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This report is the result of an unannounced
Quality Indicator Survey conducted at
Northwoods Lodge on 11/18/14, 11/19/14,
11/20/14, and 11/21/14. A sample of 34 residents
was selected from a census of 42. The sample
included 28 current residents and the records of 6
former and/or discharged residents.

The survey was conducted by:

Erika Hurley, MS, CPG

Shelly Darnell, BSS

Rebecca Kane, RN, MN

Nancy Fretland, RN, MSN
DeeAnn Taylor-Rivera, RN, BSN

The survey team is from:

Department of Social & Health Services

Aging & Long Term Support Administration
Residential Care Services, District 3, Unit C & D
P.O. Box 45819

Tumwater, Washington 98504-5819

Telephone: 360.664.8429

Fax: 360.664.8451
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Any defﬁmency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determirled that’
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosablg’ 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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F 164 483.10(e), 483.75(1)(4) PERSONAL F164- WAE 288 -9F- 0260 (1-2)
s8=k | PRIVACY/CONFIDENTIALITY OF RECORDS Uz ¢ E R 4g 2 {0 (.g)[(- 5)
The resident has the right to personal privacy and N ‘ [ ag g LO 4 W\ evsuee.
confidentiality of his or her personal and clinical O Wwoa 3& U
records. - : all Y)a,hw('s hav e Eersonnz,(
. ’
Personal privacy includes accommodations, Yivac a(/\d con dcmha(/‘ ‘7
medical treatment, written and telephone O .F Wis / hevr 'pe reonal OLM
communications, personal care, visits, and O
meetings of family and resident groups, but this clini cal re cords.
does not require the facility to provide a private . L
room for each resident. This oltﬂ(c wa s wwﬂ'&f
‘ 11 e SwY
Except as provided in paragraph (e)(3) of this- ! MM‘(’JJKL . e % € ZiH
section, the resident may approve or refuse the WM was S“”M rr(,\ C )
release of personal and clinical records to any ‘ Q( A R oClialee
individual outside the facility. ’ 0%'. < .h e Dﬁ < [
' L a Mpbelrate
The resident's right to refuse release of personal grj—ﬂ $ { L/
anddc!inical records does not apply when the {nsey Vice A / QAMQA:"CA choo ((7{" ,
resident is transferred o another health care N . '
institution; or record release is required by law. ()ﬂh‘eﬂ"' P riva C,\/ aMCmGdey
The facility must keep confidential all information SK’iC‘ C_1 C"M WO+ dkwsgmﬁ
contained in the resident's records, regardless of ahev A f, w
the form or storage methods, except when P . {“(ME o [ (/M((
release is required by transfer to another St L pa htu.:{’ Foopa nuwdrers
healthcare institution; law; third party payment A
contract; or the resident. OY names / ansl PM(WS GKYI’Z.IU
o Vul/o\( shu(-fihcb doors d ‘“"5
I;}:IS REQUIREMENT is not met as evidenced Proceduves or eare, and 1o +
Based on observation, interview, and record léff()? YVD PU‘(@(C Wi deiav\ ('Tb,
review it was determined the facility failed to ( b 'h ‘F ; I (_7
ensure residents' privacy was maintained for two n 00\43 on pe (<o + 70\
residents (#358 & 357) with infections, one Y vele o arien
resident (#360) whose medical information was ta \—S au (-S G (P h
discussed in a public area and for two residents Voownis.
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F 164 | Continued From page 2 Fie4, The pmﬂ(fbh\\/kiﬁ’f‘, Wﬁ\’\‘-‘“ﬁ oy

(#347 & 350) who received care in plain view. an ounlside ageneny) Was eduv;&@
These failures placed residents at risk of their e e dtl
privacy being violated and confidential information ‘”b v superviso( own 7
being disclosed to unauthorized persons. V(ola-(-‘mv\ was Ioraug V\+ +° WL‘/
Findings include: atbextiont. ‘
<Unprotected information-Infections>
On 11/18/14 at 11:15 a.m., a purple binder was
observed in the hallways outside of Resident . .
#357's and #358's rooms on top of ¥ FPabrent nfrnation re: '*"1()“1
isolation/precaution carts containing protective d hed
equipment including gowns, gloves, and masks. D‘G MC‘CHOV\’ sour.ee, an od

1o cave Gr pabont In regards
The purple binders were observed outside of the +2 walech n wa““fol weve ‘oCahJ-
view of staff on multiple occasions during the ¢
survey and were accessible to anyone walking in iverde a C(,OCWQ vikebcolk en
the hallway. When the covers of the binders were NS o,(_me”( 1 solabown eartc
lifted, it showed the resident's name, birthdate E& de of ts iy
and diagnoses including infections. ‘ou o P“(:"'C“' reoms . ﬂ‘;
it oD N 3 (S He Same process as haue

:35 a.m., the Director of Nursing Services .
(DNS) stated she liked to keep the binders with Closet "°‘°Wa"‘—9 on fop o
the information on top of the carts. When asked if hursing earfs 1N ha Lway S
there had been any issues maintaining the < H1 A < e .
privacy of residents' information, the DNS stated F C?W{fﬂ( n t n ?WMZ?MHM Iy
she was not aware of any problems. f€Savding P heands Mesl( G
| 4 kL freatments — which ts
When the surveyor expressed concern regarding . bee W‘"
the potential for the public passing by to have Vot covsidered 4 Pe
access to residents' private information, the DNS | Y\ va e olecbio -
stated, "We will start placing those out of sight, P V v
under the cover." ‘
, W\ e \nserviced
On 11/21/14 at 1:25 p.m., the Administrator A“ s‘HﬁQ w .
stated, "Absolutely!" The precaution binders and ﬁC}KCﬁJ'tcl resard?n,s P
should not be left out in the open and said the .. . 0 c,, ‘ A -
information should be placed underneath the PT\VA 6'7 a Lon al
covered cart. ‘ o inchde vt éf(swggmg na
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inforvation il (?aﬁ‘ud
<Private Information Discussed in Public Area> roora numbers i hallweq o)in
On 11/18/14, during the noon meal, Licensed bl ¢ i Ve
Nurse (LN) F was observed to walk into the P“ cakeas, Prove 3 ?H L%
dining room and tell the nursing assistant ] ’
instructor, "The new admit (Resident #360) is by PM( “S MV‘H s &M/ ox
NPO (to have nothing by mouth) and needs good ShicthH ng doors durin
oral care" and stated, "Would your students like '
to help with that?" (Staff identified Resident #360 "onc%atum; oy care. Not .
by the specific room number). Residents and “PYDV ‘&KS Care ox ()et’pbf wal
visitors were present. TW 0 [ res I '(Ybfl{" 2 F () ah‘;_
On 11/20/14 at 1:06 p.m., when asked about Visitees w‘\\('b@t\)\"'\ow PCY\M‘\SQOV\
expectations for discussing resident information '(Y ,'__ F 'F )
in private, the DNS said she would talk to staff prs- Pakelt oY P artents
about privacy and stated, "That should have been Ye ep b .
discussed quietly. | will address it right away.” pres m !
<Resident Care> | L& FD“SY«M M 4 ,
1)On 11/18/14 at 4:58 p.m., the surveyor, while Cb‘( g . Preca‘u‘(—:w\
standing in the hall, observed staff attempting to . . P .
draw blood from Resident #347. The surveyor iy delines For Tndzchion : W‘S
| asked Licensed Nurse (LN) A f the technician Peein amendel +o velnde.

.| worked at the facility or was from an outside , : I
company. The LN looked into room and informed P/ All V\"_)‘WC puvp b okelzool S
the surveyor the technician was from an outside e - (;
lab and walked away. Con (ﬂ(m IX‘(’T‘C&'{’ S@’ ¢

- 1dely sloeel s

At 12:55 p.m., the DNS stated, "We don't do 6“ dt hes h k'L (P ‘éL
blood draws in plain site. We would at least pull Q—H/LC, (Sd\a,ﬁov\ QAH‘ ) V!o’{"’
the curtain.” The DNS stated the facility had an p . [ {"I
outside agency come in to draw blood. The DNS o\ {'zp o ’n'l'C’ |solar DKCAH"
stated she would talk to their supervisor about it : :
and do some education about privacy and ‘
resident rights if the same technician returned
that evening.
2) On 11/20/2014 at 5:51 p.m., LN D was
observed administering an injection into Resident

.| #350's stomach area. LN D raised the resident's
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The facility must employ or obtain the services of
alicensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to

WAC 28%-97 - (200 (2)
WhC 28897 - 9F.-23¢0
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F 164 | Continued From page 4 F 164 Pﬁt’@m{w(M{ u)\k\ h/c.. WONH\AO
shirt, exposing the resident's abdomen while she ‘ﬂ‘/ whliz Peﬁaﬁ/i(: 'Pn\/m_
cleaned the area and administered the injection. :

The door to the resident's room was not closed awaﬁ CGVLQ &Md‘l a.l:\{ audi !‘S
and the privacy curtain was not pulled shut to .
ensure the resident's privacy. w “{’f/\ ve sulés VQPOYM{"’W‘L
The resident had several visitors present at the &M“H/ Assuranee &WKM"HL&
bedside. LN D did not ask the resident if she
minded if the visitors were present during the (MQV\ Hk(y
injection.

| Kirsta Crelger; Divecloy of
On 11/21/2014 at 12:44 p.m., when the surveyor . { y - ..[5
explained the above observation, the DNS stated ﬂm{‘(" 1'15 IS res Pdng'b LC' _}—B l >
“that is most definitely a problem and | will be LN SUre. (L@‘(YCCHDYK ‘77
in-servicing the staff regarding that".

F 431 | 483.60(b), (d), () DRUG RECORDS, Fas1] 1=5-15.

§s=E | LABEL/STORE DRUGS & BIOLOGICALS
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| The facility must provide separately locked,

-1 approximately 1 and % inches with the lock in

have access to the keys.

permanently affixed compartments.for storage of
controlled drugs listed in Schedule |l of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, it was
determined the facility failed to ensure that
narcotic medications were appropriately secured-
under a double lock system and inaccessible to
residents or visitors for two of four medication
carts (West and East medication carts). Failure
to appropriately secure narcotics could have
negative consequences for any vulnerable person
who could access the narcotics and it could lead
to narcotic diversion.

Findings include:

On 11/20/2014 at 5:40 p.m., during observation of
medication storage of the West medication cart, it
was noted that the narcotics drawer did not lock
properly. The drawer could be opened

place. In an interview with Licensed Nurse (LN)
B, she indicated the lock was not very good. She
said someone could access the medication if the
cart was unattended and the second lock was not
fully secured.
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F 431 | Continued From page 6 F 431 .
Pas | ¥ AN yarcohics weve accounke !
On 11/21/2014 at approximately 10:30 a.m., it : for. M\ medication cavts
was observed the narcotics drawer on the East NN
medication cart did not lock properly. LN E called Were \a’t{‘@ a“ﬁ \Wacerssi Hb
the maintenance man who indicated it was not e ot aliended .

the best cart and it needed to be fixed right away. Dl
| | Praruacy Services are availale
On 11/21/2014 at 10:40 a.m., in an interview with

the Director of Nursing Service (DNS), she stated ‘\Y\S'\t\,& \Lj -all YGMYJLS

the East medication cart did not lock properly and Lweve WA O eV .
she would get someone in right away to fix it. »
She asked for an LN or a student nurse to stay
with the cart until a temporary cart was provided
while the current cart was being fixed.

On 11/21/2014 at approximately 10:50 a.m., the
DNS observed the West medication cart's
narcotics drawer did not lock securely. She
stated she would have it fixed right away.

On the morning of 11/21/2014, the surveyor was
stopped as she walked down the hall and an LN
stated the lock on the East medication cart
required repair on three previous occasions.

| _ | a7 b
Fsgj; ‘éﬁ%%ib“‘fﬁ?ﬁé&%“ CONTROL, PREVENT Fast] (LAC 28§-91 l%ZO[ZY >
NZ)( h\wooég LOAQ"‘D{. UJ\”

The facility must establish and maintain an

Infection Control Program designed to provide a e

safe, sanitary and comfortable environment and ensu 61 k.éo\lMAﬂ(’S' arc

to help prevent the development and transmission C(mnd u."h izt V@) P DL

of disease and infection. '" . , N

Super Sani-clotl. Grermacde: |

(a) Infection Control Program : . . /

The facility must establish an Infection Control ' \Dlsposatak, wiges ~ho faleohe

Program under which it - . ,

(1) Investigates, controls, and prevents infections | W'0¢8 Q eec ‘“L“"ﬁ fb .

in the facilty, Manufackeor vecommendahady -
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F 441 Continued From page 7 F411N's deﬁic loas wwafaj
(2) Decides what procedures, such as isolation, | el ta edie AU

“should be applied to an individual resident; and

rooms of 3 residents (Residents # 303, 357 &

(3) Maintains a record of incidents and corrective
actions related to infections.

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, n‘
direct contact will transmit the disease.

(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.

(c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, it was determined the facility failed to
properly clean and disinfect shared resident
equipment and failed to ensure pertinent signage
(i.e., isolation precautions) was placed outside of

358) who required precautions for contact to help
minimize the transmission of infections within the
facility. These failures placed residents, staff and
visitors at risk for exposure to infection.
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Findings include:

<lsolation Precautions>

On 11/18/14 at approximately 11:00 a.m., several
covered carts were observed outside of resident
rooms. Upon inspection of the covered carts, it
was found that certain carts contained clean
linens and three carts contained protective ,
equipment such as disposable gowns, masks and
gloves.

Pertinent signage was not observed outside of
rooms with protective equipment that was
required for Residents #358, 303 & 357 to direct
visitors, the public and/or staff to see the nurse
prior to entering the room and receive necessary
instruction to prevent the spread of infection.

Upon further review, it was found that Resident
#358 required extra precautions for a dressing
change of a wound, Resident #303 required extra
precautions for contact and Resident #357
required droplet precautions which included a
gown, gloves, mask and eye protection. For
someone requiring droplet precautions, an
infection can be transmitted through coughing,
sneezing or talking. -

At 11:43 a.m., the Director of Nursing Services
(DNS) was asked if staff or the public would need
information from the nurse regarding special
precautions prior to entering the affected rooms.
The DNS stated, "Yes, we usually do that. We
have signs for that."

After the surveyor's inquiry, the DNS went to an
office, retrieved and placed appropriate signage
outside of the three affected rooms.
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The facility's policy titled "Precaution Guidelines
for Infections” stated, "A sign requesting visitors
to check with a licensed nurse prior to entering
the room will be placed on the door."

<Glucometers>

Interviews with four Licensed Nurses over two
days, November 20-21, 2014, showed two of four
nurses were cleaning multi-use glucometers
outside of the manufacturer's recommendations
and against facility policy.

On 11/21/2014 at approximately 10:00 a.m.,
during interview with Licensed Nurse (LN) C, she
stated she cleaned the glucometer with an
alcohol wipe after each resident use. At 10:01
a.m., LN E indicated that was the procedure she
used

According to manufacturer's guidelines the
machine should be cleaned and disinfected using
a commercially available EPA-registered
disinfectant detergent or germicide wipe or to
disinfect with a dilute solution of household
bleach using a 1:10 dilution ratio after each use.

The facility's policy showed the glucometer was to
be wiped down after each individual use to clean
all blood and body fluids from the meter. Then the
meter is to be disinfected using PDI Super
Sani-Cloth Germicidal Disposable Wipes. The
policy states the treated surface must remain wet
for a full two minutes and air dried prior to being
used again.
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