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F 0609

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

F 0610

Level of harm - Minimal
harm or potential for actual
harm

Timely report suspected abuse, neglect, or theft and report the results of the
investigation to proper authorities.

Based on interviews and record review, the facility failed to ensure one of one incidents of abuse involving one resident

(#1) was reported immediately to the State survey agency, as required. Failure to timely report an incident of abuse placed the
resident at risk for continued abuse. Findingsincluded . Review of the facility's incident report, dated 04/09/2020,

showed Resident # 1 reported to to Staff C, Registered Nurse, at 9:45 PM on 04/09/2020, an allegation of verba abuse and
rough handling by Staff D, Certified Nursing Assistant. Further review of the above incident report showed Staff C notified Staff B,
Director of Nursing, and the Resident Care Manager viaemail during the shift of the allegation of verbal abuse

and rough handling. Review of the State Hotline Online Incident Report system, showed the allegation of abuse was reported
on 04/10/2020 at 11:01 AM, more then 12 hours after the allegation was reported to facility staff. On 05/08/2020 at 10:38
AM Staff B acknowledged this allegation of abuse should have been reported to the state hotline within two hours per the
guidelines. Facility failure to timely report allegations of resident abuse placed residents at risk for continued abuse.
Reference (WAC) 388-97-0640(6)(c). .

Respond appropriately to all alleged violations.

Based on interview and record review, the facility failed to ensure the safety of Resident #1 when an allegation of abuse
was made. The facility failed to remove the alleged staff member from caring for all residents pending an investigation,

which placed all residents at risk for abuse. Findingsincluded . Review of the facility'sincident report dated

04/09/2020, showed Resident #1 reported an allegation of abuse to Staff C, a Registered Nurse. Staff C documented in the
incident report that the alleged perpetrator would be removed from caring for Resident #1 and reassigned to care for other
residents. On 05/08/2020 at 10:38 AM, Staff B, Director of Nursing, stated the alleged perpetrator should have been removed from
resident care when the alegation was made, pending the result of the investigation. Facility failure to protect

residents by removing the alleged perpetrator from resident care, placed residents at risk for ongoing abuse. Reference

(WAC) 388-97-0640(6)(a)(h). .

Residents Affected - Few
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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