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W 000 : INITIAL COMMENTS W D00 I
' notified of any allegation. Any '
i i d of abuse will S,
This report is the result of Complaint mployees suspected of )y %,
Investigation 3135528 conducted at Rainer e rogstigned diring the K SONCA |
School PAT A from 8/12/15 through 2/26/46. investigation and appropriate L7 PO
Failed provider practice was identified and a fmeasures to be taken in the plan of &3 J)pf//yo
. Citation was written, orrection, and provide training and ] e s -iz,%/
/or.corrective action as need, 0\9' d/ P
Rainier School QA will review ‘p/& aQy

The survey was conducted by:
' Gerald Heilinger ' :
i The surveyor is from:
Depariment of Social & Health Services
Aging & Long Term Support Administration
Residential Care Services, ICF/ID Survey and
¢ Certification Program
PO Box 45600, MS: 45600
i Olympia, WA 98504

il Telephone: (360) 725-3215

! The facility must develop and implement written
| policies and procedures that prohibit
mistreatment, neglect or abuse of the client

This STANDARD is not met as evidenced by:

procedures when Client #1 was found
unresponsive. Facility Staff did not immediately

harm during emergency situations.

Findings include; .
Review on 12/22/15 of the facility Investigation
into the death of Client #1 revealed StaffA

w 14.‘}[' 483.420(d)(1) STAFF TREATMENT OF CLIENTS

Based on record review and Interview, the facillty
failed to ensure staff followed emergency medical

initiate CPR when Client #1 was determined to be
unrespansive. This failure puts Clients at risk of

W 149

serious incident of abuse, neglect,
and mistreatment on a quarterly ’
basis for trends and pattern and

provide data to DDA2 for follow-

up.

Dates when corrective action will ’
be completed (no more than 60 |
days from the last day of the
inspection) and the title of the
person or persons responsible to
ensure correction for each
deficiency.

10/7/15 - corrective action for
sample individual
5/25/16 - measures to insure
deficient practice will not reoccur
(DDA2)
Ongoing - monitor performance to
insure solutions are sustained (QA)

|
|

LABORATORY DIRE%RDWD PRLIER REPRESENTATIVE'S SIGNATURE
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il

TITLE

Sperintendent:

Any deficlency statemenT ending witt7e® asts
other safeguards provide sufficient protection
following the date of survey whether or not a
days following the date these documents are
program participation.

risk (*) denotes a deficiency which tha Institution

may be excused from correcting providing it is determined that

plan of cormrection Is

to the patients. (See Instructions.) Except for nursing homes,
provided. For nursing homes, the-above fi

the findings stated above are disclosable 80 days
ndings and plans of comection are disclosable 14

made available to the facllity. If deficlencies are cited, an approved plan of correction is requisite to continued
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W 149, Continued From page 1 W 149 | How the facility will correct the
| approached Client #1 at 8:10 PM to check her | deficiency as it relates to the !
| vital signs. Staff Awas unable to get a pulse and I resident. ;
| she did not detect breath sounds. Staff A ‘
' determined Client #1 ' s skin was cool to the y Client #1 passed away from an
| touch. Staff Athen calied Staff B. Staff B ; i unexpected death of |
' consuilted with Staff C and told Staff A to call Staff : :
i Cardiopulmonary arrest. .
D. Staff D called Staff Aand told her to call 911 | PRy i
but did not tell her to start CPR as she assumed ‘ R ek
s : * t tect
' this was already occurring per policy. Staff B and ] iHow .t(:]e :aclll:ng "v:;::: ra:it:;:;;::c ’
' C went to the house where the incident was i G ; |
| occurring. Approximately 4 minutes after Staff A . ;
had discovered Client #1 to be unresponsive, v Staff#’?‘ B, #,C e rea.SS'g"ed \
 Staff E arrived with the facility Emergency | during the investigation. |
| Response Team (ERT) and he started CPR. He | ’ _
reported that Staff A, D, and Direct Care staff | . Upon completion of the
- were there prior to his arrival and that they were investigation, the staff #A & #C and
not doing CPR. ' " all PAT A nursing were trained on :
{ calling 911 for Life threatening ‘
' Review on 12/22/15 of facility Standard Operating emergencies and initiating CP.R..
| Procedure (SOP) 2.13 Emergency Medical Care Staff #B no longer works at Rainier
' revealed staff were to provide emergency care School. PAT A staff will be trained
' until the ERT or Community Emergency Team on calling 911 for Life threatening
| instructed them otherwise. r ' emergencies and initiating CPR.
. ) - | Standard Operating Procedure
. Revi 2/22/15 of the facility investigation ' (SOP) 2.13 dated February 2014 is
 date 5 revealed the facility concluded Staff being reviewed and updated.
“A, B, C, F, and G failed to follow facility Standard
! 82e;’at|ng Procedure 2.13 - Emergency Medical ! Measures the facility will take or !'
j | the systems it will alter to ensure |
: !
| Interview on 2/19/16 at 1:45 PM with StaffH | o ';m.‘l’,'f'“ i
 verified she had conducted the facility ; How the facility plans to m P ’
investigation. She verified the conclusion of Staff | its performance to make sure tha
not following the policy. She revealed she was solutions are sustained. [
not able to determine a good reason for why the ) . .
policy was not followed by Staff. . DDA2 and/or designee will review
‘ incidents of mistreatment, neglect or !
| abuse of a client and ensure CRU
. ' and Rainier School Administration
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