

9. Review of @ nurse's note dated 5/18/16
and timed 12:25 AM showed the resident had
"brulsing to the top of both hands.”

h. Raview of 8 nurse's note dated 5/16/18
and timed 11:50 AM showed the facllity contacted
: the resident's famlly related to the hand brulses.

‘ Further, the note showed tha resident hit his/her
hands on the wall to gat people’s aftention;
however, there was no documentation In the
nurse's notes between 3/21/16 and 5/16/16 that
showed the resident was Hitting the wall,

i i. Interview with tha DON and administrator i
On 6/6/16 at 7:13 PM revealed the facillty did not | | |
consider the brulsed hands as part of the Incident | | -
because the resident's hands were "aiways
bruised," :

J- Interview with CNA #2 on 6/7/16 at 9:08 AM
revealed resident #37 did hit the wall with hisiher
hands; howsver, she had only observed the
resident hit the wall with an open pajim,

k. Intarview with CNA#3 on 6/7/16 at 932 ,
AM revealed the CNA had never ssen the
resident hit the wall with his/her hands or display /
any behgviors,

) Intervisw with CNA#4 on 8/7/16 at 9:40 AM
revealed resident #37 had verbal behaviors:
however, she had never seen the resident hit the
wall with his/her hands. Further, she stated the
resident was always friendly and his/her
behaviors may be related to staff approach,

m. Qbservation on 6/7/16 at 9 AM showad
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resident #37 had discoloration on his/her left
hand near the thumb; however, there was no
evidence of brulsing or trauma noted to the top of
the hands.

.. Review of the State survey agency logs
showed the Incldent was not reportad to that
agency until 6/13/16,

2. Interview with the DON and administrator on
6/7/16 at 9:58 AM revealed the Incident was not
investigated because the facllity did not recognizel
it as an allegation of abuse, Further, It was
canfirmed that the facility should have reported
the allegation ta the State BUTVEY agency
Immediately,

3. Review of the faciiity policy titled "Event
Reporting and Investigation® updated 07/14
showed "Policy Statement; The Center
documents and Investigates events involving
allegations of mistreatment, naeglect, abuse,
JInjuries of unknown source and misappropriation
of resident property in accordance with state and
federal regulatory requirements,., Substantiaf
Event: a. any event reportable to state and
fedaral agencies as defined by those agencies
(l.e. abuse, Injury of unknown souroe,
efc,)....Event Investigation...1. When an evant s
discovered, the employee making the discavery
should immediataly notify thelr immediaie
Supervisor, The nurse evaluates the resident and
provides first eid as appropriate prior to beginning
raport form. As applicable, follow state
regulations related to mandatory reporter...3. The
Center should use the Event Investigation Report
for reporting and documenting events for the
Centar and to the VSO [Vancouver Service -
Office}. (if State gency requiras a specific form,
then the canter uses that spaclfie form for
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reporting fo the state agancy only.) 4. If the event
is substantial or involvas allegations of
mistreatment, neglect, abuse, Including Injuries of
unknown crigin or misappropriation of residant
property Is suspeoted, the Executive Diractor
(ED) or deslgnee Is notified Immedistely...8. The
ONS [Direator of Nursing Services] verifies
documentation and follow-through of the
Investigation are entered in the resident's medioal
record at the end of the Investigation. 10. The ED ‘
or DNS noifies the state survey and certification ;
agency and appropriate state agency per state
reguistion within the required timeframs
established by state ragulation...12. The
Interdisciplinary Team completes the Event
Investigation Final Summary. Additionally, the |DT
summarizes the event In the IDT section of the
medicel record.., 14. The ED or DNS maintalns
the Monthly Event Invastigation Log with entres
récorded at Canter Clinlcg) Meeting...Event
Raporting...2, Regulatory Reporting,..b. Events
involving allegations of abuse, naglect,
mistreatment, misappropriation of resident
property, or injuries of unknown source are
réported immediately to the state surveyand
certifieation agency. Additional reporting may be
required to the Center ombudsmarn, adult
protective setvices, and the poilce per state
fequirements. Reparting Is alsa made to the
resident's physician and the resident's authorized
reprasentative...d, Results of investigations of
&vents involving allegations of abuse, neglect,
mistreaiment, or misappropriation of resident
property or injurias of unknown sourcs are
reported to the state survey end certification
agency within & working days of the event, If the
allegation s substantiated, the resuits should
Include a description of correctlve action taken,. "
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