
STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES

AGING AND LONG-TERM SUPPORT ADMINISTRATION
PO Box 98907, Lakewood, WA 98496

April 23, 2018

RE: Brookdale Courtyard Puyallup License #2366

Dear Administrator:

The Department completed a follow-up inspection of your assisted living facility on April
20, 2018 for the deficiency or deficiencies cited in the report/s dated February 27, 2018
and March 20, 2018 and found no deficiencies.

The Department staff who did the follow-up inspection:

EMERITUS CORPORATION
Brookdale Courtyard Puyallup
4610 6TH STREET PLACE SE
PUYALLUP, WA 98374

Nadine Shon, Complaint Investigator

Sincerely,

Lisa Cramer, Field Manager
Region 3, Unit A
Residential Care Services

If you have any questions please, contact me at (253) 983-3826.



Residential Care Services
 Investigation Summary Report

Provider/Facility: Brookdale Courtyard Puyallup
(949780)

Intake ID(s): 3493583

License/Cert. #: AL2366
Investigator: Shon, Nadine Region/Unit: RCS Region 3/Unit A Investigation

Date(s):
03/07/2018
03/20/2018

through

Complainant Contact Date(s): 03/15/2018
Allegations:
Reporter stated four different residents / alleged victims (AV 1,2,3,4) were incontinent, not only bowel, but bladder and their
rooms reek. They're not getting the care they need.

Investigation Methods:
Sample: 4 current residents

1 discharged resident
Sample included AV 3/4)

Observations: General environment
Residents in their rooms
Staff to resident
interactions

Interviews: 2 current residents
Staff
Acting Director Nursing
(ADN)
Administrator

Record Reviews: Assessments and service
agreements, including
records of AV 1-4
Incident investigation
reports
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Residential Care Services
 Investigation Summary Report

Allegation Summary:
On an unannounced visit, the investigator was able to identify 3 potential residents out of 4, as only first names were given. 1/ 3
residents identified declined interview, but the room was viewed from the doorway. The room was clean and without odor. 2/3
residents were interviewed. Residents said they did not have issues with care and services, One resident's room smelled of
urine.
During staff interviews, staff identified several residents who were resistive to care and / or did not like staff to know they
needed services relating to incontinence. 2 residents as identified in the intake were identified by staff. Staff said of one of the
residents, it was not probably not the resident's room, but his clothing as the resident did not like to change clothes, even with
cuing.
Staff said both male residents were resistant to asking for help, possibly because staff were mainly female, but staff tried cuing
and redirecting residents. During interview, the housekeeper said both male residents' laundry and clothing were washed in a
special solution because of odors. Their rooms and bathrooms were cleaned weekly and as needed for odors.
A review of negotiated service agreements provided strategies and interventions to direct staff regarding a toileting program
and offering assistance several times a day to assist with changing incontinence pads and clothing .

Unalleged Violation(s): Yes No

Conclusion /
Action:

Failed Provider Practice Identified /
Citation(s) Written

Failed Provider Practice Not Identified /
No Citation Written
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March 20, 2018
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Brookdale Courtyard Puyallup

Statement of Deficiencies

Plan of Correction

STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES

AGING AND LONG-TERM SUPPORT ADMINISTRATION
PO Box 98907, Lakewood, WA 98496

Licensee: EMERITUS CORPORATION

From:

       DSHS, Aging and Long-Term Support Administration

       Residential Care Services, Region 3, Unit A

       PO Box 98907

       Lakewood, WA 98496

       (253)983-3826

As a result of the on-site complaint investigation the department found that you are not in

compliance with the licensing laws and regulations as stated in the cited deficiencies in the

enclosed report.

You are required to be in compliance at all times with all licensing laws and regulations to

maintain your assisted living facility license.

Nadine Shon, RN, Complaint Investigator

I understand that to maintain an assisted living facility license I must be in compliance with all

the licensing laws and regulations at all times.

This document references the following complaint numbers:  3493583  , 3495948

The department staff that inspected and investigated the assisted living facility:

The department has completed data collection for the unannounced on-site complaint

investigation on 3/7/2018 of:

       Brookdale Courtyard Puyallup

       4610 6TH STREET PLACE SE

       PUYALLUP, WA 98374

The following sample was selected for review during the unannounced on-site complaint

investigation : 4 of 0 current residents and 1 former residents.

Residential Care Services Date

DateAdministrator (or Representative)
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March 20, 2018

2Page 3of

Brookdale Courtyard Puyallup

Statement of Deficiencies

Plan of Correction

Licensee: EMERITUS CORPORATION

WAC 388-78A-2600 Policies and procedures.

(2) The assisted living facility must develop, implement and train staff persons on policies and

procedures to address what staff persons must do:
(d) When a resident stops breathing or a resident's heart appears to stop beating, including, but

not limited to, any action staff persons must take related to advance directives and emergency

care;

Based on interview and record review, the assisted living facility (ALF) failed to ensure staff

training and implementation of the ALF's policy and procedure to initiate cardiopulmonary

resuscitation (CPR) when residents were unresponsive.  This failure caused staff to not initiate

CPR for one resident (Resident #1) found unresponsive and placed 80 residents at risk for staff

not respecting resident wishes regarding life sustaining treatment when staff were not trained to

initiate CPR.

Findings include:

Record review revealed Resident #1 (R1) was admitted to the ALF on /17 with diagnoses to

include  and  A review of R1's assessment and negotiated

service agreement (NSA) dated 2/9/18, indicated R1 was alert and oriented, but sometimes

confused. The NSA said R1 was independent with activities of daily living, but required

medication assistance. R1 could ambulate independently and went to the dining hall for meals

without cuing or escort. Records did not provide documentation of a signed and dated Physician

Orders for Life Sustaining Treatment (POLST) form or advanced directive that described R1's

directions and wishes regarding life sustaining treatment.

Record review of an incident investigative report dated /18, revealed R1 did not go to the

dining room for breakfast on /18. Staff A found R1 in her room unresponsive and reported

to the licensed practical nurse (LPN) on duty. The LPN confirmed the status of R1 as deceased

and CPR was "not indicated". Emergency services were called and R1 was pronounced dead.

The referral to the medical examiner's office was declined.

A review of the ALF's policy and procedure titled "Death of a Resident", said a resident may be

declared deceased by a licensed physician or osteopathic physician, the director of clinical

services, or registered nurse. For an unexpected death and the resident was a full code, nursing

shall respond with initiating CPR and calling 911.

During interview on 3/7/18, Staff A said she went to R1's room to give the resident medication.

Staff A found R1 pale and not breathing. Staff A said she did not touch R1 or check for a pulse.

Staff A recalled she left the room to find a nurse and another staff was left with R1. Staff A said

she reported to the licensed practical nurse (LPN) on duty who was not a doctor, registered nurse

or director of clinical services. The LPN did not initiate CPR. Staff A said she worked at the

ALF for 10 years and was trained to report right away if a resident was found unresponsive, but

was not directed to initiate CPR.

During interview on 3/7/18, Staff B, the interim Director of Wellness and an LPN, was asked to

review R1's records for an advanced directive. Staff B was unable to find an advanced directive

and said she did not know R1's wishes regarding life sustaining treatment. Staff B was not on

This requirement was not met as evidenced by:
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Brookdale Courtyard Puyallup

Statement of Deficiencies

Plan of Correction

Licensee: EMERITUS CORPORATION

duty when R1 was found unresponsive. When asked what she would have done if she was staff

on duty, Staff B said she would have had staff initiate CPR per ALF protocol as there was no

documentation of the resident's wishes for a "Do Not Resuscitate".

During a telephone interview on 3/20/18, R1's representative said R1 had indicated she did not

want to be resuscitated if found unresponsive. The representative said she was sure she gave the

ALF a copy of R1's advanced directive.

This is a recurring deficiency previously cited in a Statement of Deficiencies report dated

08/18/16.

Plan/Attestation Statement

I hereby certify that I have reviewed this report and have taken or will take active

measures to correct this deficiency. By taking this action, Brookdale Courtyard

Puyallup is or will be in compliance with this law and / or regulation on

(Date)________________ .  In addition, I will implement a system to monitor and

ensure continued compliance with this requirement.

I understand that to maintain an assisted living facility license, the facility must be in

compliance with the licensing laws and regulations at all times.

Administrator (or Representative) Date



Residential Care Services
 Investigation Summary Report

Provider/Facility: Brookdale Courtyard Puyallup
(949780)

Intake ID(s): 3495948

License/Cert. #: AL2366
Investigator: Shon, Nadine Region/Unit: RCS Region 3/Unit A Investigation

Date(s):
03/07/2018
03/20/2018

through

Complainant Contact Date(s):
Allegations:
AV (alleged victim) was found with no pulse, no respirations and was cold to the touch. Licensed Practical Nurse (LPN) on duty
confirmed this and 911 was called as well as Executive Director (ED), Health and Wellness Director (HWD) and Regional Care
Coordinator (RCC). The medical examiner declined to come out and death was ruled as natural causes. Official time of death was
10:30am. Regional director, regional director of nursing and AV's daughter/POA also notified.

AV had the beginning stages of . AV was fully independent with the exception that staff
prepared her medications. AV's death was unexpected.

Investigation Methods:
Sample: 3 current residents

1 discharged resident
Sample included the AV

Observations: General environment
Residents in rooms
Staff to resident
interactions

Interviews: Staff
Interim Director of
Wellness
Administrator

Record Reviews: Assessments and
negotiated service
agreements (NSA)
Incident investigation
report
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Residential Care Services
 Investigation Summary Report

Allegation Summary:
Record review revealed the AV was admitted to the ALF in  2017 and died in her room on /18. A review of the AV's
assessment and NSA revealed the AV was independent with activities of daily living except for medication assistance. The AV
was independently mobile. Record review did not provide documentation of an advanced directive.
Review of the investigation report revealed staff found the AV in her room. When the AV did not go to the dining room for
breakfast, the medication technician (MT) looked for the AV to give morning medication. The MT did not initiate CPR, but went to
look for a nurse. The nurse did not initiate CPR, but called emergency medical services (EMS), who pronounced the AV as
deceased. The medical examiner's office was called who declined the referral. Appropriate resident representatives were
notified.
A review of the ALF's policy and procedure indicated that staff were to initiate CPR unless records indicated the resident did not
wish for resuscitation if unresponsive.
Failed practice was identified when staff did not initiate CPR when staff did not know of the resident's wishes regarding
resuscitation.
During an off-site telephone interview, the resident's representatives said the AV's advanced directive was given to the ALF and
thought this was discussed when the AV was admitted to the ALF.

Unalleged Violation(s): Yes No

Conclusion /
Action:

Failed Provider Practice Identified /
Citation(s) Written

Failed Provider Practice Not Identified /
No Citation Written

WAC 388-78A-2600- Policies and procedures
This is a repeated citation and previously cited on 8/18/16.
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Brookdale Courtyard Puyallup

Statement of Deficiencies

Plan of Correction

STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES

AGING AND LONG-TERM SUPPORT ADMINISTRATION
PO Box 98907, Lakewood, WA 98496

Licensee: EMERITUS CORPORATION

From:

       DSHS, Aging and Long-Term Support Administration

       Residential Care Services, Region 3, Unit A

       PO Box 98907

       Lakewood, WA 98496

       (253)983-3826

As a result of the on-site complaint investigation the department found that you are not in

compliance with the licensing laws and regulations as stated in the cited deficiencies in the

enclosed report.

You are required to be in compliance at all times with all licensing laws and regulations to

maintain your assisted living facility license.

Nadine Shon, RN, Complaint Investigator

I understand that to maintain an assisted living facility license I must be in compliance with all

the licensing laws and regulations at all times.

This document references the following complaint numbers:  3455857  , 3483419

The department staff that inspected and investigated the assisted living facility:

The department has completed data collection for the unannounced on-site complaint

investigation on 2/8/2018 of:

       Brookdale Courtyard Puyallup

       4610 6TH STREET PLACE SE

       PUYALLUP, WA 98374

The following sample was selected for review during the unannounced on-site complaint

investigation : 2 of 0 current residents and 2 former residents.

Residential Care Services Date

DateAdministrator (or Representative)
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Brookdale Courtyard Puyallup

Statement of Deficiencies

Plan of Correction

Licensee: EMERITUS CORPORATION

WAC 388-78A-2120 Monitoring residents' well-being. The assisted living facility must:

(2) Identify any changes in the resident's physical, emotional, and mental functioning that are a:

(a) Departure from the resident's customary range of functioning; or

Based on interview and record review, the assisted living facility (ALF) failed to ensure staff

were monitoring changes in skin condition for one of two discharged residents (Resident #1)

with known pressure sores. This failure caused the resident's health to be placed at risk for

medical complications.

Findings include:

A review of Resident #1's (R1) records indicated R1 to have a history of . A

review of R1's negotiated service agreement dated 9/29/17, indicated R1 was alert and oriented

and self-managed her medication. R1 was unable to stand or transfer without assistance, but was

independently mobile with use of a  wheelchair. R1 required shower and toileting

assistance and was incontinent. When R1 developed chronically open wounds, the service

agreement did not provide updates to the agreement to direct staff in monitoring skin once R1

developed an open pressure sore to the buttocks or  heel. It did not provide strategies and

interventions to direct staff in positioning R1 to keep pressure off wounds or direct staff in how

to keep the dressings clean and dry. R1 was discharged from the ALF on /18, when she did

not return from a hospitalization /17.

A review of staff progress notes indicated R1 had been followed by her health care provider

(HCP) since 9/7/17 for an open wound on her buttocks. R1 was self-administering her

medications as well as medication for the wound on her buttocks. R1 did not report further

problems with the wound to ALF staff or her HCP. Progress notes indicated on 10/3/17, R1

informed ALF staff of a sore on her  heel. Progress notes from Staff A indicated she

assessed the heel wound which was 2 cm. by 3 cm., and the wound on the lower  buttock was

3 cm. by 5 cm., pink and healing.  Staff notes indicated they monitored the wounds from 10/3/17

to 10/9/17, then indicated R1 was removed from alert charting.

Progress notes from a third party home health (HH) agency indicated a HH nurse was

monitoring and dressing the wounds on heel and buttocks from 10/12/17. A progress note from

the HH nurse dated 10/16/17, indicated the  heel wound was 2.5 cm. by 4 cm. by 0.1; and

the wound on the  buttock was 4 cm. x 5 cm. by 0.2. HH indicated a referral from R1's HCP

for the wound care clinic. Instructions to staff included to clean the wounds and change the

dressing on the buttocks when soiled.

Staff progress notes did not indicate staff follow through on HH recommendations.

On 10/25/17, the HH nurse's progress notes indicated facility staff were to change the dressing

on R1's buttocks when soiled, as R1's dressing fell off frequently due to incontinence.  On

10/27/17, the home health nurse noted the  buttock wound was increasing in size and depth.

The dressing continued to fall off due to incontinence.

ALF progress notes did not document staff were monitoring R1's wounds from 10/9/17 to

10/27/17. On 10/27/17, staff notes indicated R1 went to the ALF's Wellness Center and reported

This requirement was not met as evidenced by:
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Statement of Deficiencies
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Licensee: EMERITUS CORPORATION

Plan/Attestation Statement

I hereby certify that I have reviewed this report and have taken or will take active

measures to correct this deficiency. By taking this action, Brookdale Courtyard

Puyallup is or will be in compliance with this law and / or regulation on

(Date)________________ .  In addition, I will implement a system to monitor and

ensure continued compliance with this requirement.

I understand that to maintain an assisted living facility license, the facility must be in

compliance with the licensing laws and regulations at all times.

Administrator (or Representative) Date

WAC 388-78A-2130 Service agreement planning. The assisted living facility must:

(3) Review and update each resident's negotiated service agreement consistent with WAC 388-

78A-2120 :
(a) Within a reasonable time consistent with the needs of the resident following any change in

the resident's physical, mental, or emotional functioning; and
(b) Whenever the negotiated service agreement no longer adequately addresses the resident's

current assessed needs and preferences.

Based on interview and record review, the assisted living facility failed (ALF) to ensure one of

two resident's (Resident #1) negotiated service agreement was reviewed and updated consistent

with the resident's changing needs for monitoring of chronically open pressure sores. This failure

placed the resident's health at risk for unmet and unidentified needs when staff were not

informed of changes in order to provide strategies and interventions to meet the resident's

changing needs.

Findings include:

A review of Resident #1's (R1) records indicated R1 to have a history of . A

review of R1's negotiated service agreement dated 9/29/17, indicated R1 was alert and oriented

and self-managed her medication. R1 was unable to stand or transfer without assistance, but was

independently mobile with use of a  wheelchair. R1 required shower and toileting

assistance and was incontinent. When the resident developed chronically open wounds or sores,

the service agreement did not document updates to the agreement to direct staff in monitoring

skin once R1 developed open pressure sores to the buttocks or  heel. It did not provide

strategies and interventions to direct staff in positioning R1 to keep pressure off wounds or

strategies to keep the dressing over the wounds clean and dry. R1 was discharged from the ALF

on /18 when she did not return from a hospitalization /17.

For further information, see WAC 388-78A- 2120.

This requirement was not met as evidenced by:
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Licensee: EMERITUS CORPORATION

Plan/Attestation Statement

I hereby certify that I have reviewed this report and have taken or will take active

measures to correct this deficiency. By taking this action, Brookdale Courtyard

Puyallup is or will be in compliance with this law and / or regulation on

(Date)________________ .  In addition, I will implement a system to monitor and

ensure continued compliance with this requirement.

I understand that to maintain an assisted living facility license, the facility must be in

compliance with the licensing laws and regulations at all times.

Administrator (or Representative) Date




