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, “This Plan of Correction is prepared
This report is the result of an unannounced and submitted as required by law. By
Abbreviated Standard Survey conducted onsite at submitting this Plan of Correction,

Puyallup Nursing and Rehab Center on
6/25/2014. The sample included 11 residents out
of a census of 90. The sampie included 7 current

Puyallup Nursing & Rehabilitation
Center does not admit that the

residents and the records of 4 former residents. deficiency listed on this foum exist,
nor does the Center admit to any

The following are compiaints investigated as part statements, findings, facts, or

of this survey: conclusions that form the basis for the

43016430 alleged deﬁci_ency. The Center

43018365 reserves the right to challenge in legal
and/or regulatory or administrative

The survey was conducted by: proceedings the deficiency,

statements, facts, and conclusions that

Donna J. DeVore, RN, MSN . Lo
form the basis for the deficiency.”

The surveyor is from;

Department of Socialand Health Sarvices |
Aging and Long-Term Support Administration
Division of Residential Care Services

District 3, Unit B

PO Box 45819, MS: N27-24

Olympia, WA 98504-5819

Telephone: {253) 883-3800
Fax: (253) 589-7240

00 A R/

Residential Care Services Date

B e AT Wa) ﬂ
LABORATORWIQ?\JPP K REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
/W@Q\ ﬁ\immﬁmﬁf v/i6 [

Any deficiency statement ending with an asteris%) denotes a defitieficy which the institution may be excusad from correcting providing if is determined that
other safeguards provide sufficient protection to the patients. (See irgtructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of comrection is provided. For nursing homes, the above findings and ptans of correction are disciosable 14
days following the date these documenis 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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swollen, cyanotic, and cold with palpable pulses.

Review of nursing progress notes dated 6/10/14
revealed the resident self-transferred and fell in
the bathroom during the evening shift {(fall was at
7:30 p.m according to review of the facility's
investigation). Documentation revealed the
resident denied pain or discomfort at the time and
range of motion was intact. The resident was
placed on alert monitor for changes.

Further review of nursing progress notes revealed
the resident woke up at midnight moaning and
appeared to be in pain. Tylenol 850 milligrams
was given. There was no evidence of a pain
assessment prior to adminstering the medication.

Review of nursing progres notes timed at 9:30
a.m. on 6/11/14 revealed Staff D assessed the
resident "this AM"; vital signs were stable and
there were no latent injuries from the fall the
previous night. T

Review of nursing progress notes dated 6/11/14
at 11:28 a.m. revealed the resident's son reported
the resident's cognition was different and fel

- something was wrong. Staff D (licensed nurse)

notified the physician; orders for blood work,
urinalysis and chest x-ray were ordered.

Nursing progress notes timed af 11:52
documenied the resident's son reported a further
change of condition {o Siaif . Assessment
reveaied diminished lung sounds, puilse 56 and
low oxygen saturation level of 82%. The

: resident’s left extremity was noted cold, red and

swollen the entire length. The resident
subsequently transferred to the hospital for
further evaluation and treatment.

DNS or designee will randomly audit
the “Stop and Waich” tools received
weekly X 3 weeks, then monthly X 3
months to validate compliance.
Results of the audits will be trended

. and forwarded to QAPI monthly X 3
months.

Administrator will ensure compliance.
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Review of an alert care plan dated 6/5/14 directed
staff to monitor for latent injuries and "sight on"
supervision; 1:1 supervision when needed.

Review of a faciiity investigation dated 6/10/14
revealed Resident #1 experienced emotional
distress during that evening at dinner time; the
resident was tearful, wandering, looking for her
spouse. Review of nursing progress notes dated
6/10/14 at 11:03 p.m. revealed siaff attempted
activities, toileting and giving the resident
something to eat prior to giving the resident
Ativan 0.5 mg at 6:40 p.m.

Further review of the facility's investigation
revealed the licensed nurse was keeping her eye
on the resident during her medication pass as the
nursing assistants were caring for other
residents. The resident was siiting in the hall for
“easy visualization and at some point when the
nurse went in another resident's room, the
resident attempted to toilet herself. The resident’s -
son went into the resident's room to visit and
found the resident on the floor in the bathroom.
Documentation of an assessment revealed there
.| were no injuries identified at that time.

During interview on 6/24/14 at approximately
10:00 a.m., a Resident Advocate (RA) confirmed
finding the resident in the bathroom during the
evening on 6/10/14; the resident was lying on the
floor and had been inconiinent, The RA went into
the hall to find help and did not see anyone;
subsequently he was able to find the nurse who
with the assistance of another staff, helped the
resident to bed.
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s5=0 | SPREAD, LINENS _
Residents #1 and #10 have discharged.
The facility must establish and maintain an
Infection Control Program designed to provide a Resident #5 is not on Contact
safe, sanitary and comfortable environment and

o Precautions and is without signs or
o heip prevent the development and transmission . .
of disease and infection. symptoms of infection.

{a) Infection Control Program Residenis who are on Contact
The facility must establish an Infection Control Precautions have been evaluated to

Program under which it - ensure they are in an appropriate room
{1) Investigates, controls, and prevents infections S yar dn approp 00

in the facility, if they have a roommate.

{2) Decides what procedures, such as isolation,

should be applied to an individual resident; and Admission Director and Clinical
{3) Maintains a record of incidents and corrective Liaison, NAC’s, LN"s and RCM’s

actions refated to infections. have been educated on the Facility

{b) Preventing Spread of Infection Policy fOf ']‘fran_smiss;ion Based.
(1) When the Infection Control Program Precautions to include appropriate
determines that a resident needs isolation to room aggignments for persons with

prevent the spread of infection; the facility-must - e s

isotate the resident. .
room for a new admission. They have

{2} The facility must prohibit employees with a - -
communicable disease or infected skin lesions also been educated on the Facility
from direct contact with residents or their food, if Policy for Standard Precautions
di!’eCt Contact Wii; transmit the disease. inciuding Contact Pr@cautions) Llnen

(3} The facility must require staff to wash their :
hands after each direct resident contact for which

hand washing is indicated by accepted ) ) ) _
professional practice. DNS or designee will routinely audit

residents who are on Contact

Handling and Hand Hygiene.

(c) Linens Precautions to validate that they are in
Persaonnel must handle, store, process and
transport finens so as to prevent the spread of an appropriate room if they have a

. infection. roommate.
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This REQUIREMENT is not met as evidenced
by:

Based on observations, record review and
interview, the facility failed to ensure
Transmission Based Precautions and Standard
Precautions were followed consistently for 3 of 4
residents reviewed for infection controi
precautions {(Former Resident #1 and Residents
#5 & #10),

Former Resident #1 was admitted to a room with
another Resident that required contact
precautions for C-Difficile { infectious diarrhe.
This placed Resident #1 at risk for a transmission
based infection related to having an open facial
taceration.

For Resident #10, Staff C did not follow contact
precautions while providing care {o Resident #10
and did not follow standard precautions while
assisiing with a transfer of Resident #5. These

“falures ptaced Residents # 5 & 10-at risk-for—

transmission based infections.

Findings include:

Review of facility Policy and Procedure for
Transmission Based Precautions dated 11/09
revealed the following precautions under
paragraph 5, Contact Precautions: personnel
having contact with the infected resident should
wear gloves and a gown; prior to leaving the
resident's room, gown and gloves are removed
and hand hygiene performed; options for
residents on contact precautions may include a
private room, cohorting with anocther infected or
colonized resident or sharing a room with a
resident with limited risk factors (no

F 441!

- audit direct care staff to validate that
the Standard Precautions policy and
the Hand Hygiene policy is being
followed correctly weekly X 3 weeks
then monthly. The results of the audit
will be trended and forwarded to
QAPI monthly.

The Administrator will ensure
compliance.
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stated she was not aware Resident #1 had an
apen laceration on her lip.

Record review revealed the resident's legal
representafive requested a room change a few
days after the resident was admitied because of
concern with the roommate having diarrhea.
Resident #1 was moved to another room on
6/3/14. Atest for C-Difficile which was obtained
on 6/2/14 was negative for the infection.

2. At 9:55 am., Staff C (Certified Nursing
Assistant) entered Resident #10's room to
provide care. Resident #10 was on contact
precautions for C-Difficile. Staff C did not wash
his hands upon entering the room or put on
gloves. Staff C adjusted the bed using the bed
control and moved the bedside table away from
the bed. He removed the pillow, rolled the
resident toward and away from him to complete
the bed change and covered the resident with a
7 blanket. Staff C stated he needed foleave the ™7
room o get briefs. Staff C washed his hands
before leaving the room,

Staff C returned with briefs and did not wash his
hands or put on gloves. He proceeded to open
Resident #10's brief and stated to the resident
"yau had a little BM". Staff C put on gloves,
provided incontinent care and applied a clean
brief. Staff C stated he forgot to apply the
cintment; he changed gloves without washing his
hands and applied the ointment. Staff C removed
his gloves and did not wash his hands prior fo
closing the resident’s brief and placing another
draw sheet under the resident. Staff C stated he
wears glaves only if he was going o touch

| anything other than clean linens.

i
‘ i

LN Py .
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3. At 9:05 a.m, Resident #5 was observed sitting
fully dressed in her wheel chair. The resident
stated she wanted to go back to bed. Staffs C
and H (certified nursing assistants) entered the
room to assist the resident to bed. Staff H
washed his hands and put on gloves; Staff C did
not wash his hands or put on gloves. Following
the transfer, Staff H removed his gloves and
washed his hands before leaving the room; Staff
C left the room without washing his hands.

During interview at 3:40 p.m. on 6/25/14, Staffs A
and B (administrative staff) were informed about
the above observations and concerns.
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